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DOCTORS  OF  MEDICINE  REGISTERED  IN  TENNESSEE 
A.  Distribution  of  Physicians 

R.  H.  HUTCHESON,  M.D.  and  C.  B.  TUCKER,  M.D.* 


In  1947,  the  Tennessee  General  Assembly 
enacted  Chapter  9 which  is  a law  providing 
for  a State  Licensing  Board  for  the  Heal- 
ing Arts.  Annual  registration  of  licensees 
of  the  healing  arts  is  one  of  the  require- 
ments of  this  Act.  Since  the  law  became 
effective  July  1,  1947,  it  has  been  possible 
to  collect  information  concerning  doctors 
of  medicine  licensed  and  in  practice  in 
Tennessee.  This  information  includes  the 
name,  address,  color,  sex,  date  of  birth,  date 
of  license,  school  of  graduation,  and  year 
of  graduation  for  each  registrant. 

This  report  consists  of  information  con- 
cerning doctors  of  medicine  registered  as 
of  May  1,'1949.  The  report  is  divided  into 
two  parts.  The  first  deals  with  the  dis- 
tribution of  physicians  in  Tennessee ; 
and  the  second  deals  with  the  rela- 
tion of  the  medical  schools  to  the  practice 
of  medicine  in  the  State  of  Tennessee.  Only 
those  physicians  in  active  practice  residing 
in  the  State  are  included.  Physicians  in 
private  practice,  in  administrative  posi- 
tions, in  teaching  positions,  and  in  intern- 
ships and  residencies  are  considered  active 
registrants  in  this  report.  Physicians  re- 
siding in  border  towns  in  other  states  but 
who  practice  to  some  extent  in  Tennessee 
are  excluded. 

Table  I gives  the  number  of  registered 
physicians  with  rates  per  10,000  popula- 

*Executive Officer  and  Technical  Secretary, 
State  Licensing  Board  for  the  Healing  Arts. 


tion  by  color  and  by  county  in  Tennessee. 
Figures  1,  2,  and  3 show  the  rates  on  maps. 
It  may  be  noted  that  there  are  2,711  (8.5 
per  10,000  population)  physicians  registered 
in  the  State.  Of  this  number  2,552  (9.6 
per  10,000  population)  are  white  and  159 
(2.9  per  10,000  population)  are  colored.  In 
other  words,  there  is  one  physician  . for 
each  1,180  persons  in  the  State,  with  one 
white  physician  for  each  1,042  white  per- 
sons and  one  colored  physician  for  each 
3,393  colored  persons. 

Of  the  2,711  physicians  registered  in  Ten- 
nessee 50  are  females,  45  of  whom  are 
white  and  5 colored. 

It  is  of  interest  to  compare  these  rates 
with  the  rates  for  the  United  States.  Ac- 
cording to  figures  recently  obtained  from 
the  Directory  Department,  American  Med- 
ical Association  for  the  year  1949,  there 
were  11.0  physicians  per  10,000  population 
or  one  physician  per  911  persons  in  this 
country.  New  York  with  one  physician  per 
565  persons  had  the  largest  number  of 
physicians  per  population  of  any  State  and 
Mississippi  with  one  physician  per  1,644 
persons  had  the  smallest  number  per  popu- 
lation. It  is  noted  that  Tennessee  has  2.5 
per  10,000  population  fewer  physicians  than 
the  national  rate. 

Of  greater  interest  is  the  distribution  of 
physicians  by  political  units  of  the  State. 
In  the  discussion  of  the  number  of  physi- 
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TABLE  I 

Number  of  Registered  Physicians  With  Rates  Per  10,000  Population  By  Color,  By  County 

of  Tennessee,  May  1.  1949 


Total  White  Colored 


County 

Number 

Rate 

Number 

Rate 

Number 

Rate 

Total 

2,711 

8.5 

2,552 

9.6 

159 

2.9 

Anderson 

44 

13.4 

44 

13.6 





Bedford 

17 

6.8 

15 

6.9 

2 

5.8 

Benton 

2 

1.6 

2 

1.6 





Bledsoe 

3 

3.2 

3 

3.3 





Blount 

30 

6.3 

30 

6.5 





Bradley 

20 

5.9 

19 

6.0 

1 

4.7 

Campbell 

21 

6.0 

21 

6.1 

— 

— 

Cannon 

4 

3.7 

4 

3.8 





Carroll 

14 

5.4 

13 

5.9 

1 

2.4 

Carter 

16 

3.9 

16 

4.0 





Cheatham 

4 

3.7 

4 

4.1 





Chester 

5 

4.3 

5 

5.0 





Claiborne 

12 

4.8 

12 

4.9 





Clay 

1 

0.8 

1 

0.8 





Cocke 

11 

4.2 

11 

4.3 





Coffee 

8 

3.8 

8 

4.0 

— 

— 

Crockett 

8 

4.6 

8 

5.8 





Cumberland 

8 

4.1 

8 

4.1 





Davidson 

500 

17.3 

447 

19.6 

53 

8.6 

Decatur 

4 

3.8 

4 

4.0 

— 



DeKalb 

4 

2.7 

4 

2.7 

— 

— 

Dickson 

10 

4.8 

9 

4.7 

1 

5.8 

Dyer 

23 

6.0 

23 

7.0 

— 

— 

Fayette 

7 

2.2 

7 

7.9 

— 

— 

Fentress 

3 

1.7 

3 

1.7 

— 



Franklin 

14 

5.4 

13 

5.6 

1 

3.8 

Gibson 

26 

5.8 

24 

6.7 

2 

2.2 

Giles 

14 

4.6 

12 

5.0 

2 

3.1 

Grainger 

3 

1.9 

3 

1.9 

— 

— 

Greene 

21 

4.8 

21 

5.0 

— 

— 

Grundy 

2 

1.5 

2 

1.5 

— 

— 

Hamblen 

18 

8.8 

18 

9.5 

— 

-L- 

Hamilton 

234 

11.7 

220 

14.0 

14 

3.3 

Hancock 

1 

0.8 

1 

0.8 

— 

— 

Hardeman 

15 

6.0 

15 

9.5 

— 

— 

Hardin 

7 

3.6 

7 

4.0 

— 

— 

Hawkins 

11 

3.4 

11 

3.5 

— 

— 

Haywood 

18 

6.2 

16 

14.1 

2 

1.1 

Henderson 

5 

2.4 

5 

2.6 

— 

— 

Henry 

17 

6.6 

15 

7.0 

2 

4.6 

Hickman 

3 

1.9 

3 

2.0 

— 

— 

Houston 

2 

2.8 

2 

2.9 

— 

— 

Humphreys 

4 

3.1 

4 

3.3 

— 

— 

Jackson 

6 

3.6 

6 

3.7 

— 

— 

Jefferson 

8 

4.2 

8 

4.4 

— 

— 

Johnson 

3 

2.2 

3 

2.2 

— 

— 

Knox 

230 

11.5 

219 

12.0 

11 

6.4 

cians  in  any  county  of  a state  many  factors 
must  be  taken  into  consideration.  The 
amount  of  wealth  in  the  county,  the  ability 
of  the  people  to  support  an  adequate  num- 
ber of  physicians,  and  the  attractiveness  of 
the  area  are  among  the  factors  which  must 
be  considered.  It  may  be  noted  in  Table  I 
and  in  Figure  1 that  there  are  22  counties 
in  the  State  with  less  than  3.0  physicians 
per  10,000  population.  The  counties  with 
the  smallest  number  of  physicians  per  pop- 
ulation served  are  Clay,  Grundy,  Hancock, 
Meigs,  Perry,  Pickett,  and  Union.  All  of 
these  counties  have  an  assessed  valuation 
of  less  than  $2,500,000.  There  are  39  coun- 


Total White  Colored 


County 

Number 

Kate 

Number 

Rate 

Number 

Rate 

Lake 

6 

5.0 

5 

5.4 

1 

3.7 

Lauderdale 

14 

5.5 

11 

6.7 

3 

3.3 

Lawrence 

15 

4.9 

15 

5.0 

Lewis 

2 

3.1 

2 

3.2 





Lincoln 

14 

4.8 

13 

5.3 

1 

2.4 

Loudon 

12 

5.5 

12 

5.7 



McMinn 

18 

5.6 

18 

5.9 





McNairy 

6 

2.9 

6 

3.0 





Macon 

6 

3.8 

6 

3.8 





Madison 

47 

8.3 

44 

12.0 

3 

1.5 

Marion 

8 

3.9 

7 

3.6 

1 

7.6 

Marshall 

9 

5.5 

8 

5.5 

1 

5.4 

Maury 

32 

6.9 

27 

7.5 

5 

4.8 

Meigs 

1 

1.5 

1 

1.6 

— 



Monroe 

13 

4.8 

13 

5.0 





Montgomery 

22 

6.2 

19 

7.3 

3 

3.1 

Moore 

1 

2.4 

1 

2.5 





Morgan 

4 

2.4 

4 

2.4 





Obion 

20 

6.1 

18 

6.3 

2 

4.8 

Overton 

9 

4.6 

9 

4.6 





Perry 

1 

1.3 

1 

1.3 





Pickett 

1 

1.5 

1 

1.5 





Polk 

6 

3.9 

6 

3.9 





Putnam 

13 

4.6 

13 

4.6 





Rhea 

7 

3.8 

7 

4.0 





Roane 

17 

5.5 

17 

5.8 





Robertson 

11 

3.7 

10 

4.1 

1 

1.8 

Rutherford 

26 

7.5 

24 

8.3 

2 

3.4 

Scott 

7 

4.0 

7 

4.0 





Sequatchie 

3 

5.0 

3 

5.0 





Sevier 

12 

4.6 

12 

4.7 





Shelby 

667 

16.4 

635 

28.2 

32 

1.8 

Smith 

8 

4.8 

8 

5.1 





Stewart 

3 

2.2 

3 

2.2 





Sullivan 

68 

7.9 

66 

7.9 

2 

7.8 

Sumner 

20 

5.5 

18 

5.7 

2 

4.3 

Tipton 

12 

4.2 

11 

6.2 

1 

0.9 

Trousdale 

3 

4.6 

3 

5.4 





Unicoi 

5 

3.2 

5 

3.2 





Union 

1 

1.1 

1 

1.1 





Van  Buren 

1 

2.2 

1 

2.2 

— 



W arren 

9 

4.6 

9 

4.9 

— 



Washington 

55 

9.6 

53 

9.9 

2 

5.9 

Wayne 

4 

2.7 

4 

2.7 

— 

— 

Weakley 

17 

5.7 

16 

5.8 

1 

4.4 

White 

6 

3.7 

6 

3.8 

— 



Williamson 

12 

4.4 

10 

4.7 

2 

3.4 

Wilson 

166 

6.0 

14 

6.4 

2 

4.3 

ties  with  3. 0-4. 9 physicians  per  10,000  pop- 
ulation, 24  counties  with  5. 0-6. 9 physicians 
per  10,000  population,  and  10  counties  with 
7.0  or  more  physicians  per  10,000  popula- 
tion. Therefore,  there  are  only  10  counties 
which  approach  or  exceed  the  national 
figure. 

Of  particular  interest  is  the  distribution 
of  physicians  in  the  four  large  counties 
in  the  State.  It  may  be  noted  that  there 
are  17.3  physicians  per  10,000  population 
(one  physician  per  578  persons)  in  David- 
son County,  11.7  physicians  per  10,000 
population  (one  physician  per  854  persons) 
in  Hamilton  County,  11.5  physicians  per 
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| 7.0  and  Over 

I Ml  5.0  - 6.9 


Uh  3.0  - U.9 
□ Less  than  J.O 


Fig-.  1.  Total  number  of  physicians  per  10,000  population  by  counties,  Tennessee,  May  1,  1949 


7.0  and  Over 


Y//A  3.0  - U.9 

□ Less  than  3.0 


Fig.  2.  Number  of  white  physicians  per  10,000  population  by  counties,  Tennessee,  May  1,  1949 


5-0  and  Over 
3.0  - 1».9 


1 7 /I  1.0  - 2.9 
□ Less  than  1.0 


Fig.  3.  Number  of  colored  physicians  per  10,000  population  by  counties,  Tennessee,  May  1,  1949 


TABLE  II 


Number  of  Registered  Physicians  by  Age  Group  and  Size  of  Community,  May  1,  1949 


Age  Group 

Total 

20-29  Years 
30-39  Years 
40-49  Years 
50-59  Years 
60-69  Years 
70  Yrs.  and  Over 
Unknown 


Size  of  Community 


Total 


Number 

Per  Cent 

2,711 

100.1 

317 

11.7 

723 

26.7 

527 

19.4 

399 

14.7 

465 

17.2 

278 

10.3 

2 

0.1 

100,000  Popula- 
tion and  Over 
Number  Per  Cen. 

1,490  100.0 

216  14.5 

436  29.3 

283  19.0 

255  17.1 

203  13.6 

96  6.4 

1 0.1 


10,000  to  30,000 
Population 
Number  Per  Cen\ 


258 

100.1 

16 

6.2 

86 

33.3 

67 

26.0 

35 

13.6 

34 

13.2 

20 

7.8 

5,000  to 

9,999 

Population 

lumber 

Per  Cent 

191 

99.9 

14 

7.3 

47 

24.6 

51 

26.7 

27 

14.1 

33 

17.3 

18 

9.4 

1 

0.5 

Under  5,000 


Population 


Number 

Per  Cent 

772 

100.0 

71 

9.2 

154 

19.9 

126 

16.3 

82 

10.6 

195 

25.3 

144 

18.7 
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10.000  population  (one  physician  per  867 
persons)  in  Knox  County,  and  16.4  physi- 
cians per  10,000  population  (one  physician 
per  609  persons)  in  Shelby  County.  Al- 
though these  figures  include  interns  and 
residents,  not  all  of  them  are  included  since 
a license  to  practice  medicine  in  Tennessee 
is  not  required  for  these  physicians.  The 
inclusion  in  these  tabulations  of  interns 
and  residents  who  are  registered  is  believed 
justifiable  since  these  men  are  rendering 
medical  service  to  the  people  in  these  areas. 
Also  it  should  be  mentioned  that  Davidson 
and  Shelby  contain  cities  (Nashville  and 
Memphis)  which  are  medical  centers  draw- 
ing patients  from  large  areas. 

Table  I and  Figure  2 show  the  distribu- 
tion of  white  physicians  in  Tennessee  by 
County.  Seventeen  counties  have  7.0  or 
more  white  physicians  per  10,000  white 
population  while  20  counties  have  less  than 

3.0  white  physicians  per  10,000  white  pop- 
ulation. 

It  will  be  noted  that  there  are  19.6  white 
physicians  per  10,000  white  population  (one 
physician  per  509  persons)  in  Davidson 
County;  14.0  white  physicians  per  10,000 
white  population  (one  physician  per  714 
persons)  in  Hamilton  County;  12.0  white 
physicians  per  10,000  white  population  (one 
physician  per  831  persons)  in  Knox  Coun- 
ty; and  28.2  white  physicians  per  10,000 
white  population  (one  physician  per  354 
persons)  in  Shelby  County. 

In  a study  of  these  rates  it  should  be 
remembered  that  white  physicians  also 
render  medical  service  to' colored  patients. 

Table  I and  Figure  3 gives  the  distribu- 
tion of  colored  physicians  in  Tennessee. 
There  are  48  of  the  95  counties  in  Tennessee 
with  less  than  1,000  colored  population  and 
12  of  these  have  less  than  100  colored  per- 
sons living  in  them.  These  counties  should 
not  be  taken  into  consideration  in  a discus- 
sion of  the  distribution  of  colored  physi- 
cians in  the  State.  There  are  8 counties 
with  5.0  or  more  colored  physicians  per 

10.000  colored  population;  15  counties  have 
from  3. 0-4. 9 colored  physicians  per  10,000 
colored  population ; 7 counties  including 
Shelby  County  have  from  1.0-2. 9 colored 
physicians  per  10,000  colored  population ; 


and  there  are  17  counties  with  more  than 

1,000  colored  persons  with  less  than  one 
colored  physicians  per  10,000  colored  popu- 
lation. Among  these  17  counties  there  are 
15  without  a colored  physician. 

It  is  evident  from  Table  I and  Figures 
1 , 2,  and  3 that  there  is  a shortage  of  physi- 
cians, both  white  and  colored,  in  the  State 
if  the  national  average  is  used  as  a criteria 
of  need. 

Table  II  shows  the  distribution  of  regis- 
tered physicians  by  age  group  and  size  of 
the  community.  Of  the  2,711  physicians 
registered  in  Tennessee,  1,490  (55.0  per 
cent)  live  in  communities  of  100,000  popu- 
lation and  over;  258  (9.5  per  cent)  live  in 
communities  of  10,000  to  30,000  popula- 
tion; 191  (7.0  per  cent)  live  in  communities 
of  5,000  to  9,999  population ; and  the  re- 
maining 772  (28.5  per  cent)  live  in  commu- 
nities of  less  than  5,000  population.  It  may 
be  noted  in  the  breakdown  by  age  group 
that  a greater  proportion  of  young  physi- 
cians are  practicing  in  the  larger  commu- 
nities and  the  reverse  is  true  of  the  older 
physicians.  In  communities  of  100,000  or 
more  population  62.8  per  cent  of  the  phy- 
sicians are  under  50  years  of  age  and  79.9 
per  cent  are  under  60  years  of  age  while 
in  communities  under  5,000  population  45.5 
per  cent  are  under  50  and  56.1  per  cent  are 
under  60  years  of  age.  Undoubtedly  the 
availability  of  adequate  modern  medical 
equipment  and  facilities  is  attracting  the 
young  physicians  to  urban  areas. 

In  Table  III  are  given  the  number  and 
percentage  distribution  of  registered  physi- 
cians who  are  graduates  of  the  three  medical 
schools  in  Tennessee  in  the  four  large  coun- 
ties and  in  the  remainder  of  the  State.  Of 
the  1,000  University  of  Tennessee  grad- 
uates registered  in  the  State,  381  (38.1  per 
cent)  are  practicing  in  Shelby  County,  110 
(11.0  per  cent)  in  Knox  County,  57  (5.7 
per  cent)  in  Davidson  County,  41  (4.1  per 
cent)  in  Hamilton  County,  and  411  (41.1 
per  cent)  in  the  remainder  of  the  State.  Of 
the  547  Vanderbilt  University  graduates 
registered  in  Tennessee,  274  (50.1  per  cent) 
are  practicing  in  Davidson  County,  41  (7.5 
per  cent)  in  Shelby  County,  35  (6.4  per 
cent)  in  Hamilton  County,  20  (3.7  per  cent) 
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TABLE  III 


Number  and  Percentage 

Distribution 

of  Registered 

Physicians 

From  Three 

Tennessee 

Medical 

Schools  in 

: Four  Large 

Counties  and 

in  Rest  of 

State,  May  1, 

1949 

County 

University 

of  Tennessee 

Vanderbilt  University 

Meharry 

Medical  School 

Number 

Per  Cent 

« Number 

Per  Cent 

Number 

Per  Cent 

Total 

1,000 

100.0 

547 

100.1 

145 

100.0 

Davidson 

57 

5.7 

274 

50.1 

52 

35.9 

Hamilton 

41 

4.1 

35 

6.4 

12 

8.3 

Knox 

110 

11.0 

20 

3.7 

8 

5.5 

Shelby 

381 

38.1 

41 

7.5 

26 

17.9 

Other 

411 

41.1 

177 

32.4 

47 

32.4 

in  Knox  County,  and  177  (32.4  per  cent)  in 
the  rest  of  the  State.  Although  the  num- 
ber of  graduates  from  Meharry  Medical 
School  is  much  smaller,  the  tendency  for 
the  graduate  to  settle  in  the  city  where  his 
medical  school  is  located  is  shown  as  is  the 
case  with  University  of  Tennessee  and 
Vanderbilt  University  graduates.  Of  the 
145  Meharry  Medical  School  graduates 
registered  in  Tennessee,  52  (35.9  per  cent) 
are  practicing  in  Davidson  County,  26  (17.9 
per  cent)  in  Shelby  County,  12  (8.3  per 
cent)  in  Hamilton  County,  8 (5.5  per  cent) 
in  Knox  County,  and  47  (32.4  per  cent)  in 
the  remainder  of  the  State. 

Summary 

1.  There  are  8.5  physicians  per  10,000 
population  in  Tennessee  which  is  2.5  per 
10,000  population  less  than  the  rate  for 
the  United  States. 


2.  The  number  of  white  physicians  per 
10,000  white  population  in  Tennessee  is  9.6 
while  the  rate  for  colored  population  is 
2.9  per  10,000  colored  population. 

3.  Many  counties  in  Tennessee  are  with- 
out an  adequate  number  of  physicians  if 
the  rate  for  the  United  States  is  used  for 
comparison. 

4.  There  is  a tendency  for  young  physi- 
cians to  locate  in  the  more  urban  areas 
where  adequate  and  modern  medical  equip- 
ment and  facilities  are  available. 

5.  Thirty-eight  and  one  tenth  per  cent 
of  University  of  Tennessee  graduates  reg- 
istered in  Tennessee  practice  in  Shelby 
County;  50.1  per  cent  of  Vanderbilt  Uni- 
versity registered  graduates  reside  in 
Davidson  County;  and  35.9  per  cent  of 
Meharry  Medical  College  registered  grad- 
uates live  in  Davidson  County. 
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B.  The  Relation  of  Medical  Schools  to  the  Practice  of  Medicine  in  Tennessee 

R.  H.  HUTCHESON,  M.D.  and  C.  B.  TUCKER,  M.D.* 


The  first  part  of  this  report  was  con- 
cerned with  the  distribution  of  doctors  of 
medicine  in  the  State  of  Tennessee.  This 
second  part  of  the  report  deals  with  the 
relationship  of  the  medical  schools  to  the 
practice  of  medicine  in  the  State.  Infor- 
mation concerning  the  schools  of  gradua- 
tion and  the  years  of  graduation  of  regis- 
trants in  Tennessee  in  active  practice  was 
obtained  from  applications  for  certificates 
of  annual  registration  submitted  by  doctors 
of  medicine  licensed  and  practicing  medi- 
cine in  the  State.  Information  concerning 
the  number  of  graduates  in  each  year  from 
the  three  medical  schools  in  Tennessee  was 
kindly  furnished  by  the  administrative  of- 
ficers of  the  schools. 

Table  I gives  the  medical  school  of  grad- 
uation of  registered  physicians  in  the  State 
of  Tennessee  as  of  May  1,  1949.  As  would 
be  expected,  the  largest  numbers  of  grad- 
uates registered  in  the  State  from  any  one 
school  are  from  the  three  medical  schools 
located  in  the  State.  Of  the  2,711  physi- 
cians registered  in  Tennessee,  1,000  (36.9 
per  cent)  are  graduates  of  the  University 
of  Tennessee,  547  (20.2  per  cent)  are  grad- 


* Executive  Officer  and  Technical  Secretary, 
State  Licensing  Board  for  the  Healing  Arts. 


'uates  of  Vanderbilt  University,  and  145 
(5.3  per  cent)  are  graduates  of  Meharry 
Medical  College.  It  will  be  noted  that  sev- 
eral schools  once  in  Tennessee  no  longer 
exist.  Excluding  these  schools,  it  will  be 
seen  that  Tulane  University  (58),  Uni- 
versity of  Louisville  (54),  University  of 
Virginia  (39),  College  of  Medical  Evange- 
lists (36),  Emory  University  (35),  and 
Johns  Hopkins  University  (35)  have  more 
than  30  graduates  practicing  in  the  State. 

There  are  121  graduates  of  55  medical 
schools  with  less  than  five  graduates.  Most 
of  these  schools  are  no  longer  in  existence. 
It  will  be  noted  that  there  are  21  graduates 
of  foreign  medical  schools,  including  medi- 
cal schools  in  Canada.  Graduates  of  these 
schools  have  all  been  licensed  since  1930. 
Forty-one  registrants  are  non-graduates. 
These  physicians  were  licensed  when  the 
State  Medical  Practice  Act  permitted  men 
who  had  completed  the  second  year  in  med- 
icine to  take  the  State  Board  examinations. 
All  were  licensed  to  practice  medicine  in 
Tennessee  prior  to  1920. 

Table  II  shows  the  number  of  graduates 
of  medical  schools  of  the  University  of  Ten- 
nessee, Vanderbilt  University,  and  Meharry 
for  the  period  1914-1948,  the  number  in  ac- 


TABLE  I 

Medical  School  of  Graduation  of  Registered  Physicians  in  Tennessee,  May  1,  1949 


State  Medical  School  Number 

Total  2,711 

Ark.  University  of  Arkansas  School  of  Medicine  15 

Calif.  College  of  Medical  Evangelists,  Loma  Linda  36 

Con'1.  Yale  University  School  of  Medicine  7 

D.  C.  Georgetown  University  School  of  Medicine  5 

D.  C.  Howard  University  School  of  Medicine  7 

Ga.  University  of  Georgia  School  of  Medicine  10 

Ga.  Emory  University  School  of  Medicine  35 

111.  Rush  Medical  College  5 

111.-  Northwestern  University  Medical  School  15 

111.  University  of  Illinois  College  of  Medicine  22 

111.  Loyola  University  School  of  Medicine 
111.  University  of  Chicago  5 

Ind.  Indiana  University  School  of  Medicine  5 

Iowa  State  University  of  Iowa  College  of  Medicine  6 

Ky.  University  of  Louisville  School  of  Medic  ne  54 

La.  Tulane  University  of  La.  School  of  Medicine  58 

La.  Louisiana  State  University  School  of  Medicine  5 

Md.  University  of  Md.  School  of  Medicine  and 

College  of  Physicians  and  Surgeons  13 

Md.  Johns  Hopkins  University  School  of  Medicine  35 

Mass.  Harvard  Medical  School  24 

Mich.  University  of  Michigan  Medical  School  12 

Minn.  University  of  Minnesota  Medical  School  5 

Mo.  Washington  University  School  of  Medicine  13 

Mo.  St.  Louis  College  of  Physicians  and  Surgeons  17 


State  Medical  School  Number 

Mo.  St.  Louis  University  School  of  Medicine  6 

Neb.  University  of  Nebraska  College  of  Medicine  5 

N.  Y.  Columbia  University  College  of  Physicians 

and  Surgeons  8 

N.  Y.  New  York  University  College  of  Medicine  7 

N.  Y.  Cornell  University  Medical  College  7 

N.  C.  Duke  University  School  of  Medicine  11 

Ohio  Western  Reserve  University  School  of  Medicine  5 

Ohio  University  of  Cincinnati  College  of  Medicine  8 

Pa.  University  of  Pennsylvania  School  of  Medicine  30 

Pa.  Jefferson  Medical  College  of  Philadelphia  21 

Pa.  Temple  University  School  of  Medicine  7 

S.  C.  Medical  College  of  the  State  of  South  Carolina  5 

Tenn.  University  of  Nashville  Medical  Department  83 

Tenn.  Vanderbilt  University  School  of  Medicine  547 

Tenn.  University  of  Tenn.  College  of  Medicine  1,000 

Tenn.  Meharry  Medical  College  145 

Tenn.  Memphis  Hospital  Medical  College  56 

Tenn.  Chattanooga  Medical  College 

Tenn.  Lincoln  Memorial  Univ.  Medical  Dept.  Knoxville  54 

Tenn.  University  of  the  South  Medical  Department  12 

Va.  University  of  Virginia  Dept,  of  Medicine  39 

Va.  Medical  College  of  Virginia  25 

Other  in  U.  S.  (Less  than  5 graduates  in  Tenn.)  121 
Foreign  Medical  Schools  21 

Non-graduates  41 
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tive  practice  in  Tennessee,  and  the  number 
of  graduates  of  other  medical  schools  in  ac- 
tive practice  in  Tennessee  by  year  of  grad- 
uation. It  will  be  noted  that  there  have 
been  6,382  graduates  of  the  three  medical 
schools  from  1914  through  1948.  Of  this 
number,  1,391  (21.8  per  cent)  are  in  active 
practice  in  the  State  and  4,991  are  not  in 
Tennessee.  It  should  be  pointed  out  that 
among,  those  listed  as  not  in  the  state  are 
included  those  who  are  deceased  and  those 
who  have  retired  from  practice.  Of  the 
1,995  physicians  in  active  practice  in  Ten- 
nessee who  graduated  between  1914  and 
1948,  1,391  are  graduates  of  the  three  med- 
ical schools  in  Tennessee,  17  registrants  are 
graduates  of  non-existing  medical  schools 
in  the  State  and  587  are  graduates  of  med- 
ical schools  in  other  states.  It  will  be  noted 
that  there  was  an  increase  in  graduates  of 
medical  schools  in  other  states  among  those 
registered  who  graduated  in  the  periods 
1929-1933,  1934-1938,  and  1939-1943. 

Table  III  gives  a breakdown  of  the  num- 
ber of  graduates  of  the  three  Tennessee 
medical  schools  during  the  period  1914-1948 
and  the  number  and  percentage  of  these 
graduates  who  are  in  active  practice  in 
Tennessee.  In  the  period  1914-1918  the 
academic  requirements  for  admission  to 
medical  schools  were  low.  During  the 
period  1919-1923,  the  standards  of  medical 
education  were  increased  and  the  number 
of  graduates  greatly  decreased.  It  was  not 
until  the  period  1944-1948  that  the  number 
of  graduates  from  the  three  Tennessee 
medical  schools  had  reached  the  number  who 


graduated  in  the  period  1914-1918.  The  in- 
creases in  the  periods  1939-1943  and  1944- 
1948  were  due  partly  to  the  accelerated 
program  introduced  at  Vanderbilt  Univer- 
sity and  Meharry  Medical  College  during 
the  years  of  World  War  II.  During  this 
period  the  three-quarter  system  was  re- 
placed by  the  four-quarter  system. 

The  four-quarter  system  was  started  at 
the  University  of  Tennessee  in  July,  1930 
and  has  been  used  since  that  time.  In  1941, 
the  enrollment  to  the  first  quarter  in  the 
University  of  Tennessee  was  increased  from 
120  admissions  annually  to  140  admissions 
annually.  This  was  done  in  response  to 
the  urgency  for  medical  training  as  a war- 
time procedure.  A return  to  the  normal 
figure  after  the  war  was  not  possible  be- 
cause of  the  urgent  need  of  medical  person- 
nel. It  will  be  noted  that  there  has  been 
a steady  increase  in  the  number  of  grad- 
uates from  the  University  of  Tennessee 
since  the  five  year  period  1919-1923.  In 
the  period  1919-1923  there  were  95  gradu- 
ates from  the  University  of  Tennessee;  in 
the  period  1924-1928,  264  graduates ; in  the 
period  1929-1933,  481  graduates;  in  the 
period  1934-1938,  508  graduates ; in  the 
period  1939-1943,  504  graduates;  and  in  the 
period  1944-1948,  643  graduates. 

It  may  be  noted  that  among  the  graduates 
from  the  University  of  Tennessee,  Vander- 
bilt University,  and  Meharry  Medical  Col- 
lege during  the  period  1914-1948,  only  31.1 
per  cent  of  the  University  of  Tennessee 
graduates,  24.3  per  cent  of  the  Vanderbilt 
University  graduates,  and  5.3  of  the  Me- 


TABLE  II 

Number  of  Graduates  of  Medical  Schools  of  University  of  Tennessee,  Vanderbilt  and 
Meharry,  Number  in  Active  Practice  in  Tennessee  and  Number  of  Graduates  of  Other 
Medical  Schools  in  Active  Practice  in  Tennessee  on  May  1,  1949,  by  Year  of  Graduation 


Year  of 

Graduates  of  University  of  Ten 

n.. 

Graduates  of 

Graduates  of 

Total  in 

Graduation 

Vanderbilt,  and  Meharry 

N on-existing 

Schools  in 

Tennessee 

Total 

In  Tenn.  Not 

in  Tenn.* 

Tenn.  Schools 

Other  States 

2 + 4 + 5 

(i) 

(2) 

(3) 

(4) 

(5) 

(6) 

Total 

6,382 

1,391 

4,991 

17 

587 

1,995 

1914-1918 

1,045 

141 

904 

17 

51 

209 

1919-1923 

458 

69 

389 

64 

133 

1924-1928 

716 

132 

584 

69 

201 

1929-1933 

934 

225 

709 

104 

329 

1934-1938 

942 

253 

689 

123 

376 

1939-1943 

1,030 

285 

745 

129 

414 

1944-1948 

1,257 

286 

971 

— 

47 

333 

"Includes  physicians  in  other  states,  those  who  have  died  and  those  not  in  active  practice. 
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harry  Medical  College  graduates  are  prac- 
ticing in  Tennessee.  These  percentages 
are  not  representative.  It  should  be  pointed 
out  that  many  physicians  who  graduated 
during  the  period  1914-1 ‘)28  are  either  dead 
or  have  retired  from  practice.  Many  of 
these  at  one  time  practiced  in  Tennessee. 
Also  some  of  the  physicians  who  graduated 
during  the  period  1944-1948  are  still  in  resi- 
dency training  in  other  states  or  in  the 
armed  services,  many  of  whom  will  return 
to  Tennessee  to  practice  medicine. 

Although  a few  deaths  have  occurred 
among  physicians  who  graduated  from  the 
three  medical  schools  in  Tennessee  during 
the  period  1929-1943  and  who  at  one  time 
practiced  in  Tennessee,  the  rates  for  this 
period  should  give  an  almost  complete  pic- 
ture of  graduates  of  these  schools  who  re- 
mained in  Tennessee  to  practice  medicine. 
It  will  be  noted  that  31.6  per  cent  of  the 
graduates  of  the  University  of  Tennessee 
during  the  period  1929-1933,  36.4  per  cent 
during  the  period  1934-1938,  and  36.1  per 
cent  during  the  period  1939-1943  are  prac- 
ticing in  the  State.  Among  the  Vanderbilt 
University  graduates  during  these  periods 
22.4  per  cent  in  the  period  1929-1933,  23.5 
per  cent  in  the  period  1934-1938,  and  28.5 
per  cent  in  the  period  1939-1943  are  prac- 
ticing in  Tennessee.  Among  the  Meharry 
Medical  College  graduates  during  these 
periods,  9.3  per  cent  in  the  period  1929- 
1933,  4.9  per  cent  in  the  period  1934-1938, 
and  6.9  per  cent  in  the  period  1939-1943  are 
practicing  in  Tennessee. 

From  these  figures,  it  is  evident  that  the 
majority  of  the  graduates  from  the  three 
Tennessee  medical  schools  have  been  leav- 


ing the  State  after  graduation  to  practice 
elsewhere.  The  schools  have  been  centers 
of  medical  training  for  many  states.  This 
would  be  expected  in  the  case  of  Vander- 
bilt University  and  Meharry  Medical  Col- 
lege since  they  are  private  schools  and  would 
be  expected  to  draw  students  from  a large 
area. 

The  situation  in  regard  to  the  University 
of  Tennessee  School  of  Medicine  will  change. 
The  policy  of  accepting  Tennessee  residents 
only  was  started  in  September,  1946.  The 
section  so  selected  began  the  study  of  medi- 
cine in  July,  1947.  Without  doubt  a much 
larger  percentage  of  graduates  from  the 
University  of  Tennessee  will  remain  in  the 
State  to  practice  in  the  future.  Further 
expansion  of  the  facilities  and  the  teaching 
staff  would  certainly  permit  an  increase  in 
the  number  of  students  and  would  result  in 
a larger  number  of  graduates  available  to 
practice  in  Tennessee. 

Summary 

1.  Of  the  2,711  doctors  of  medicine  in 
active  practice  in  Tennessee,  36.9  per  cent 
are  graduates  of  the  University  of  Tennes- 
see, 20.2  per  cent  graduates  of  Vanderbilt 
University,  and  5.3  per  cent  graduates  of 
Meharry  Medical  College. 

2.  Of  the  6,382  graduates  of  the  three 
medical  schools  in  Tennessee  from  1914- 
1948,  21.8  per  cent  are  in  active  practice 
in  the  State. 

3.  There  has  been  a steady  increase  in  the 
number  of  graduates  from  the  University  of 
Tennessee  since  the  five  year  period  1919- 
1923. 

4.  Among  the  graduates  from  the  Uni- 
versity of  Tennessee,  the  groups  graduating 


TABLE  III 

Number  of  Graduates  of  Three  Tennessee  Medical  Schools  1914-1948  and  the  Number 
and  Percentage  of  These  Graduates  in  Active  Practice  in  Tennessee,  May  1,  1949 


University  of  Vanderbilt  Meharry  Medical 


Total 

Tennessee 

University 

College 

Year  of 

In 

State 

In 

State 

In  State 

In 

State 

Graduation 

Grad- 

Num- 

Per 

Grad- 

Num- 

Per 

Grad-  Num- 

Per 

Grad- 

Num- 

Per 

uates 

ber 

Cent 

uates 

ber 

Cent 

uates  her 

Cent 

uates 

ber 

Cent 

Total* 

6,382 

1,391 

21.8 

2,773 

862 

31.1 

1,777  431 

24.3 

1,832 

98 

5.3 

1914-1918 

1,045 

141 

13.5 

278 

58 

20.9 

349  61 

17.5 

418 

22 

5.3 

1919-1923 

458 

69 

15.1 

95 

22 

23.2 

145  38 

26.2 

218 

9 

4.1 

1924-1928 

716 

132 

18.4 

264 

62 

23.5 

232  59 

25.4 

220 

11 

5.0 

1929-1933 

934 

225 

24.1 

481 

152 

31.6 

237  53 

22.4 

216 

20 

9.3 

1934-1938 

942 

253 

26.9 

508 

185 

36.4 

251  59 

23.5 

183 

9 

4.9 

1939-1943 

1,030 

285 

27.7 

504 

182 

36.1 

309  88 

28.5 

217 

15 

6.9 

1944-1948 

1,257 

286 

22.8 

643 

201 

31.3 

254  73 

28.7 

360 

12 

3.3 

(1914-1948) 
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in  the  periods  1934-1938  and  1939-1943 
have  the  largest  percentages  (36.4  and  36.1) 
practicing  in  the  State  at  the  present  time. 

5.  The  groups  graduating  from  Vander- 
bilt University  in  the  periods  1939-1943 
and  1944-1948  show  the  largest  percentages 
(28.5  and  28.7)  practicing  in  the  State. 

6.  Among  the  graduates  from  Meharry 
Medical  College,  the  group  graduating  in 
the  period  1929-1933  has  the  largest  per- 
centage (9.3)  practicing  in  the  State  at 
present. 


9 

7.  The  increase  in  the  enrollment  in  the 
first  quarter  from  120  to  140  and  the  policy  . 
of  accepting  Tennessee  residents  only  at  the 
University  of  Tennessee  undoubtedly  will 
increase  the  number  of  graduates  remain- 
ing in  the  State. 

8.  An  increase  in  the  facilities  and  fac- 
ulty at  the  University  of  Tennessee  would 
permit  a larger  enrollment  which  in  turn 
would  make  available  a larger  number  of 
graduates  to  practice  medicine  in  Tennes- 
see. 
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TREATMENT  OF  CONGESTIVE  HEART  FAILURE* 

THOMAS  J.  DRY,  M.D.,  Division  of  Medicine,  Mayo  Clinic,  Rochester,  Minnesota 


When  a plan  of  treatment  for  congestive 
heart  failure  is  outlined  a general  scheme 
may  be  used,  but  it  is  extremely  important 
that  the  scheme  be  modified  to  meet  the 
varying  needs  of  each  patient.  The  aim 
of  any  plan  is  the  simplest  program  which 
will  achieve  the  desired  results  under  the 
circumstances  in  the  individual  case.  Later 
additions  can  be  made  and  restrictions  can 
be  increased  as  the  indications  for  such 
measures  arise.  The  more  complex  the  reg- 
imen, the  less  likely  is  it  going  to  be  ad- 
hered to.  Consider  the  multiplicity  of  drugs 
that  have  a pharmacologic  effect  on  the 
heart,  and  it  is  easy  to  see  how  quickly 
a patient  may  fill  his  medicine  cabinet  (if 
not  his  body)  with  most,  if  not  all  of  them. 

In  essence,  the  treatment  of  congestive 
heart  failure  resolves  itself  into  the  fol- 
lowing procedures:  (1)  the  intelligent  use 
of  rest  in  bed;  (2)  the  correct  administra- 
tion of  a suitable  product  of  digitalis;  (3) 
the  regulation  of  intake  of  salt;  (4)  the 
proper  regulation  of  fluid  balance;  (5)  the 
use  of  diuretics  as  long  as,  and  as  often 
as  they  are  indicated;  and  (6)  certain  ac- 
cessory measures  such  as  the  administra- 
tion of  oxygen  and  glucose,  paracentesis, 
venesection,  and  the  use  of  anticoagulants 
in  special  situations. 

Rest  in  Bed 

When  a patient  is  in  advanced  cardiac 
failure,  all  the  means  available  should  be 
employed  in  order  to  insure  complete  physi- 
cal and  mental  rest.  Rest  in  bed  decreases 
the  metabolic  demands  of  the  body  and 
thus  increases  the  relative  cardiac  output. 
Complete  recumbency,  however,  is  seldom 
tolerated  by  the  patient  and  an  upright 
or  semiupright  position  is  obtained  by  the 
use  of  pillows  or  an  adjustable  bed.  If  a 
patient  insists  that  he  can  sleep  better  in 
a comfortable  chair,  he  should  not  be  pre- 
vented from  doing  so.  Activity,  however, 
should  be  eliminated  as  much  as  possible 


: Read  at  the  meeting  of  the  Tennessee  State 
Medical  Association,  Chattanooga,  Tennessee,  April 
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during  the  first  few  days  of  treatment. 
This  is  made  easier  by  explaining  to  the 
patient  the  reasons  for  the  restrictions.  In 
this  early  phase  of  treatment  administra- 
tion of  opiates  is  frequently  indicated  since 
they  surpass  in  usefulness  all  other  sedative 
agents. 

A portable  bedside  commode  is  prefer- 
able to  the  bedpan  for  bowel  movements 
both  from  the  standpoint  of  physical  exer- 
tion and  effectiveness  in  promoting  satis- 
factory bowel  function.  Appropriate 
amount  of  mild  laxatives,  such  as  liquid 
petrolatum  or  milk  of  magnesia,  should  be 
administered  to  keep  the  patient’s  stools 
loose  enough  to  make  it  possible  for  the 
bowels  to  be  evacuated  without  undue 
straining. 

Some  sort  of  reassurance  should  be  of- 
fered to  the  patient  and  to  his  or  her  rela- 
tives. By  explaining  the  objectives  in  sim- 
ple terms  with  warranted  optimism,  the 
physician  can  allay  some  of  the  uncer- 
tainties and  can  gain  better  co-operation. 

When  cardiac  failure  is  not  severe,  the 
patient  should  be  allowed  to  rest  in  a chair 
for  short  periods  and  he  need  not  be  denied 
the  privilege  of  using  the  bathroom  if  it 
is  close  to  his  bedroom. 

Digitalis 

Although  most  physicians  have  acquired 
a knowledge  of  the  use  of  digitalis,  newer 
developments  in  this  field  make  a brief 
review  of  the  subject  essential.  New  chem- 
ically pure  preparations  have  been  intro- 
duced, and  with  them  the  therapeutic  pos- 
sibilities have  expanded.  Owing  chiefly  to 
the  activity  of  the  organic  chemist  and  the 
drug  manufacturer,  lai’ge  numbers  of  prod- 
ucts of  digitalis,  differing  from  each  other 
in  varying  degrees,  have  become  available. 
If  the  physician  attempts  to  make  use  of 
too  many  of  these  preparations,  unsatisfac- 
tory treatment  is  bound  to  result.  This 
situation  has  already  made  itself  felt  in  the 
case  of  insulin.  Numerous  new  prepara- 
tions have  resulted  in  confusion  and  defici- 
encies in  the  treatment  of  diabetes.  The 
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advice  is  similar  in  both  cases;  namely, 
it  is  not  so  much  the  preparation  used  as 
it  is  the  proficiency  with  which  it  is  em- 
ployed that  is  important.  If  the  physician 
is  thoroughly  acquainted  with  a few  prep- 
arations of  varying  types,  adequate  treat- 
ment will  always  be  possible. 

The  various  preparations  of  digitalis 
have  essentially  the  same  effect  on  the 
heart.  Digitalis  increases  the  tone  of 
cardiac  muscle,  and,  therefore,  the  efficien- 
cy of  ventricular  contraction.  As  a result 
cardiac  output  is  increased,  and  with  the 
improvement  in  the  general  circulation  the 
kidneys  excrete  more  urine.  In  this  way 
the  body  gets  rid  of  some  of  the  excess  ex- 
tracellular fluid.  No  doubt  in  some  in- 
stances it  gets  rid  of  all  of  the  extracellular 
fluid  but  since  it  is  impossible  to  determine 
this  clinically,  diuretic  agents  are  indicated 
even  when  the  response  to  digitalis  appears 
to  be  highly  satisfactory.  The  most  dra- 
matic effects  of  digitalis  are  encountered 
in  cases  of  rapid  auricular  fibrillation  in 
which  digitalis  quickly  slows  down  the 
ventricular  rate  if  adequate  amounts  are 
given. 

Dosage. — Optimal  effect  of  digitalis  is  ob- 
tained when  the  patient’s  circulation  is 
most  efficient.  In  auricular  fibrillation, 
this  usually  occurs  when  the  ventricular 
rate  is  between  70  and  80  per  minute.  Due 
consideration  must  be  given  to  such  factors 
as  the  patient’s  age,  weight  and  general 
condition  and  the  presence  of  febrile  states 
in  determining  dosage.  The  maintenance 
dose  is  just  short  of  that  which  would  pro- 
duce minor  toxic  manifestations.  When 
it  appears  that  the  full  therapeutic  effect 
is  not  being  obtained,  it  may  be  wise  to  in- 
crease the  dose  gradually  to  the  point  of 
minor  toxicity  so  that  an  adequate  value  for 
the  maintenance  dose  can  be  established. 

Digitalization  is  a strictly  individual  af- 
fair. In  the  final  analysis,  it  is  the  thera- 
peutic effect  that  counts,  even  though  the 
theoretically  correct  dose  must  be  halved  or 
doubled. 

In  this  discussion,  the  use  of  a limited 
number  of  forms  of  digitalis  will  be  de- 
scribed. There  are  a certain  number  of 
other  cardio-active  products,  such  as  theve- 


tin,  squill,  strophanthin,  and  gitalin,  but 
these  substances  offer  no  particular  advan- 
tages over  the  products  to  be  considered. 

The  digitalis  substances  which  are  avail- 
able for  treatment  today  fall  into  three  gen- 
eral classes:  (1)  whole  leaf  preparations, 

(2)  mixtures  of  cardiac  glucosides  and  (3) 
pure,  cardiac  glucosides. 

Whole  Leaf  Preparations  (for  Oral  Use 
Only). — Most  drug  manufacturers  have 
their  own  brand  of  digitalis  leaf  prepared 
in  tablets,  capsules  or  as  a tincture.  At- 
tempts have  been  made  to  free  the  whole 
leaf  from  inert  matter,  saponins  and  in- 
active glucosides  in  products  such  as  digi- 
tan  (Merck)  or  digitalin  potent  (Merck). 

Mixtures  of  Cardiac  Glucosides  (for  Oral 
and  Parenteral  Use). — Here  again,  a num- 
ber of  products  are  available  that  are  large- 
ly free  of  the  contaminating  substances 
that  are  present  in  the  whole  leaf  of  Digi- 
talis purpurea.  Such  products  are  digifolin 
(Ciba)  and  digalen  (Hoffman-LaRoche). 
From  the  Digitalis  lanata  comes  a combi- 
nation of  three  cardiac  glucosides  peculiar 
to  this  plant,  lanatosids  A,  B and  C in 
tablet  or  liquid  form  under  the  name  “digi- 
lanid”  (Sandoz). 

Pure  Cardiac  Glucosides  (for  Oral  or  In- 
travenous Use). — From  Digitalis  purpurea 
comes  the  glucoside,  digitoxin,  represented 
by  purodigin  (Wyeth),  ci*ystodigin  (Lilly), 
digitaline  nativelle  (E.  Fougera  and  Com- 
pany, Inc.),  digitoxin  (Squibb)  and  digi- 
toxin (Abbott).  From  Digitalis  lanata  is 
derived  lanatosid-C  (cedilanid-Sandoz)  and 
digoxin  (digoxin-Burroughs-Wellcome),  the 
latter  being  a product  of  the  hydrolysis 
of  lanatosid-C. 

In  the  following  paragraphs,  the  use  of 
the  preparation  representing  one  or  more 
products  from  each  of  the  foregoing  classes 
will  be  described.  Each  preparation  has 
been  carefully  chosen  as  representing  a re- 
liable and  effective  product. 

Digitalis  Leaf. — The  whole  leaf  prepara- 
tion has  proved  itself  over  a period  of 
many  years  an  effective  and  reliable  form 
of  digitalis.  It  still  is  a satisfactory  prod- 
uct for  maintenance  therapy.  Prepara- 
tions of  digitalis  leaf,  however,  have  been 
largely  superseded  by  digitoxin  for  pur- 
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poses  of  digitalization.  Digitalis  leaf  is 
most  conveniently  prescribed  in  compressed 
tablets  or  in  capsules.  If  it  is  used  for 
digitalization,  roughly  1 cat  unit  for  every 
10  pounds  (4.5  kg.)  of  body  weight  is  given 
over  a period  of  four  or  five  days  followed 
by  a maintenance  dose  of  1 cat  unit  a day 
for  five  to  seven  days  a week. 

Mixture  of  Lanatosids  A,  B and  C (Digi- 
lanid). — This  product  can  be  used  both  oral- 
ly and  intravenously.  It  has  the  advantage 
of  a constant  potency  and  is  free  from  irri- 
tating and  toxic  glucosides  (saponins)  as 
well  as  from  inert  matter.  The  dosage  is 
adjusted  in  milligrams  rather  than  on  the 
basis  of  variable  biologic  units.  However, 
the  percentage  absorbed  varies  consider- 
ably when  it  is  given  by  mouth.  Its  rate  of 
elimination  and  degree  of  cumulation  are 
similar  to  those  of  ordinary  digitalis.  For 
digitalization  1.2  mg.  is  given  orally  every 
four  hours  for  three  doses  and  for  mainte- 
nance 1.2  mg.  is  given  daily.  Intravenous 
injection  of  0.8  mg.  can  be  employed  for 
rapid  digitalization. 

Lanatosid-C  (Cedilanid) . — This  pure 

chemical  glucoside  is  a most  convenient  and 
satisfactory  product  of  digitalis  for  intra- 
venous use.  It  is  not  irritating  as  it  is  dis- 
pensed in  a watery  solution.  Lanatosid-C 
has  a strophanthi n-like  effect  because  of  its 
rapidity  of  action  (ten  to  thirty  minutes 
after  intravenous  injection)  but  is  superior 
' to  strophanthin  in  that  it  has  a more  favor- 
able therapeutic-toxic  ratio.  The  full  digi- 
talizing amount  can  be  given  intravenously 
in  one  dose  but  it  is  wise,  especially  for  old, 
debilitated,  underweight  individuals  and 
those  who  present  evidence  of  considerable 
coronary  disease  or  generalized  arterioscle- 
rosis, to  give  the  drug  in  divided  doses. 
The  intravenous  use  of  this  drug  of  a total 
of  1.0  to  1.6  mg.  is  particularly  valuable  in 
acute  left  ventricular  failure  (paroxysmal 
nocturnal  dyspnea)  and  in  rapid  arrhyth- 
mias when  an  immediate  effect  is  desirable. 
Judgment  must  be  used  as  to  whether  to  give 
the  full  amount  in  a single  or  in  divided 
doses. 

The  oral  use  of  lanatosid-C  is  less  desir- 
able because  of  widely  varying  rates  of 
absorption  and  rapidity  of  elimination. 


Once  digitalization  has  been  effected,  there- 
fore, one  of  the  other  products  of  digitalis 
either  digitoxin  or  a digitalis  leaf  prepara- 
tion, can  be  administered  for  maintenance. 

Digitoxin. — Digitoxin  appears  to  be  the 
chemical  substance  which  is  chiefly  respon- 
sible for  the  therapeutic  action  of  digitalis. 
Since  it  is  a pure  chemical  compound,  do- 
sage in  unreliable  biologic  units  is  avoided. 
Digitoxin  has  the  advantage  of  100  per  cent 
absorption  from  the  gastro-intestinal  tract. 
Some  physicians  advocate  oral  administra- 
tion of  a full  digitalizing  amount  of  the 
drug  (1.0  to  1.4  mg.)  in  a single  dose  pro- 
vided that  no  other  products  of  digitalis 
have  been  used  recently.  This  fact  how- 
ever, cannot  always  be  established  beyond 
any  doubt.  A safer  method  is  to  administer 
a fraction  of  the  digitalizing  dose  initially 
and  to  add  to  this  in  accordance  with  the  re- 
quirements of  the  individual  case.  In  this 
manner  digitalization  is  established  in  a 
period  of  twelve  hours  (that  is,  0.4  mg. 
every  four  hours  for  three  doses).  If  more 
rapid  digitalization  is  urgently  needed  as  in 
a patient  with  severe  failure  or  rapid  auric- 
ular fibrillation  or  both,  the  parenteral 
administration  of  digitalis  (as  lanatosid-C) 
is  the  method  of  choice.  The  maintenance 
dose  of  digitoxin  varies  from  0.1  to  0.3  mg. 
daily;  the  average  individual  requires  0.15 
mg.  daily. 

Comment  on  Selection  of  the  Product. — 
A number  of  factors  may  influence  the  phy- 
sician in  his  choice  of  a digitalis  prepara- 
tion. However,  in  order  to  obtain  optimal 
results  from  this  form  of  treatment,  he 
need  only  be  thoroughly  familiar  with  two 
types  of  digitalis,  namely,  a reliable  prod- 
uct for  oral  use  and  another  for  intrave- 
nous administration.  Lanatosid-C  appears 
to  be  the  most  satisfactory  digitalis  sub- 
stance for  intravenous  use,  while  digitoxin 
is,  by  all  criteria,  the  preparation  of  choice 
for  oral  administration.  There  may  still  be 
patients,  however,  for  whom  the  whole  leaf 
digitalis  is  more  suitable  in  the  long-term 
maintenance  of  digitalization. 

When  Is  a Patient  Digitalized? — A pa- 
tient is  fully  digitalized  when  he  has  had 
the  maximal  therapeutic  effect  of  the  drug. 
There  are,  however,  no  direct  objective  cri- 
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teria  whereby  this  can  be  determined.  If 
the  auricles  are  fibrillating,  the  degree  to 
which  the  ventricular  rate  is  slowed  affords 
some  indication  of  the  degree  of  digitaliza- 
tion, but  in  the  presence  of  a sinus  rhythm 
the  ventricular  rate  is  of  no  help.  The  ven- 
tricular rate,  however,  drops  as  compen- 
sation is  regained  in  most  instances  and  if 
a patient  normally  had  a relative  bradycar- 
dia at  rest,  it  is  to  be  expected  that  when 
full  digitalization  is  achieved  this  original 
pattern  will  return;  the  same  applies  to  an 
individual  who  normally  had  a relative 
tachycardia  when  at  rest.  As  a rule  then 
bradycardia  is  not  in  itself  a sign  of  over- 
digitalization in  the  presence  of  a sinus 
rhythm,  nor  is  a moderate  tachycardia  a 
sign  in  itself  that  the  dosage  of  digitalis 
needs  to  be  increased.  In  fact,  overdigitali- 
zation sometimes  results  in  tachycardia  and 
even  ectopic  rhythms.  The  ST  segment  of 
the  electrocardiogram  merely  reflects  that 
the  patient  is  taking  or  recently  has  taken 
digitalis.  The  change  in  the  ST  segment 
produced  by  digitalis  may  be  absent  from 
the  electrocardiogram  of  some  patients  who 
have  already  had  too  much  digitalis  and 
may  be  present  in  others  before  digitaliza- 
tion is  complete. 

There  is  much  to  be  said  in  favor  of  ad- 
ministering digitalis  until  it  causes  minor 
toxic  effects,  and  then  to  initiate  a mainte- 
nance program  after  these  symptoms  have 
disappeared. 

What  Should  the  Maintenance  Dose  Be? 
— This  again  is  a matter  of  individualiza- 
tion and  of  clinical  trial.  Although  there 
are  no  strictly  reliable  criteria,  it  seems  rea- 
sonable to  assume  that  a patient  who  has 
required  a relatively  large  amount  of  digi- 
talis to  obtain  the  maximal  therapeutic  ef- 
fect also  will  require  a relatively  large 
amount  to  maintain  that  effect,  and  vice 
versa.  It  is  a clinical  impression  that  pa- 
tients with  marked  cardiac  enlargement 
frequently  require  relatively  more  digitalis 
than  others  do.  It  is  of  the  utmost  impor- 
tance to  acquaint  all  patients  receiving  digi- 
talis with  the  symptoms  of  overdigitaliza- 
tion. If  the  patient  experiences  these  ef- 
fects during  the  stage  of  initial  digitaliza- 
tion and  while  still. under  close  observation, 


he  will  profit  by  this  experience  in  the  same 
way  as  does  a patient  who  experiences  an 
insulin  reaction  while  its  dosage  is  in  the 
process  of  being  adjusted,  and  what  is  much 
more  important,  he  will  know  what  to  do  if 
these  symptoms  should  recur  subsequently. 

Symptoms  of  Digitalis  Intoxication. — 
The  early  symptoms  of  overdosage  are  an- 
orexia, nausea,  vomiting,  abdominal  pain 
and  general  malaise.  Increased  auriculo- 
ventriCular  conduction  and  extrasystoles 
may  be  present.  Severe  intoxication  is  in- 
dicated by  bradycardia,  coupled  beats, 
varying  degrees  of  heart  block,  diarrhea, 
severe  vomiting,  mental  disturbances  and 
color  vision  (yellow,  green,  blue  or  red). 
Treatment  consists  in  complete  withdrawal 
of  the  drug  until  all  symptoms  of  toxicity 
disappear,  then  careful  re-establishment  of 
a maintenance  dose  on  a lower  level. 

The  Regulation  of  Intake  of  Salt 
(Sodium) 

The  extracellular  fluid,  which  is  marked- 
ly increased  in  congestive  heart  failure  is  a 
solution  of  electrolytes,  chiefly  sodium  chlo- 
ride. Unless  there  is  a shift  of  this  sodium 
chloride  so  that  it  can  be  excreted  through 
the  kidneys,  there  can  be  no  loss  of  edema 
fluid.  The  observation  that  patients  with 
decompensated  hearts  excrete  salt  at  a 
markedly  reduced  rate  was  made  by  Julius 
Chonheim  as  early  as  1867.  The  success  of 
the  Karell  diet  is  explained  by  the  fact  that 
the  total  intake  of  salt  is  reduced  since  only 
a limited  amount  of  milk  and  nothing  else  is 
allowed.  It  was  not  until  1941  that 
Schroeder  pointed  out  that  it  is  the  sodium 
ions  (regardess  of  the  combination  in 
which  they  exist)  which  are  responsible  for 
retention  of  water  and  formation  of  ede- 
ma. More  recently  Burch  and  his  co-work- 
ers, using  radioactive  sodium,  showed  that 
sodium  enters  the  extracellular  fluid  from 
the  vascular  system  about  twice  as  rapidly 
in  patients  who  have  congestive  failure  as  in 
normal  subjects  and  that  it  is  lost  from  the 
extracellular  fluids  through  excretion,  about 
twice  as  slowly  in  such  patients  as  in  nor- 
mal subjects;  and  that  the  mercurial  diuret- 
ics greatly  increase  the  renal  excretion  of 
sodium. 
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The  difference  between  success  and  fail- 
ure in  the  treatment  of  cardiac  decompen- 
sation at  times  centers  around  the  question 
of  restriction  of  sodium.  At  the  same  time 
patients  in  the  past  have  been  maintained 
for  long-  periods  even  though  they  followed 
their  accustomed  habits  of  seasoning.  The 
intake  of  sodium  chloride  a day,  under 
these  conditions,  was  from  6 to  15  gm.  Ob- 
viously as  in  other  phases  of  treatment,  in- 
dividualization is  of  great  importance. 
Rigid  restriction  of  intake  of  sodium  en- 
tails considerable  trouble  in  the  household 
and  few  patients  are  happy  under  this  cir- 
cumstance, unless  they  cannot  remain  ede- 
ma free  by  any  means  short  of  this. 

Restriction  of  sodium  can  conveniently 
be  planned  under  the  following  arrange- 
ments : 

No  Extra  Sodium  Diet. — This  allows  the 
seasoning  of  food  when  it  is  cooked  but  no 
salt  is  added  at  the  table.  Intake  is  reduced 
to  4 to  6 gm.  of  sodium  chloride  a day  and 
many  patients  can  remain  edema  free  for 
some  time  at  least  on  this  simple  plan  of 
restriction. 

Sodium  Poor  Diet. — The  food  is  prepared 
and  served  without  salt.  This  implies  that 
foods  salted  prior  to  cooking  (ham,  saus- 
age, canned  meats,  canned  fruits  and  vege- 
tables, cheese,  clams,  oysters,  lobsters  and 
other  salted  products)  are  to  be  replaced  by 
fresh  meats,  fresh  water  fish  or  fowl,  fresh 
fruits  and  vegetables  (except  lima  beans), 
cereals  and  such  flavorings,  beverages,  sea- 
sonings, butter  and  sweets  which  contain  no 
salt. 

It  implies  further  that  all  sodium  con- 
taining foods  or  medicaments  are  to  be 
avoided.  Thus  baking  soda  or  baking  pow- 
der that  might  be  used  in  preparing  food 
and  the  various  antacids  which  might  be 
resorted  to  for  indigestion  are  to  be  avoid- 
ed. Breads  and  pie  crusts  are  to  be  made 
with  yeast  not  baking  powder  and  without 
salt.  Ordinary  butter  can  be  washed  free 
of  salt  if  sweet  butter  is  not  available.  Tea, 
coffee  and  fruit  juices  can  be  indulged  in 
freely  but  milk  must  be  limited  to  a pint  a 
day  as  the  salt  content  of  milk  is  relatively 
high.  Potassium  chloride  in  various  forms 
(such  as  neocurtasal)  can  be  used  as  a sub- 


stitute for  salt  and  such  seasonings  as  pep- 
per, dry  mustard,  mint,  vinegar,  onion  or 
garlic  can  be  used  to  make  the  food  more 
palatable.  It  should  be  noted  that  all  canned 
or  cartoned  foods  must  present  on  the  label 
a list  of  the  ingredients  (including  salt) 
which  it  contains.  The  dietary  arrange- 
ment which  has  just  been  outlined  results 
in  an  intake  of  about  1 gm.  of  sodium  chlo- 
ride a day  (that  is  about  0.5  gm.  of  so- 
dium). 

Very  Low  Sodhcm  Diet. — This  diet  is  a 
carefully  planned,  weighed  diet  and  the 
food  contains  less  than  0.5  gm.  of  sodium 
chloride  (about  0.2  gm.  of  sodium).  This 
diet  is  indicated  only  in  rare  cases  in  which 
the  condition  of  the  patient  is  unusually 
refractory  to  the  more  routine  measures  al- 
ready outlined.  The  strict  adherence  to  the 
limitations  imposed  by  this  diet  can  seldom 
be  accomplished  outside  of  a hospital. 

Other  Measures. — The  novel  idea  of  re- 
moving sodium  from  the  food  in  vivo  by 
precipitation  with  resins  (such  as  permutit 
Z)  has  been  attempted.  That  this  is  ac- 
tually possible  was  shown  by  the  fact  that 
60  per  cent  of  the  ingested  sodium  has  been 
recovered  in  the  feces.  However,  this  ma- 
terial precipitates  calcium,  potassium  and 
magnesium  in  addition  to  sodium.  The  re- 
sin is  sandy  and,  therefore,  cannot  be  mixed 
with  the  food  and  it  must  be  taken  in  large 
amounts.  Although  this  method  of  restrict- 
ing the  absorption  of  sodium  does  not  seem 
practical,  it  may  be  the  stepping  stone  to 
more  efficacious  procedures. 

Regulation  of  the  Fluid  Balance 

Fluid  is  as  important  to  patients  with 
congestive  heart  failure  as  it  is  to  normal 
individuals.  A state  of  dehydration  can 
coexist  with  one  in  which  there  is  marked 
increase  in  extracellular  fluid  due  to  cardi- 
ac decompensation.  It  has  been  clearly 
pointed  out  that  loss  of  water  is  no  prob- 
lem provided  that  intake  of  salt  is  low  or 
its  excretion  is  increased.  Use  of  large 
amounts  of  water  as  a diuretic  has  been  ad- 
vocated but  water  has  no  particular  advan- 
tages over  other  diuretic  agents  and  its  use 
often  makes  the  patient  uncomfortable.  The 
most  practical  plan  is  to  allow  the  patient  to 
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drink  fluids  in  accordance  with  his  habits 
and  in  response  to  his  sense  of  thirst.  It  is 
of  great  importance  to  increase  the  intake 
of  fluid  when  there  are  signs  of  dehydra- 
tion. The  intravenous  administration  of 
fluid  containing  glucose  or  aminophylline 
or  both  is  an  accessory  measure  of  great 
importance  at  times.  This  will  be  discussed 
later. 

Diuretics 

As  I have  pointed  out,  digitalis  acts  as  a 
diuretic  by  improving  the  general  circula- 
tion through  increased  cardiac  output.  In 
fact  digitalis  can  restore  compensation 
completely  in  some  cases  but  it  is  impossible 
to  be  sure  that  this  has  occurred  since  so 
much  extracellular  fluid  can  be  present  in 
the  body  even  though  there  is  no  clinical 
evidence  of  it.  Consequently  diuretics  are 
indicated  in  practically  every  case  once  de- 
compensation has  occurred. 

Mercurial  Diuretics. — The  mercurial  di- 
uretics, salyrgan  and  mercuhydrin,  are  by 
far  the  most  effective  measures  in  mobiliz- 
ing edema  fluids.  These  compounds  act  di- 
rectly on  the  renal  tubules,  causing  an  ex- 
cretion of  sodium  ions  (which  would  other- 
wise be  reabsorbed  into  the  circulation) 
with  a loss  of  water  through  increased  uri- 
nary output.  Renal  irritation  may  result 
if  there  is  already  a true  renal  insufficiency 
as  in  nephritis,  but  the  presence  of  albumin, 
erythrocytes  and  casts  in  the  urine  is  fre- 
quently the  result  of  congestive  cardiac 
failure  itself  and  does  not  constitute  a con- 
traindication to  the  use  of  mercurial  diuret- 
ics. 

The  mercurial  diuretics  in  doses  of  from 
0.5  to  2 cc.  can  be  given  every  two  or  three 
days  until  there  is  no  longer  a diuretic  re- 
sponse. Their  use  then  can  be  discontinued 
until  evidence  indicates  that  fluid  is  reac- 
cumulating. They  can  be  given  intrave- 
nously or  intramuscularly.  The  former  route 
is  preferable  provided  that  a small  bone 
needle  (which  traumatizes  the  vein  to  a very 
slight  extent  only)  and  a slow  rate  of  in- 
jection are  employed.  If  the  plunger  of  the 
syringe  is  partly  withdrawn  several  times 
during  the  injection  one  can  be  sure  that 
the  solution  is  entering  the  vein  and  that 
the  rate  of  injection  is  slow.  When  mer- 


curial diuretics  are  administered  in  this 
manner,  unpleasant  reactions  are  extremely 
rare.  The  intramuscular  route  is  equally 
satisfactory  but  more  painful. 

Oral  preparations  of  the  mercurial  diuret- 
ics have  proved  ineffective.  Suppositories 
containing  mercurial  diurectic  agents  have 
a definite  place  in  the  treatment  of  cardiac 
failure  of  patients  who  live  at  a consider- 
able distance  from  a physician  and  for 
whom  it  is  deemed  unwise  to  entrust  the  in- 
jection by  the  intramuscular  route  to  a 
member  of  the  family. 

When  these  measures  along  with  restric- 
tion of  salt  fail  to  prevent  reaccumulation 
of  fluid  for  more  than  short  intervals,  oral 
diuretics  may  profitably  be  added  to  the 
therapeutic  regimen.  Furthermore,  when 
an  early  return  of  congestive  failure  is  ex- 
pected because  of  the  pathologic  condition 
(for  example,  aortic  valvular  disease)  one 
of  the  diuretics  for  oral  administration  can 
be  used  from  the  start. 

Other  Diuretics. — The  more  effective  diu- 
retics for  oral  administration  are  the  so- 
called  acid-producing  salts,  the  xanthine 
preparations  and  certain  newer  derivatives 
of  urea.  The  last-named  group  of  agents 
have  marked  diuretic  properties  but  their 
safety  has  not  been  sufficiently  established 
for  clinical  use. 

Acid-Producing  Salts. — Ammonium  chlo- 
ride, potassium  chloride  or  potassium  ni- 
trate in  doses  of  2 gm.  three  times  daily  can 
be  relatively  effective  in  mobilizing  edema 
fluids.  They  are  best  administered  in  en- 
teric-coated pills.  Their  diuretic  properties 
are  due  to  both  the  cation  and  the  anion 
radicals.  Keith  and  Binger  have  shown  that 
the  nitrates  are  more  effective  than  the 
chlorides  and  that  the  cation  potassium  is 
absorbed  and  excreted  more  rapidly  than 
the  cation  ammonium.  For  this  reason  po- 
tassium nitrate  has  been  considered  the 
most  effective  diuretic  agent  among  this 
group  of  drugs.  Hyperpotassemia  can  oc- 
cur when  renal  function  is  inadequate  but 
is  unlikely  otherwise.  When  there  is  evi- 
dence of  alkalosis  or  the  concentration  of 
chlorides  in  the  blood  is  low,  ammonium 
chloride  is  a more  suitable  drug  to  admini- 
ster. At  times  it  is  worth  while  to  discon- 
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tinue  whatever  compound  has  been  used 
and  to  try  the  effect  of  one  of  the  others. 

Xanthin  Derivatives. — The  diuretic  prop- 
erties of  the  xanthine  derivatives  are  not 
of  the  same  degree  as  those  of  the  diuretic 
agents  which  already  have  been  considered. 
Theobromine  sodiosalicylate  (diuretin), 
theobromine  with  sodium  bicarbonate,  the- 
ophylline, theocalcin  and  aminophylline  are 
some  of  the  xanthine  derivatives  which 
have  been  accorded  wide  application  in  the 
treatment  of  congestive  heart  failure.  One 
of  the  objections  to  the  oral  administration 
of  the  xanthine  preparations  for  diuresis  is 
that  the  patient  often  cannot  tolerate  doses 
of  them  which  will  be  effective  in  the  pro- 
duction and  maintenance  of  satisfactory  di- 
uresis. The  intravenous  administration  of 
aminophylline,  however,  has  been  found  to 
be  effective  in  controlling  Cheyne-Stokes 
respiration,  as  well  as  nocturnal  paroxysms 
of  dyspnea  due  to  heart  disease  or  to  asth- 
matic states.  One  ampule  containing  3 
3/4  grains  (0.25  gm.)  of  aminophylline  di- 
luted in  10  cc.  of  10  per  cent  solution  of  glu- 
cose is  usually  administered  slowly  by  vein, 
or  it  may  be  added  to  a solution  of  glucose 
which  is  being  administered  in  larger 
amounts. 

Additional  Measures  in  the  Treatment 
of  Cardiac  Failure 

Special  circumstances  at  times  demand 
special  therapeutic  measures  in  the  man- 
agement of  severe  degrees  of  cardiac  de- 
compensation. 

Oxygen. — In  most  instances  the  measures 
already  mentioned  will  suffice.  In  the  se- 
vere forms  of  failure,  oxygen  will  help  to 
bring  relief  more  quickly  than  it  would 
otherwise  occur.  The  recent  improvement 
in  the  technic  of  administration  of  oxygen 
makes  this  procedure  a practical  and  rela- 
tively inexpensive  adjunct  to  cardiac  thera- 
py. The  psychologic  effect,  however,  which 
this  form  of  therapy  has  on  the  patient, 
must  not  be  disregarded,  since  it  has  long 
been  customary,  popularly,  to  associate  oxy- 
gen with  the  gravest  forms  of  illness. 


Glucose. — Glucose  plays  an  important,  al- 
though not  clearly  understood,  role  in  the 
metabolism  of  heart  muscle.  There  is  un- 
questionably an  added  demand  for  glycogen 
when  heart  failure  is  present.  A 10  per 
cent  solution  of  glucose  can  be  administered 
intravenously  in  amounts  varying  from  300 
to  400  cc.  It  is  an  effective  method  of  pro- 
viding fluid  to  patients  who  though  in 
cardiac  failure  are  also  dehydrated.  Glu- 
cose has  a definite  place  in  the  treatment  of 
the  severe  forms  of  coronary  sclerosis,  and 
in  such  cases  it  will  relieve  paroxysms  of 
dyspnea  at  times  when  all  other  measures 
have  failed. 

Aminophylline. — The  addition  of  3 3/4 
grains  of  aminophylline  to  the  solution  of 
glucose  may  prove  helpful  for  patients  who 
have  severe  nocturnal  dyspnea  which  have 
failed  to  respond  to  the  measures  already 
described. 

Paracentesis. — When  congestive  heart 
failure  is  complicated  by  hydrothorax  or 
ascites  which  is  not  resolved  satisfactorily 
by  the  measures  outlined,  paracentesis 
should  be  done.  As  much  fluid  as  possible 
should  be  removed  from  the  pleural  or  peri- 
toneal cavities  without  exhausting  the  pa- 
tient. This  measure  may  be  indicated  early 
in  the  treatment  of  congestive  heart  failure 
when  a large  hydrothorax  is  seriously  in- 
terfering with  the  breathing  of  the  patient. 

Venesection. — This  measure  is  rarely 
needed  but  it  may  be  of  benefit  when  venous 
distention  is  pronounced.  Three  to  six 
hundred  cubic  centimeters  of  blood  should 
be  withdrawn  rapidly  through  a large 
needle  or  by  actual  incision  into  a vein. 
The  relief  so  obtained  is  unfortunately  only 
temporary  since  the  blood  volume  is  soon 
re-established. 

Bloodless  Venesection. — The  same  effects 
as  with  venesection  can  be  obtained  by  plac- 
ing tourniquets  on  the  extremities,  thereby 
trapping  venous  blood  and  reducing  the 
amount  of  circulating  blood  until  the  acute 
crisis  has  passed. 
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EDITORIAL 


The  American  Medical  Association 

Membership  in  the  American  Medical 
Association  so  long  has  been  automatic 
without  financial  obligation  that  it  has  been 
taken  for  granted.  It  is  not  realized  that 
the  entire  surroundings  and  atmosphere  of 
medicine  in  the  U.  S.  today  is  due  to  the 
American  Medical  Association. 

Medical  education  was  at  a low  ebb  less 
than  fifty  years  ago.  It  was  the  campaign 
and  insistence  of  the  American  Medical  As- 
sociation that  raised  medical  education  to 
its  present  high  level.  Roundly  excoriated 
for  attempting  it  in  the  beginning,  now  it 
is  praised  for  having  done  so.  Hence,  the 
high  standards  of  medical  education  re- 
ceived are  due  to  the  American  Medical 
Association. 

The  standards  of  our  hospitals,  too,  are 
due  in  large  part  to  the  activities  of  the 
American  Medical  Association.  In  order 
to  train  interns  and  residents  they  must 
have  certain  standards  and  facilities. 

The  establishment  of  the  Council  on  Phar- 
macy and  Chemistry  was  met  with  great 
opposition  on  the  part  of  many,  but  now  it 
is  realized  that  the  rules  for  acceptance  set 
up  by  that  Council  have  protected  the  public 
and  assured  the  doctor  of  the  purity  and 
efficiency  of  any  approved  product.  The 
later  establishment  of  the  Councils  on  Foods 
and  Nutrition  and  on  Physical  Medicine 
have  likewise  given  both  assurance  of  good 


scientific  information  and  has  given  the 
doctor  a means  of  assessing  the  value  of 
therapeutic  appliances. 

The  library  of  the  American  Medical 
Association  is  open  to  any  member.  He 
may  obtain  a package  library  on  any  sub- 
ject to  improve  his  knowledge  or  help  him 
to  write  a paper.  This  service  is  free  for 
the  asking.  The  Quarterly  Cumulative  In- 
dex Medicus  has  listed  all  the  important 
medical  literature  of  the  world  and  this  has 
been  published  for  the  profession  by  the 
American  Medical  Association  at  a great 
financial  loss. 

The  Bureau  of  Investigation  has  kept  him 
and  the  public  informed  about  nostrums 
and  quackery  and  has,  with  the  assistance 
of  the  Food  and  Drugs  Commission  and  the 
Federal  Trade  Commission,  been  able  to 
stop  many  frauds  being  perpetrated  on  the 
public. 

Two  scientific  sessions  of  the  association 
are  held  each  year.  They  are  now  and  have 
been  for  the  past  year  open  to  Members  as 
well  as  to  Fellows.  They  are  in  themselves 
a postgraduate  course  of  instruction.  No- 
where in  the  world  can  such  an  array  of 
scientific  exhibits  be  seen. 

The  Council  on  Medical  Service  has  been 
responsible  for  study  and  promotion  of  vol- 
untary insurance  which  has  made  it  easier 
for  many  people  to  pay  their  medical  bills. 

The  Council  on  National  Emergency  Med- 
ical Service  has  already  obtained  an  ar- 
rangement that  will  protect  the  doctor  in 
the  next  war  from  being  wasted  as  he  often 
was  in  the  past  war. 

For  the  past  ten  years  the  association  has 
battled  for  freedom  in  medicine.  Its  efforts 
have  prevented  the  socialization  of  medicine 
and  the  enslavement  and  regimentation  of 
the  medical  profession  and  medicine.  The 
fact  that  you  are  still  practicing  under  a 
free  enterprise  system  is  due  to  your  own 
association.  Therefore,  does  not  the  doctor 
owe  something  to  his  association?  If  he 
fails  to  pay  his  dues,  not  only  will  he  lose 
his  membership,  but  he  is  voting  for  so- 
cialization of  medicine  by  not  supporting  it. 

The  general  income  of  the  association  is 
now  not  sufficient  to  cover  all  the  expanded 
scientific  activities  of  the  association  and 
dues  would  be  necessary  in  any  event,  even 
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if  there  were  no  National  Education  Cam- 
paign. It  is  expected  that  this  coming  year 
will  see  a more  positive  approach  in  the 
development  of  voluntary  insurance  as  the 
major  part  of  the  campaign. 

In  any  event,  will  you  not  pay  your  dues 
promptly  and  give  your  association  this 
evidence  of  your  support  of  its  many  activi- 
ties and  services  which  have  been  so  closely 
interwoven  with  your  entire  professional 
life  and  which  heretofore  have  been  ren- 
dered gratis? 

Louis  H.  Bauer,  M.U., 
Chairman,  Board  of  Trustees, 
American  Medical  Association. 


INSURANCE  NOTES 


A.  M.  A.  Approval 

The  Council  on  Medical  Service  of  the 
American  Medical  Association  has  author- 
ized the  use  of  its  Seal  of  Acceptance  by  the 
“Tennessee  Plan.”  This  means  that  after 
careful  investigation  of  the  Plan  by  the 
Council  on  Medical  Service,  it  has  been  de- 
cided that  the  Plan  is  in  accordance  with 
the  principles  enunciated  by  the  American 
Medical  Association. 

Many  physicians  when  introduced  to  a 
new  product  look  for  the  Seal  of  Approval 
of  the  Council  on  Pharmacy  and  Chemistry. 
That  Seal  means  the  product  has  been  thor- 
oughly investigated,  and  that  the  state- 
ments made  concerning  the  product  have 
been  verified. 

The  approval  of  the  “Tennessee  Plan”  by 
the  Council  on  Medical  Service  is  to  some 
degree  parallel  to  approvals  issued  by  other 
Councils  of  the  American  Medical  Associa- 
tion. 


69,536  Insured  Under  “Tennessee  Plan” 

Late  in  December,  each  one  of  the  eight- 
een companies  approved  by  the  “Tennessee 
Plan”  were  requested  to  report  the  number 


of  people  insured  under  the  Plan,  as  of 
December  31st.  Thirteen  of  these  compa- 
nies have  reported,  three  of  which  have  not 
yet  begun  business  under  the  Plan.  The 
ten  companies  reporting  gave  us  a total  of 
69,536  persons  who  are  protected  by  the 
Surgical  and  Obstetrical  Pre-Payment  Plan 
of  the  Association.  The  above  statistics 
show  that  the  “Tennessee  Plan”  has  gained 
wide  acceptance  by  the  writers  of  insurance. 
It  shows  an  increase  in  the  last  three 
months  from  25,786  to  69,536. 

Several  of  the  companies  writing  policies 
of  this  character  have  told  us  that  as  exist- 
ing policies  are  renewed,  the  “Tennessee 
Plan”  will  be  used  exclusively  by  them. 


The  Tennessee  Shield 
The  Insurance  Committee  handling  the 
“Tennessee  Plan”  is  designing  a shield 
which  can  be  used  on  all  policies  written 
under  the  Plan. 

The  69,536  now  covered  are  entitled  to 
use  this  shield,  and  when  other  policies  are 
changed,  we  feel  sure  the  Tennessee  Shield 
will  be  a frequently  seen  emblem  in  insur- 
ance circles. 


A.  M.  A.  Dues 

In  this  issue  we  publish  a statement  by 
Dr.  Louis  H.  Bauer,  Chairman,  Board  of 
Trustees  of  the  American  Medical  Associa- 
tion. This  article  tells  what  the  American 
Medical  Association  has  accomplished  along 
various  lines,  and  explains  the  necessity  of 
a larger  income.  It  gives  the  background 
for  the  recommendation  of  the  Board  of 
Trustees  to  the  House  of  Delegates,  that  all 
members  of  the  American  Medical  Associa- 
tion pay  dues  of  $25.00  per  year. 

The  secretary’s  letters  report  the  Interim 
Meeting  of  the  House  of  Delegates,  and 
gives  instructions  about  the  collection  of 
the  A.  M.  A.  dues. 

A careful  reading  of  these  communica- 
tions will  give  each  member  all  of  the  in- 
formation needed  on  the  question  of  dues. 
We  feel  sure  that  the  members  of  the  Ten- 
nessee State  Medical  Association  will  be 
glad  to  ratify  the  action  of  its  delegates  and 
the  delegates  of  all  of  the  other  constituent 
medical  associations,  by  paying  the  amount 
set  as  dues  for  the  coming  year. 
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DEATHS 


Jay  William  Jordan,  M.D.,  Iron  City; 
Atlanta  School  of  Medicine,  1908;  aged  67 ; 
died  November  22,  1949. 


Thomas  Edward  Wright,  M.D.,  Jefferson 
City;  University  of  Louisville  School  of 
Medicine,  1910;  aged  64;  died  suddenly 
December  11,  1949. 


Joseph  B.  Crawford,  M.D..  Chattanooga; 
aged  34 ; died  suddenly  December  20,  1949. 


Alfred  Moore,  M.D.,  Memphis;  Memphis 
Hospital  Medical  College,  1895;  aged  77; 
died  January  6,  1950. 


RESOLUTIONS 


Whereas,  Dr.  V.  S.  Campbell  passed  away 
on  September  19,  1949 ; and 

Whereas,  He  finished  his  medical  courses 
in  the  University  of  Nashville  in  the  Spring 
of  1905  and  practiced  medicine  for  a time 
in  Giles. County,  Tennessee;  and 

Whereas,  He  located  in  Murfreesboro  in 
1912  and  immediately  engaged  in  a very 
large  practice  of  general  medicine  and  be- 
came an  active  member  of  the  Rutherford 
County  Medical  Association  soon  after  lo- 
cating in  Rutherford  County;  and 

Whereas,  He  served  as  President  of  the 
Rutherford  County  Medical  Society  before 
it  was  merged  into  the  Stones  River  and 
Rutherford  County  Academy  of  Medicine 
and  later  served  as  President  for  more  than 
one  term  of  the  present  organization ; and 
Whereas,  He  served  as  councilor  from  the 
Fifth  Congressional  District  in  the  Tennes- 
see Medical  Association ; and 

Whereas,  This  physician  was  a strong 
supporter  of  organized  medicine  and  was 
a great  leader  in  the  medical  profession  of 
Rutherford  County ; and 

Whereas,  He  followed  scrupulously  the 
principles  of  medical  ethics  as  he  under- 
stood them ; now,  therefore,  be  it 

Resolved,  That  the  members  of  the  Ruth- 
erford County  and  Stones  River  Academy 


of  Medicine  hereby  expresses  its  deep  regret 
in  the  loss  of  the  physician  who  spent  his 
life  relieving  sufferings  of  his  fellow  man 
and  exercised  himself  constantly  to  promote 
the  welfare  of  the  medical  profession,  and 
that  a copy  of  these  resolutions  be  spread 
on  the  minutes  of  the  Rutherford  County 
and  Stones  River  Academy  of  Medicine  and 
copies  sent  to  Mrs.  V.  S.  Campbell,  Mur- 
freesboro, Tenn.,  and  the  JOURNAL  of  the 
Tennessee  Medical  Association. 

J.  B.  Black,  Chairman 
A.  J.  Jamison 
J.  A.  Scott 


AND  WE  QUOTE 


The  Road  Ahead 

A small  book  recently  published,  “The 
Road  Ahead,’’*  by  John  T.  Flynn, f paints 
a dramatic  picture  of  England’s  march  to- 
ward its  present  socialistic  state  and  draws 
a parallel  with  what  is  now  happening  in 
the  United  States.  This  book  offers  assist- 
ance to  anyone  who  wishes  to  understand 
the  changing  social  and  political  scene. 

Mr.  Flynn  presents  clearly  how  England 
was  invaded  with  the  socialistic  idea  in 
what  was  a most  insidious  manner.  It  is 
peculiar  to  think  that  an  organization  like 
the  Fabian  Society,  which  was  organized  in 
England  in  1883,  according  to  Mr.  Flynn, 
could  work  so  effectively  toward  the  social- 
ization of  all  England  and  completely  avoid 
the  use  of  the  word  “socialism”  and  in  ad- 
dition keep  the  English  people  from  know- 
ing they  were  actually  being  socialized ! It 
is  apparent  from  this  book  that  with  all  his 
ability,  Lloyd  George  was  completely  with- 
out understanding  as  to  the  party’s  inten- 
tion. Through  the  capture  of  the  Labor 
Party  and  the  Liberal  Party  it  did  not  take 
the  Socialists  too  long  to  dominate  com- 
pletely the  thinking  of  the  English  Parlia- 
ment. Mr/Flvnn  says:  “Thus  only  18  years 
after  the  start,  literally  from  scratch,  of  the 
Socialist  drive,  their  leader  was  England’s 


*Published  by  the  Dean-Adair  Company,  New 
York,  1949. 

fEditor,  lecturer,  economist,  educator,  and  author 
of  “The  Roosevelt  Myth”  and  other  books. 
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Prime  Minister.  Instead  of  cutting  the 
claws  of  the  Labor  government,  Asquith 
had  cut  the  throat  of  the  Liberal  Party. 
Asquith’s  Liberals  and  Stanley  Baldwin’s 
Conservative  voters  represented  a vast  ma- 
jority of  the  people.  P>ut  Asquith  turned 
the  machinery  of  the  British  Empire  over 
to  the  Socialist  Labor  Party  representing 
only  a third  of  the  electorate  and  with  only 
191  votes  out  of  615  seats  in  the  Commons.” 

It  is  interesting  to  see  how  closely  the 
pattern  in  America  is  following  the  pattern 
in  England.  The  distinction  which  Mr. 
Flynn  makes  between  Communism  in  Rus- 
sia and  Socialism  in  England  leaves  no 
doubt  in  the  mind  of  the  reader  that  they  are 
essentially  one  and  the  same  thing,  the  only 
difference  being  in  the  policy  of  attack  of 
the  two  organizations.  Russian  Commun- 
ism is  a type  of  socialism  which  seeks  vic- 
tory by  a blow  on  the  head,  while  the  Eng- 
lish type,  he  says,  is  a Fabianistic  policy 
which  is  giving  America  more  trouble  now 
than  the  Communistic  policy.  He  says  fur- 
ther that  we  are  fighting  vigorously  a few 
hundred  thousand  Communists  of  the  Rus- 
sian socialistic  philosophy  and  embracing 
the  socialistic  philosophy  that  is  taught  and 
promulgated  by  England. 

The  extent  to  which  socialism  has  crept 
into  our  society  is  suggested  in  a chapter 
entitled  “The  ‘Kingdom  of  God,’  ” which  no 
one,  Christian  or  otherwise,  can  afford  to 
overlook. 

In  a recent  syndicated  column,  Westbrook 
Pegler  said : “On  second  reading.  I sincerely 
believe  that  John  T.  Flynn’s  new  book  . . . 
called  ‘The  Road  Ahead — America’s  Creep- 
ing Revolution,’  is  one  of  the  greatest  po- 
litical pamphlets  in  our  history.  Flynn 
awakens  me  to  the  realization  that  Socialism 
is  Communism  and  that  therefore  the  ‘plan- 
ners,’ as  our  Socialists  call  themselves  for 
disguise,  are  promoting  the  preparatory 
phases  of  Communism.  ...  I earnestly  urge 
you  to  read  it  carefully  . . . and  be  warned.” 

For  those  concerned  with  reversing  the 
direction  in  which  he  believes  America  is 
going — and  this  should  include  every  doctor 
and  all  other  citizens  as  well — Mr.  Flynn 
suggests  ten  bases  for  action : 

1.  We  must  put  human  freedom  as  the 
first  of  our  demands. 


2.  We  must  stop  apologizing  for  our  cap- 
italistic society. 

3.  We  must  not  take  one  more  step  into 
socialism. 

4.  We  must  get  rid  of  the  compromising 
leaders. 

5.  We  must  recognize  that  we  are  in  the 
midst  of  a revolution  and  begin  to  fight  it 
as  such. 

6.  We  must  put  an  end  to  the  orgy  of 
spending. 

7.  We  must  put  an  end  to  crisis  govern- 
ment. 

8.  We  must  stop  “planning”  for  socialism 
and  begin  planning  to  make  our  free  system 
of  private  enterprise  operate  at  its  highest 
capacity. 

9.  We  must  set  about  rebuilding  in  its 
integrity  our  republican  system  of  govern- 
ment. 

10.  We  cannot  depend  on  any  political 
party  to  save  us.  We  must  build  a power 
outside  the  parties  so  strong  that  the  parties 
will  be  compelled  to  yield  to  its  demand — 
William  M.  Gambrell,  M.D.,  President-Elect, 
State  Medical  Association  of  Texas,  Austin, 
Texas,  in  December  (19U9)  Texas  State 
Journal  of  Medicine. 


British  Doctors  Criticize  National 
Health  Service 

British  doctors  warn  of  an  influx  of  un- 
qualified specialists  encouraged  by  the  Na- 
tional Health  Act,  according  to  an  editorial 
in  the  current  (December  24)  Journal  of 
the  American  Medical  Association. 

The  editorial  is  based  on  a review  of  the 
first  year  of  enforcement  of  the  act  which 
was  published  recently  in  The  Practitioner, 
a leading  British  medical  journal.  The 
English  publication  quoted  doctors  in  vari- 
ous fields. 

“New  entrants  wield,”  an  obstetrician 
writes,  “the  forceps,  often  fearfully,  some- 
times frightfully,  not  because  of  a basic 
interest  in  obstetrics,  but  because  of  sheer 
financial  necessity  imposed  upon  them  by 
the  workings  of  the  Health  Act.” 

A surgeon  wrote : “When  all  are  entitled 
to  hospital  treatment  and  all  may  demand 
the  care  of  a specialist,  there  is  a danger 
that  hospitals  may  be  asked  to  undertake 
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work  for  which  they  are  as  yet  unfitted  and 
that  men  insufficiently  trained  may  be  ac- 
cepted as  specialists.” 

According  to  the  review,  other  doctors 
find  many  shortcomings  in  the  service. 

“Practically  all  hospitals  in  Great  Britain 
now  are  the  property  of  the  state,”  The 
Journal  editorial  says.  “Voluntary  and 
municipal  controls  are  abolished.  The  ma- 
jority of  general  practitioners  provide  med- 
ical service  for  a capitation  fee. 

“However,  the  Service  Act  did  not  pro- 
vide additional  beds  and  physicians,  and 
long  waiting  lists  for  hospital  in-patients 
remained  and  in  some  instances  increased. 
Patients  who  did  wish  to  take  advantage  of 
the  so-called  ‘free’  treatment  suffered  a 
financial  disadvantage  because  of  the  cost 
assessed  to  private  beds. 

“Administration  of  the  service  is  by  re- 
gional hospital  boards,  which  increased,  as 
is  inevitable  in  ventures  of  this  type,  the 
number  of  officials  in  hospitals.  It  also 
raised  problems  associated  with  the  position 
of  the  consultant.  Who  is  a consultant,  and 
what  is  his  value  seem  open  to  question. 
Apparently  his  status  still  is  unsatisfacto- 
rily settled. 

“The  general  practitioner  also  found  a 
changed  way  of  living.  Those  in  the  service 
experienced  a dwindling  of  private  practice 
until  it  assumed  comparatively  insignificant 
proportions.  Some  practitioners,  of  course, 
became  busier  than  before  because  of  the 
capitation  fee  system. 

“According  to  The  Practitioner,  the  capi- 
tation system  caused  the  practitioner  to 
take  on  his  list  as  many  as  he  could,  which 
meant,  of  course,  that  thoroughness  was 
sacrificed.  The  more  conscientious,  thor- 
ough physicians  were  at  a disadvantage 
financially  because  they  did  not  see  as  many 
patients.  Another  element  that  was  not 
pleasing  was  the  change  in  atmosphere ; 
patients  often  made  unreasonable  demands 
which  they  expected  to  be  met  by  the  phy- 
sician because  ‘he  was  paid  to  do  so.’  ” 

“Finances,  of  course,  receive  considera- 
tion in  more  than  one  section  in  this  review 
by  The  Practitioner.  One  phase  of  consid- 
eration reveals  the  abuses  inherent  in  all 
acts  of  this  kind.  Another  phase  is  con- 
cerned with  the  wages,  increased  number 
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of  officials,  and  attempts  on  the  part  of 
hospitals  to  repair  or  build  structures  which 
decline  during  the  war  years  and  years 
following. 

“Still  another  phase  of  the  financial  as- 
pect of  this  service  reveals  that  it  brought 
anxiety  and  financial  hardship  to  the  young 
surgeon  not  yet  started  on  his  career,  some 
security  to  the  surgeon  just  started,  but 
financial  hardship  to  the  mature  surgeon 
who  had  attained  recognition. 

“Apparently  the  ones  who  benefited  most 
and  consistently  were  those  who  were  added 
to  the  government  pay  rolls  for  administra- 
tive purposes.  Certainly  the  physicians  in 
general  did  not  improve  their  financial  sta- 
tus and  the  patients  did  not  gain  more  for 
the  money  that  they  spent  in  taxes  or 
would  have  to  spend  in  long  dreary  years 
in  the  future.” — A.  M.  A.  News  Release. 


Investigate  Oscar 

What  happens  to  all  that  Federal  Security 
Oscar  Ewing  is  supposed  to  administer, 
while  Oscar  investigates  the  virtues  of  So- 
cialism over  yonder,  we  wouldn’t  know. 
He’s  the  administrator,  you  know,  who  has 
besought  the  powers  that  be  to  make  him  a 
member  of  the  Cabinet  in  that  capacity ; and 
now  is  giving  forth  in  Europe  with  predic- 
tions that  a consequence  of  his  excursion  is 
going  to  be  (1)  the  routing  of  all  these 
“die-hards”  who  don’t  want  socialized  med- 
icine, and  (2)  attendant  vindication  of  all 
he  has  been  preaching  about  the  superiority 
of  the  Handout  State. 

Oscar  took  quite  a delegation  with  him 
to  inspect  this  phase  of  the  Socialist  pro- 
gram on  the  spot.  We  don’t  know  what  the 
junket  cost,  or  just  how  the  bill  was  footed. 
But  Congress  will  be  in  session  again  about 
the  time  Oscar  & Co.  get  back,  and  it 
wouldn’t  be  amiss  for  it  to  make  some  in- 
quiry about  that.  In  fact,  it  would  be  a 
good  idea  for  Congress  to  take  a good,  close 
look  at  Oscar  and  inquire  into  some  of  the 
precocious  observations  he  has  been  mak- 
ing.— Nashville  Banner,  December  21 , 19U9. 
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“Bigger  and  Better  Than  Ever”  might  be 
the  permanent  slogan  for  the  Clinical  Ses- 
sions of  the  American  Medical  Association. 

With  an  attendance  of  8,487,  the  A.  M.  A. 
Clinical  Session  in  Washington  last  week 
was  a record  breaker.  Everyone  considered 
this  third  winter  session  the  best  so  far. 
Of  the  8,487,  4,258  were  physicians.  The 
Clinical  Session  held  last  year  in  St.  Louis 
attracted  4,526,  and  of  this  number  only 
2,200  were  physicians. 

The  Washington  session  was  very  suc- 
cessful and  the  reason  is  clear.  The  Clini- 
cal Session  is  designed  to  meet  the  interests 
and  serve  the  needs  of  the  general  practi- 
tioner, and  judging  by  attendance  it  serves 
him  well. 

Here  is  a brief  summary  of  some  of  the 
matters  handled  at  the  meeting: 

1.  The  Board  of  Trustees  officially  an- 
nounced the  retirement  of  Dr.  Morris  Fish- 
bein  as  editor  of  The  Journal  of  the  A.  M. 
A.  In  a statement  signed  by  Chairman 
Louis  H.  Bauer,  the  Board  said  that  “Dr. 
Fishbein  has  given  37  years  of  devoted  serv- 
ice to  the  A.  M.  A.  . . . The  fact  that  The 
Journal  is  now  the  outstanding  medical 
publication  in  the  world  is  due  to  Dr.  Fish- 
bein’s  editorial  genius,  which  has  been  ex- 
erted over  the  past  25  years.  The  A.  M.  A. 
and  the  entire  medical  profession  owe  him 
a debt  of  gratitude.” 

Dr.  Fishbein  has  been  succeeded  by  Dr. 
Austin  Smith,  former  Director  of  the  Divi- 
sion of  Therapy  and  Research  and  Secretary 
of  the  Council  of  Pharmacy  and  Chemistry 
of  the  A.  M.  A. 

Dr.  Smith’s  place  on  the  Council  is  being 
taken  by  Dr.  Robert  T.  Stormont,  medical 
director  of  the  Federal  Food  and  Drug  Ad- 
ministration, Washington.  Dr.  Stormont, 
who  will  join  the  A.  M.  A.  family  shortly 
after  the  first  of  the  year,  went  with  the 
Pure  Food  and  Drug  Administration  in 
1946,  first  as  medical  officer  and  in  1947  as 
medical  director. 

Dr.  W.  W.  Bauer,  director  of  the  A.  M.  A. 
Bureau  of  Health  Education,  has  replaced 


Dr.  Fishbein  as  editor  of  Hi/fjeia,  and  Dr. 
Richard  J.  Plunkett,  who  has  been  on  the 
editorial  staff  of  The  Journal,  has  assumed 
the  managing  editorship  of  nine  A.  M.  A. 
special  journals  which  are  devoted  to  spe- 
cific fields  of  medicine. 

2.  The  12-member  Coordinating  Commit- 
tee, which  is  conducting  the  National  Edu- 
cation Campaign  to  acquaint  the  American 
people  with  the  dangers  of  compulsory 
health  insurance,  made  its  first  year’s  report 
to  the  House  of  Delegates. 

The  report  was  accompanied  by  a state- 
ment from  Dr.  Elmer  Henderson,  A.  M.  A. 
president-elect  and  chairman  of  the  com- 
mittee. “American  medicine  today  is  a 
well-organized,  powerful  fighting  force  for 
freedom,”  Dr.  Henderson  said.  “We  have 
come  a long  way  in  a short  time.  American 
medicine  is  stronger  today  than  at  any 
time  in  history,  bulwarked  by  the  support 
of  hundreds  of  other  groups  and  millions 
of  aroused  citizens.” 

The  report  showed  that  from  January  1, 
1949,  to  December  1,  1949,  the  amount  col- 
lected by  the  A.  M.  A.  in  assessments  totaled 
$2,250,000. 

“This  sum,”  the  committee  said,  “repre- 
sents an  excellent  volunteer  effort  on  the 
part  of  American  physicians.  . . .” 

Of  this  $2,250,000,  the  report  said, 
$2,050,000  was  budgeted  and  approved  for 
campaign  purposes,  leaving  an  unbudgeted 
amount  of  $200,000. 

The  report  listed,  too,  how  the  money 
was  expended  to  December  1.  Campaign 
literature  and  printed  materials  cost  $1,- 
045,614.52;  organization  work  took  $139,- 
415.27 ; and  operational  expenses  amounted 
to  $209,122.90. 

Expenditures  for  literature  and  printed 
materials  totaled  75  per  cent  of  the  entire 
campaign  budget;  expenditures  for  organi- 
zational work  totaled  10  per  cent  of  the  en- 
tire campaign  budget ; and  expenditures  for 
operational  expenses  totaled  15  per  cent  of 
the  entire  campaign  budget. 

3.  Dr.  Floyd  S.  Winslow,  New  York,  had 
one  of  the  toughest  jobs  of  reference  com- 
mittee chairmen.  He  headed  the  Reference 
Committee  on  Constitution  and  By-Laws 
which  approved  a proposal  by  the  Board 
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of  Trustees  that  the  A.  M.  A.  establish  dues 
for  membership. 

The  reference  committee’s  report  was 
approved  by  the  House,  which  empowered 
the  Board  of  Trustees  to  work  out  many  of 
the  details. 

The  House  was  unanimous  in  its  action 
on  the  dues  which  were  set  at  $25  for  the 
calendar  year  1950.  After  the  reference 
committee  report  was  read,  the  discussion 
on. the  floor  was  not  whether  dues  should  be 
established  to  carry  on  expanded  A.  M.  A. 
activities,  but  rather  on  how  they  should 
be  collected.  It  finally  was  decided  that 
this  should  be  done  by  the  constituent  state 
societies  in  accordance  with  their  own  local 
provisions  for  collecting  dues. 

The  reference  committee  report  said  in 
part : 

“Annual  dues,  not  to  exceed  $25,  may  be 
prescribed  for  the  ensuing  calendar  year  in 
an  amount  recommended  by  the  Board  of 
Trustees  and  approved  by  the  House  of 
Delegates.  Each  active  member  shall  pay 
said  annual  dues  to  his  constituent  associa- 
tion for  transmittal  to  the  Secretary  of  the 
A.  M.  A.  . . . An  active  member  who  is 
delinquent  in  the  payment  of  such  dues  for 
one  year  shall  forfeit  his  active  membership 
if  he  fails  to  pay  the  delinquent  dues  within 
thirty  days  after  notice  of  his  delinquency 
has  been  mailed  by  the  Secretary  to  his  last 
known  address.  . . .” 

4.  The  House  of  Delegates  approved  a 
joint  statement  by  the  Council  on  Medical 
Education  and  Hospitals  and  the  Board  of 
Trustees  regarding  federal  financial  assist- 
ance to  medical  education.  The  six-page 
typewritten  report  dwelt  at  some  length  on 
the  favorable  report  by  the  Senate  Com- 
mittee on  Labor  and  Public  Welfare  of  an 
amended  version  of  Senate  Bill  1453.  The 
joint  report  concluded: 

“Any  program  of  grants-in-aid  to  medical 
education  has  far-reaching  implications 
with  respect  to  the  freedom  of  medical 
schools.  No  program  should  be  embarked 
upon  until  the  protection  of  this  freedom  is 
absolutely  guaranteed.  The  Board  of  Trus- 
tees feels  that  since  this  bill  does  not  guar- 
antee such  freedom,  and  since  the  bill  con- 
tains other  undesirable  features,  as  pointed 


out  by  the  Council,  it  must  urge  opposition 
to  the  enactment  of  this  bill.” 

5.  The  House  of  Delegates  elected  Dr. 
Andy  Hall  of  Mount  Vernon,  111.,  as  “The 
General  Practitioner  of  the  Year.”  Dr. 
Hall,  who  is  84,  won  over  Dr.  Thomas  Ed- 
ward Rhine  of  Thornton,  Ark.,  and  Dr. 
Lyle  “Bunny”  Hare  of  Spearfish,  S.  D. 

Legion  Head  Appears  Before  House.  Na- 
tional Commander  George  N.  Craig  of  the 
American  Legion  appeared  before  the 
House  of  Delegates  for  a short  time  and 
said,  “The  Legion  is  100  per  cent  behind 
the  doctors.”  This  brought  great  applause. 

“The  American  Legion,”  he  said,  “is  op- 
posed to  national  health  insurance  because 
it  would  stunt  the  growth  and  genius  of  the 
medical  profession  and  because  it  would  add 
another  link  to  an  already  long  bureaucratic 
chain.” 

Dr.  Newman  to  Chairman  Denver  Clini- 
cal Sessio7i.  The  A.  M.  A.  Board  of  Trus- 
tees has  approved  the  appointment  of  Dr. 
Samuel  P.  Newman  as  general  chairman  of 
arrangements  for  the  1950  Clinical  Session 
of  the  A.  M.  A.  in  Denver,  November  28  to 
December  1. 

Dr.  Newman,  who  has  had  wide  admin- 
istrative experience,  served  on  active  duty 
as  a medical  officer  in  the  Navy  from  Octo- 
ber, 1942,  until  January,  1946,  most  of  his 
service  being  in  the  South  and  Southwest 
Pacific.  He  is  an  orthopedic  surgeon,  Fellow 
of  the  American  College  of  Surgeons,  and 
a former  vice-president  of  the  Denver  Coun- 
ty Medical  Society.  He  served  three  differ- 
ent terms  as  chairman  of  the  Public  Policy 
Committee  of  the  Colorado  State  Medical 
Society  and  is  now  serving  the  third  year  of 
a three-year  term  on  the  Board  of  Trustees 
of  the  state  society.  He  was  made  chairman 
of  the  board  last  September. 

Dr.  Newman  was  nominated  for  the  Clin- 
ical Session  chairmanship  by  joint  action  of 
the  officers  of  both  the  Denver  County  and 
State  Societies. 

One  Hundred  Attend  North  Central  Med- 
ical Conference.  Three  of  us  from  head- 
quarters— Tom  Hendricks,  Lawrence  Rem- 
ber,  and  I — attended  the  North  Central 
Medical  Conference  which  was  held  in  St. 
Paul  a short  time  ago.  Approximately  100 
medical  leaders  from  six  states — Wisconsin, 
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Minnesota,  Nebraska,  North  Dakota,  South 
Dakota,  and  Iowa — attended. 

Consumer-sponsored  medical  care  plans 
were  discussed  from  both  a rural  and  urban 
viewpoint  at  the  morning  session,  and  in 
the  afternoon  five  speakers  participated  in 
a panel  discussion  which  outlined  and  eval- 
uated a public  relations  program  for  state 
medical  societies. 

“The  interest  of  members  present  indi- 
cates to  me,”  said  Joseph  B.  West  of  General 
Mills,  one  of  the  speakers,  “that  there  is  a 
keen  desire  on  their  part  to  accept  the  re- 
sponsibility of  public  relations  rather  than 
leave  it  entirely  to  the  executive  office.” 
Subjects  covered  by  the  afternoon  speakers 
included  press  relations  and  distribution  of 
literature,  public  speaking  and  a speakers 
bureau,  radio,  exhibits,  and  personal  con- 
tacts by  physicians. 

I spoke  briefly,  and  was  followed  by  Dr. 
Mitrofan  Smorszczok,  a refugee  from  Vil- 
na,  Poland,  who  unveiled  medicine  behind 
the  Iron  Curtain  as  he  found  it  through 
personal  experience  as  a state-employed 
Russian-controlled  doctor. 

“A  government  regulation,”  he  said,  “re- 
quired that  we  see  10  patients  an  hour.  But 
worse  yet,  we  had  to  fill  out  bundles  of  rec- 
ords, because  records  provide  statistics  and 
statistics  make  planning  possible.  But  sta- 
tistics have  no  quality  over  there  and,  under 
the  circumstances,  neither  does  the  medical 
service.” 

The  program  was  arranged  by  Executive 
Secretary  R.  R.  Rosell  of  Minnesota,  and 
S.  E.  Gavin  of  Wisconsin  served  as  presi- 
dent of  the  conference. 


To  the  Secretaries  of  the  Constituent 
State  and  Territorial  Medical 
Associations 

The  House  of  Delegates  of  the  American 
Medical  Association  at  its  meeting  in  Wash- 
ington, D.  C.,  December  6 to  8,  1949,  adopt- 
ed amendments  to  the  By-Laws  of  the 
American  Medical  Association  whereby  Di- 
vision One,  Chapter  II,  Tenure  of  Member- 
ship, has  been  changed  to  read  as  follows : 

Chapter  II — Tenure  and  Obligations  of 
Membership;  Dues 

Section  1. — When  the  Secretary  is  offi- 


cially informed  that  a member  is  not  in 
good  standing  in  his  component  society,  he 
shall  remove  the  name  of  said  member  from 
the  membership  roll.  A member  shall  hold 
his  membership  through  the  constituent  as- 
sociation in  the  jurisdiction  of  which  he 
practices.  Should  he  remove  his  practice 
to  another  jurisdiction,  he  shall  apply  for 
membership  through  the  constituent  asso- 
ciation in  the  jurisdiction  to  which  he  has 
moved  his  practice.  Unless  he  has  trans- 
ferred his  membership  within  six  months 
after  such  change  of  practice,  the  Secretary 
shall  remove  his  name  from  the  roster  of 
members. 

Section  2. — Annual  dues,  not  to  exceed 
$25.00,  may  be  prescribed  for  the  ensuing 
calendar  year  in  an  amount  recommended 
by  the  Board  of  Trustees  and  approved  by 
the  House  of  Delegates.  Each  active  mem- 
ber shall  pay  said  annual  dues  to  his  con- 
stituent association  for  transmittal  to  the 
Secretary  of  the  American  Medical  Asso- 
ciation. 

An  active  member  who  is  delinquent  in 
the  payment  of  such  dues  for  one  year  shall 
forfeit  his  active  membership  in  the  Amer- 
ican Medical  Association  if  he  fails  to  pay 
the  delinquent  dues  within  thirty  days  after 
notice  of  his  delinquency  has  been  mailed 
by  the  Secretary  of  the  American  Medical 
Association  to  his  last  known  address. 

Any  former  member  who  has  forfeited 
his  membership  because  of  being  delinquent 
in  payment  of  dues  may  be  reinstated  on 
payment  of  his  indebtedness. 

The  House  of  Delegates,  on  Recommenda- 
tion of  the  Board  of  Trustees,  Set  the 
Membership  Dues  for  the  Year 
1950  at  $25.00 

The  full  effect  of  the  new  provisions  will 
have  to  be  studied  and  developed  during  the 
year.  However,  the  following  interpreta- 
tions of  the  amended  By-Laws  are  offered 
for  your  guidance  at  this  time: 

(a)  Active  membership  in  the  American 
Medical  Association  will  continue  to  be  lim- 
ited to  those  members  of  constituent  asso- 
ciations who  ( 1 ) hold  the  degree  of  Doctor 
of  Medicine  or  Bachelor  of  Medicine,  and 
(2)  are  entitled  to  exercise  the  rights  of 
active  membership  in  their  constituent  as- 
sociations as  provided  in  Article  5 of  the 
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Constitution  of  the  American  Medical  As- 
sociation. 

(b)  A member  of  the  American  Medical 
Association  shall  lose  his  membership  in 
the  Association  when  the  Secretary  of  the 
American  Medical  Association  is  officially 
informed  that  a member  is  not  in  good 
standing  in  his  component  society  or  is 
delinquent  in  the  payment  of  the  American 
Medical  Association  dues  established  by  the 
above  change  in  the  By-Laws. 

(c)  Forfeiture  of  membership  in  the 
American  Medical  Association  due  to  fail- 
ure to  pay  dues  will  have  no  effect  on  mem- 
bership in  the  component  or  constituent 
medical  societies  unless  the  component  or 
constituent  societies  amend  their  respective 
constitutions  and  by-laws.  It  is,  therefore, 
possible  that  a physician  may  be  a member 
of  his  component  and  constituent  societies 
and  at  the  same  time  not  be  a member  of 
the  American  Medical  Association. 

(d)  The  amended  By-Laws  provide  for 
the  collection  of  the  American  Medical  As- 
sociation membership  dues  by  the  constit- 
uent associations  for  transmittal  to  the 
Secretary  of  the  American  Medical  Asso- 
ciation. The  detailed  method  to  be  adopted 
by  each  constituent  association  will  vary  in 
each  state.  In  general,  the  method  utilized 
by  each  state  for  the  collection  of  its  own 
component  and  constituent  association  dues 
should  be  followed. 

Some  of  the  problems  involved  in  the 
collection  and  transmittal  of  dues  will  be 
considered  in  a later  communication  to  you. 

It  is  planned  to  provide  each  member  of 
the  American  Medical  Association  a mem- 
bership card  and  certificate  of  membership 
when  his  dues  are  paid. 

It  will  be  necessary  for  the  Secretary  of 
the  American  Medical  Association  to  notify 
those  members  who  are  delinquent  in  the 
payment  of  their  dues,  and  this  office  will, 
therefore,  require  a complete  list  of  all 
active  dues-paying  members. 

No  changes  have  been  made  in  the  Con- 
stitution and  By-Laws  of  the  American 
Medical  Association  with  respect  to  Fel- 
lowship. Eligibility  for  Fellowship  and 
annual  Fellowship  dues  of  $12.00  remain 
the  same.  Under  the  present  By-Laws  a 


Fellow  will  pay  for  the  year  1950  total  mem- 
bership and  Fellowship  dues  of  $37.00. 

The  following  members  may  be  exempted 
from  the  payment  of  the  $25.00  American 
Medical  Association  membership  dues : re- 
tired members ; members  who  are  physically 
disabled ; interns ; and  those  members  for 
whom  the  payment  of  such  dues  would  con- 
stitute a financial  hardship. 

No  member  should  be  exempted  from  the 
payment  of  his  American  Medical  Associa- 
tion dues  who  is  not  exempted  from  his 
component  and  constituent  society  dues. 


COMMITTEE  ON  TRAUMA,  AMERICAN 
COLLEGE  OF  SURGEONS 

(Prepared  by  the  Subcommittee  on 
Rehabilitation  ) 


Number  I in  the  Series  on 
Rehabilitation 

“We  are  wasting  a tremendous  amount 
of  money  and  manpower  by  treating  a 
broken  bone  and  letting  a well  man  get 
sick  physically  and  mentally  while  under 
our  care.  Then  after  the  damage  is  done, 
we  spend  months,  years,  or  a lifetime  trying 
to  bring  him  back  to  normal.” 

Dr.  Robert  H.  Kennedy,  Chairman  of  the 
American  College  of  Surgeons’  Committee 
on  Trauma,  said  this  in  May,  1941,  and  now 
in  1949  can  we  honestly  say  that  this  state- 
ment is  no  longer  true? 

“Rehabilitation,”  “Physical  Restoration,” 
“Restorative  Therapy,”  “Third  Phase  of 
Medicine”? 

The  name  is  relatively  immaterial,  but 
to  be  conscious  of  its  importance  in  speed- 
ing recovery  and  to  avail  oneself  of  the 
facilities  and  methods  available  toward  this 
end  is  the  important  thing. 

Great  strides  have  been  made  in  the 
techniques  of  the  definitive  treatment  of 
trauma  in  the  early  stage,  but  can  we  say 
the  same  holds  true  during  the  convalescent 
stage  ? 

World  War  II  demonstrated  conclusively 
that  when  only  a portion  of  a man  was 
damaged,  serious  deconditioning  of  the 
whole  patient  could  be  avoided  by  the  early 
institution  of  preventive  measures.  Such 
measures  used  were  nothing  new  or  dif- 
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ficult.  It  was  merely  that  already  well- 
known,  simple  principles  were  systemati- 
cally begun  and  carried  out  on  the  ward  as 
soon  as  medically  advisable  and  continued 
through  convalescence  to  speed  recovery. 
It  does  not  seem  reasonable  nor  good  medi- 
cal practice  to  discontine  such  procedures 
now  that  the  acute  battle  casualties  are 
being  replaced  by  the  continued  occurrence 
of  the  injuries  in  industry  and  other  daily 
accidents  in  our  civilian  life. 

Rehabilitation  does  not  require  elaborate 
equipment  in  a large  clinic.  It  does  not 
mean  hours  of  passive  participation  under 
a lamp  or  diathermy  or  days  of  non- 
productive, monotonous  exercises.  True 
rehabilitation  begins  at  the  bedside  or  in 
the  clinic  or  office  where  the  surgeon  first 
directs  his  treatment  toward  the  early  func- 
tional restoration  of  the  injured  part. 
Sometimes  it  may  mean  the  reassurance 
that  an  injury  or  illness  is  not  serious  and 
no  special  treatment  is  required.  The  sur- 
geon must  counsel,  advise,  and  instruct  the 
patient,  and  both  think  and  speak  in  terms 
of  the  patient’s  personal  problems  if  reha- 
bilitation is  to  have  a firm  foundation. 

For  example,  often  painstaking  instruc- 
tion is  necessary  by  the  surgeon  in  the 
proper  use  of  cane  or  crutches.  Most  be- 
ginnings with  each  individual  patient  will 
be  on  a small  scale  and  much  of  the  resto- 
ration will  be  done  by  the  patient  in  his 
own  everyday  environment.  Only  the  more 
serious  cases  will  require  special  clinics  or 
centers  for  their  restoration. 

The  surgeon  in  charge  cannot  be  absolved 
from  the  responsibility  of  doing  all  he  per- 
sonally can  to  prevent  deconditioning  and 
commence  the  work  of  restoration  in  spite 
of  the  possible  lack  of  formal,  ancillary 
restorative  services  at  his  hospital.  Much 
can  be  done  to  get  the  patient  in  good  con- 
dition, and  certain  deformities,  contrac- 
tures, limitations  of  motion,  atrophies  of 
disuse,  restricted  functions,  disturbed  men- 
tal attitudes,  and  warped  outlook  on  life  can 
be  avoided  or  greatly  reduced  in  most  cases 
if  the  surgeon  will  inspire  his  assistants, 
residents,  or  interns  with  the  proper  think- 
ing and  consciousness  of  their  obligation  to 
the  patient. 

Where  the  ancillary  services  of  physical 


and  occupational  therapy  are  available,  they 
are  invaluable  aids  in  attaining  physical 
restoration  if  optimal  use  is  made  of  them. 
To  assure  the  best  results  they  must  be 
started  early.  Depending  on  the  cases,  re- 
storative therapy  may  be  started  on  the 
ward,  in  the  clinic  or  office,  always,  of 
course,  under  the  guidance  and  direction 
of  the  surgeon  whose  responsibility  it  is  to 
be  able  to  give  that  guidance  and  direction. 

Excellent  work  is  being  done  by  the  lim- 
ited number  of  rehabilitation  facilities 
available  at  present,  and  by  earlier  referral 
they  could  be  helped  more  in  returning  the 
patient  to  employment  even  sooner.  Delay 
between  the  time  of  injury  and  the  com- 
mencing of  restorative  therapy  frequently 
may  be  the  main  factor  that  will  determine 
whether  success  or  failure  in  restoring 
function  is  to  be  the  result.  When  every 
physician  caring  for  a traumatic  case  is 
fully  conscious  of  the  necessity  to  commence 
preventive  and  restorative  therapy  at  the 
earliest  possible  moment  after  injury,  the 
time  lost  by  the  patient  from  remunerative 
employment  can  be  reduced. 

It  is  the  purpose  of  this  first  bulletin  and 
others  to  follow  to  be  of  assistance  and 
guidance  to  all  who  assume  the  responsibil- 
ity of  caring  for  traumatic  cases. 

Some  of  the  topics  planned  for  subsequent 
bulletins  on  Rehabilitation  are: 
Quadricepts  Femoris 
Leg  Amputations 
Arm  Amputations 
Early  Active  Motion 
The  Feet  and  Ankles 
Nerve  Injuries 
Head  Injuries 
Burns 

The  Shoulder 


DOCTOR  WANTED 


Dear  Dr.  Hardy: 

I would  be  very  happy  to  learn  of  any 
openings  for  a surgeon  which  might  be  re- 
ported by  your  county  medical  societies.  I 
am  at  present  completing  a residency  in 
General  Surgery  which  makes  me  eligible 
for  the  American  Board  of  Surgery  and 
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have,  as  yet,  been  unable  to  find  a suitable 
location. 

Thanking  you  in  advance  for  any  infor- 
mation which  you  might  be  able  to  furnish, 
I am 

Respectfully, 

C.  C.  K. 

Care  of  Tennessee  State  Medical  Associa- 
tion. 


NEWS  NOTES  AND  COMMENTS 


Newly  elected  officers  for  1950 : 

Giles  County: 

J.  U.  Speer,  Pulaski,  President 
Roy  Money,  Pulaski,  Vice-President 
W.  K.  Owen,  Pulaski,  Secretary 

Davidson  County: 

Cleo  Miller,  Nashville,  President 

R.  H.  Kampmeier,  Nashville,  Vice-Presi- 
dent-Elect 

W.  G.  Kennon,  Jr.,  Nashville,  Secretary- 
Treasurer. 

Hamblen  County: 

S.  C.  Fain,  Jefferson  City,  President 

C.  J.  Duby,  Morristown,  Vice-President 
R.  A.  Purvis,  Morristown,  Secretary- 
Treasurer 

Sullivan- J ohnson  Counties : 

Henry  S.  Burem,  Kingsport,  President 
George  McCall,  Bristol,  Vice-President 
John  Marcy,  Bristol,  Secretary-Treasurer 
Shelby  County: 

Clyde  V.  Croswell,  Memphis,  President 
William  D.  Stinson,  Memphis,  President- 
Elect 

Phil  M.  Lewis,  Memphis,  Vice-President 
Malcolm  Aste,  Memphis,  Treasurer 
Henry  B.  Gotten,  Memphis,  Secretary 

Greene  County: 

V.  R.  Bottomley,  Greeneville,  President 
R.  A.  Doty,  Rogersville,  Vice-President 
Nathan  P.  Horner,  Greeneville,  Secre- 
tary-Treasurer 


Samuel  Bradley  Prevo,  M.D.,  announces 
the  removal  of  offices  from  Bennie-Dillon 
Building  to  2108  West  End  Avenue,  Nash- 
ville, for  the  practice  of  Orthopedic  Sur- 
gery. 


Edward  L.  Tarpley,  M.D.,  announces  the 
removal  of  his  office  to  2118  West  End  Ave- 
nue, Nashville,  for  the  practice  of  medicine 
and  surgery. 


Charles  R.  Zirkle,  M.D.,  announces  the 
opening  of  offices  at  618  West  Church  Ave- 
nue, Knoxville.  Practice  limited  to  sur- 
gery. 


Joe  T.  Smith,  M.D.,  and  Richard  H.  But- 
ler, M.D.,  announce  the  removal  of  offices 
from  710  West  Hill  Avenue  to  Laurel  Ave- 
nue at  Twenty-Second  Street,  Knoxville. 
Practice  limited  to  Pediatrics. 


Frank  G.  Witherspoon,  M.D.,  announces 
the  opening  of  his  office  at  2122  West  End 
Avenue,  Nashville.  Practice  limited  to 
Dermatology  and  Syphilology. 


Oscar  F.  Noel,  M.D.,  announces  the  open- 
ing of  his  office  at  2118  West  End  Avenue, 
Nashville,  for  the  practice  of  surgery. 


Frank  W.  Stevens,  M.D.,  announces  the 
opening  of  offices  at  City  View  Sanitarium, 
Nashville.  Practice  is  limited  to  Psychiatry 
and  Neurology. 


The  following  named  surgeons  from  Ten- 
nessee were  made  Fellows  and  Associate 
Fellows  in  the  United  States  Chapter,  In- 
ternational College  of  Surgeons,  at  the  Con- 
vocation ceremonies  held  during  the  Four- 
teenth Annual  Assembly  of  the  College  in 
Atlantic  City,  N.  J.,  November  7-11,  1949: 
Certified  Fellows: 

Guy  M.  Francis,  M.D.,  Chattanooga 
Frederick  M.  Jacobs,  M.D.,  Memphis 
Samuel  Summerfield  Lambeth,  M.D., 
Maryville 

Advanced  to  Rank  of  Certified  Fellow: 
William  Milton  Adams,  M.D.,  Memphis 
Harry  Myron,  Jr.,  M.D.,  Johnson  City 
William  D.  L.  Record,  M.D.,  Chattanooga 
Associate: 

Elmer  T.  Pearson,  M.D.,  Elizabethton 


Residency  Training  Requirements,  The 
American  Board  of  Obstetrics 
and  Gynecology 

The  American  Board  of  Obstetrics  and 
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Gynecology  has  not  made  nor  is  it  contem- 
plating any  changes  in  its  residency  training 
requirements,  despite  rumors  of  an  increase 
in  training  years.  Eligibility  requirements 
remain  the  same,  namely,  three  years  of 
acceptable  formal  training,  followed  by  at 
least  two  years  of  post-training  practice  in 
the  specialty. 

Hospitals  are  inspected  and  approved  for 
training  jointly  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  American 
Medical  Association  and  this  Board.  Ap- 
provals are  granted  for  training  periods  of 
one,  two,  and  three  years,  depending  on  the 
available  facilities  and  the  findings  of  the 
survey  inspections. 

The  Board  has  no  objection  to  residency 
services  being  arranged  by  hospitals  for 
periods  longer  than  three  years,  unless  this 
dilutes  the  candidate’s  clinical  training  op- 
portunities too  much  during  the  first  three 
years.  However,  the  Board  does  not  accept 
a fourth  year  or  more  of  residency  training 
as  a substitute  for  any  part  of  the  required 
two  years  of  post-training  practice. 

The  importance  of  post-training  practice 
in  the  specialty  is  emphasized  as  an  oppor- 
tunity for  maturing  the  candidate  and  for 
colleague  appraisal  of  a man’s  ability  when 
working  on  his  own  responsibility  in  his 
chosen  community.  The  only  exception  to 
this  ruling  is  in  the  case  of  men  advancing 
from  their  training  into  full-time  teaching 
positions.  These  men  then  must  complete 
at  least  two  years  in  such  positions. 

Copies  of  the  Bulletin  of  this  Board,  out- 
lining the  above  requirements  in  more  de- 
tail, are  available  to  hospital  administrators 
or  to  candidates  upon  application. 

Paul  Titus,  M.D.,  Secretary 
American  Board  of  Obstetrics 
and  Gynecology 
1015  Highland  Building 
Pittsburgh  6,  Penn. 


Alabama  Seminar  on  Cancer 
Tennessee  physicians  and  surgeons  have 
been  invited  to  attend  a three-day  seminar 
on  cancer  which  will  be  held  at  the  Medical 
College  of  Alabama  in  Birmingham  on  Feb- 
ruary 21,  22,  and  23. 

It  will  be  conducted  by  at  least  ten  spe- 


cialists widely  recognized  for  their  work 
in  their  various  fields  and  will  give  doctors 
the  opportunity  of  hearing  comprehensive 
expositions  of  the  most  modern  and  effec- 
tive methods  of  cancer  detection,  diagnosis, 
and  treatment. 

The  seminar  is  being  sponsored  jointly 
by  the  Medical  Association  of  Alabama,  the 
Jefferson  County  Medical  Society,  the  Ex- 
tension Division  of  the  University  of  Ala- 
bama, and  the  Alabama  Division  of  the 
American  Cancer  Society. 

Invitations  are  being  extended  to  mem- 
bers of  all  state  and  county  medical  societies 
throughout  the  Southeast  and  out-of-state 
representation  likely  will  be  large.  There 
will  be  no  registration  fee. 

Dr.  Karl  F.  Kesmodel  of  Birmingham, 
Chairman  of  the  American  Cancer  Society’s 
Committee  on  Arrangements,  said  that  the 
program  had  been  arranged  to  give  doctors 
up-to-the-minute  information  they  indicated 
they  wanted  most  on  new  and  advanced 
methods  of  detection,  diagnosis,  and  treat- 
ment. 

“The  committee  also  has  kept  in  mind,” 
Dr.  Kesmodel  said,  “the  dissimilar  prob- 
lems that  confront  the  specialist  and  the 
general  practitioner.  The  subjects  and  the 
method  of  presentation  will  give  them  in- 
formation most  useful  to  both  of  them.” 

The  first  day’s  sessions  will  be  climaxed 
by  a dinner  at  Hotel  Tutwiler  at  which 
the  speaker  will  be  Dr.  Charles  S.  Cameron, 
Jr.,  of  New  York,  Medical  and  Scientific 
Director  of  the  American  Cancer  Society. 

Reservations  for  the  seminar  should  be 
made  through  Dr.  Kesmodel  at  his  offices 
in  the  Medical  Arts  Building  in  Birming- 
ham. Hotel  reservations,  however,  should 
be  made  direct  with  the  headquarters  hotel, 
The  Tutwiler,  or  with  Hotel  Molton  or  Hotel 
Redmont  which  are  near  by. 


The  Veterans  Committee  has  approved 
an  amendment  of  the  Veterans  Contract, 
and  this  amendment  became  effective  Jan- 
uary 1,  1950.  The  new  fees  paid  are  as 
follows : 

0039  Psychiatric  Examination  (first  hour 

or  less)  $10.00 
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0039A  Major  portion  of  each  additional  half 

hour  5.00 

0040  Neurological  examination  (first  hour 

or  less)  10.00 

0040A  Major  portion  of  each  additional  half 

hour  5.00 

0053  Psychiatric  treatment  up  to  first 

half  hour  5.00 

0053A  Major  portion  of  each  additional  half 

hour  5.00 

0054  Neurological  treatment  up  to  first 

half  hour  . 5.00 

0054A  Major  portion  of  each  additional  half 

hour  .......  5.00 


American  Board  of  Ophthalmology 
Candidates  for  the  certificate  of  the 
American  Board  of  Ophthalmology  are  ac- 
cepted for  examination  on  the  evidence  of 
a Written  Qualifying  Test.  These  tests  are 
held  annually  in  various  parts  of  the  United 
States. 

Applications  are  now  being  accepted  for 
the  1951  Written  Test.  They  will  be  con- 
sidered in  order  of  receipt  until  the  quota 
is  filled. 

Practical  Examinations  for  Acceptable 
Candidates,  1950 
Boston,  May  22-26. 

Chicago,  October  2-6. 

West  Coast,  January,  1951. 


World  Medical  Association 
Dear  Dr.  Hardy: 

Sometime  ago  you  requested  me  to  give 
you  a short  report  on  my  trip  to  the  World 
Medical  Association  in  London  in  October, 
1949. 

We  left  New  York  September  22,  1949, 
and  went  for  a pleasure  trip  to  Paris  for  a 
few  days  before  going  to  London,  but  we 
attended  the  London  meeting  from  the  be- 
ginning to  the  end  of  the  session. 

This  meeting  was  well  attended  by  dele- 
gates from  thirty  different  medical  socie- 
ties. The  American  Medical  Association 
was  represented  by  Dr.  R.  L.  Sensenich  and 
Dr.  J.  W.  Cline  as  official  delegates.  Ob- 
servers from  the  American  Medical  Asso- 
ciation were  Dr.  Moody,  Dr.  J.  W.  Mason, 
and  myself. 

We  had  a most  enjoyable  and  profitable 
time  from  the  standpoint  of  the  knowledge 
that  we  gained  as  to  the  organization  and 
purpose  of  the  World  Medical  Association. 


The  question  of  by-laws  and  constitution 
was  up  for  final  passage  and  the  Interna- 
tional Code  of  Ethics  for  discussion  and 
passage.  This  organization  has  been  spon- 
sored financially  very  largely  by  the  Amer- 
ican Medical  Association,  because  the  med- 
ical societies  in  Europe  and  other  parts  of 
the  world  are  in  poor  condition  to  assume 
a very  large  part  of  the  financial  obliga- 
tions. 

Dr.  Louis  H.  Bauer,  Chairman  of  the 
Board  of  Trustees  of  the  American  Medical 
Association,  is  the  Secretary-General  with 
headquarters  in  New  York,  at  2 East  103rd 
Street. 

Dr.  Charles  Hill  of  London,  England, 
presided  after  being  installed  as  president. 
His  term  extends  until  October  of  this  year. 

We  as  observers  were  privileged  to  hear 
all  of  the  discussion.  The  languages  used 
were  French,  English,  and  Spanish.  Every 
speaker’s  language,  was  translated  into  the 
two  languages  other  than  the  one  used  by 
the  speaker.  There  were  no  scientific  pa- 
pers presented,  but  the  whole  program  was 
of  interest  to  the  profession.  Socialized  Med- 
icine or  government  medicine  was  freely 
discussed.  The  English  people  seemed  to 
be  trying  to  make  this  form  of  practice  a 
success.  Personally,  I discussed  the  matter 
with  a number  of  British  doctors.  Some 
few  of  them  rather  liked  the  setup,  but 
most  of  them  did  not.  It  seemed  that  they 
did  not  like  the  idea  of  having  to  do  what 
they  were  told  to  do,  and  to  treat  patients 
as  they  were  told  to  treat  them.  They  were 
not  able  to  control  their  patients.  When  a 
patient  was  sent  to  the  hospital,  he  became 
a patient  of  the  hospital  staff,  composed  of 
salaried  people. 

We  spent  four  days  attending  the  general 
session.  One  day  was  devoted  to  sight- 
seeing and  going  to  a number  of  places  of 
interest:  colleges,  castles,  palaces,  etc.  Of 
special  interest  was  the  St.  Bartholomew’s 
Hospital,  which  was  damaged  during  the 
war,  although  it  was  never  struck  in  the 
raids. 

We  saw  a great  deal  of  evidence  of  dam- 
age by  German  raids.  Many  of  the  places 
had  been  reconstructed,  but  there  still  re- 
mained evidence  of  destruction. 

While  in  England,  a variety  of  food  was 
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limited,  but  we  did  not  lack  for  food.  We 
understand  from  the  people  in  general  that 
England  is  very  short  on  fats  and  oils.  This 
is  evident  in  the  general  population,  but  the 
restaurants  and  hotels  had  plenty.  There 
was  very  little  pork  and  beef,  but  plenty  of 
fish.  In  Ireland,  where  we  spent  about  a 
week,  food  was  plentiful.  In  France  the 
food  was  very  good  and  fairly  plentiful  and 
not  too  high. 

We  found  the  people  in  general  very 
friendly.  We  did  not  have  any  unpleasant- 
ness on  the  trip. 

The  Association  will  meet  in  New  York 
next  October,  at  which  time  Dr.  Elmer  Hen- 
derson will  be  installed  as  its  president. 

Yours  very  truly, 

H.  B.  Everett,  M.D. 


MEDICAL  SOCIETIES 


Knox  County: 

December  20:  “The  Use  of  Urocholine  in 
Post-Operative  Urinary  Obstruction,”  by 
Dr.  W.  S.  Muse. 

Annual  election  of  officers. 

January  3:  Presidential  Address,  by  Dr. 
John  H.  Lesher. 

Installation  of  officers. 


Davidson  County: 

December  13:  Election  of  officers. 
January  10:  Dinner  meeting  and  installa- 
tion of  officers  held  in  the  Ballroom  of  the 
Maxwell  House. 


OTHER  MEDICAL  SOCIETIES 


The  Georgia  Society  of  Ophthalmology 
and  Otolaryngology  will  hold  its  annual 
meeting  at  the  General  Oglethorpe  Hotel  in 
Savannah,  March  3,  4,  1950. 

Members  and  guests  are  invited  to  make 
their  reservations  directly  with  the  hotel. 
Registration  fee  for  the  lectures  is  $20.00. 

The  distinguished  lecturers  and  their 
subjects  are:  Dr.  Bayard  T.  Horton,  Roch- 
ester, Minn.,  “Treatment  of  the  Dizzy  Pa- 
tient” and  “Headaches — Common  Varieties 
and  Their  Treatment” ; Dr.  John  M.  Con- 
verse, New  York  City,  “Treatment  of  Acute 


Maxillo-Facial  Trauma”  and  “Rhinoplas- 
ty”; Dr.  Mercer  G.  Lynch,  New  Orleans, 
La.,  “Carcinoma  of  the  Larynx  and  Methods 
of  Approach  Including  Lynch  Suspension” 
and  “Radical  External  Sinus  Operations”; 
Dr.  Meyer  Wiener,  Coronado,  Calif.,  “Med- 
ical Ophthalmology”  and  “Surgical  Oph- 
thalmology”; Dr.  Milton  L.  Berliner,  New 
York  City,  “Slit  Lamp  Microscopy”;  Dr. 
Wendell  L.  Hughes,  Hempstead,  N.  Y.,  “Lid 
Reconstruction”  and  “Personal  Procedures 
in  Ophthalmology.” 


The  American  Society  for  the  Study  of 
Sterility 
Sterility  Award 

The  American  Society  for  the  Study  of 
Sterility  is  offering  an  Annual  Award  of 
$1,000  known  as  the  Ortho  Award  for  an 
Essay  on  the  result  of  some  clinical  or  lab- 
oratory research  pertinent  to  the  field  of 
sterility.  Competition  is  open  to  those  who 
are  in  clinical  practice  as  well  as  to  indi- 
viduals whose  work  is  restricted  to  research 
in  basic  fields  or  full-time  teaching  posi- 
tions. The  prize  essay  will  appear  on  the 
program  of  the  forthcoming  meeting  of 
the  American  Society  for  the  Study  of 
Sterility,  which  is  to  be  held  at  the  Sir 
Francis  Drake  Hotel  in  San  Francisco  on 
June  24  and  25,  1950. 

Full  particulars  may  be  obtained  from 
the  Secretary,  Dr.  Walter  W.  Williams,  20 
Magnolia  Terrace,  Springfield,  Mass.  Es- 
says must  be  in  his  hands  by  April  1,  1950. 


The  annual  Neuropsychiatric  Meeting  at 
the  Veterans  Administration  Hospital, 
North  Little  Rock,  Ark.,  for  1950  will  be 
held  at  that  hospital  on  February  23,  24. 
A number  of  nationally  known  leaders  in 
neuropsychiatry  and  related  fields  are  ex- 
pected to  participate,  including  Drs.  Walter 
Alvarez,  Daniel  Blain,  Edwin  F.  Gildea, 
Karl  Menninger,  John  N.  Rosen,  and  others. 
There  will  be  no  charge  for  registration  and 
attendance  of  all  interested  personnel  will 
be  welcomed.  Further  information  may  be 
obtained  by  writing  to  the  Director  of  Pro- 
fessional Education,  Veterans  Hospital, 
North  Little  Rock,  Ark. 
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CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Necrosis  in  the  Coronary  Arteries  of  Newborn 

Infants.  Peter  Gruenwald,  M.D.,  Brooklyn,  N. 

Y.  American  Heart  Journal,  Vol.  38,  No.  6,  pp. 

889-897,  December,  1949. 

The  subject  of  the  present  report  is  a necrotic 
lesion  in  the  coronary  arteries  of  stillborn  and 
newborn  infants.  In  view  of  its  frequent  occur- 
rence it  appears  desirable  to  call  attention  to  these 
findings  even  though  their  significance  for  the 
function  of  the  heart  and  for  the  patient  as  a 
whole  is  not  yet  understood. 

The  author  examined  221  infants  at  autopsy, 
some  of  whom  were  stillborn  and  the  oldest  of 
which  was  three  days.  Of  this  group,  21  showed 
evidence  of  necrosis  in  the  coronary  arteries. 

The  essential  feature  of  the  abnormality  con- 
sisted in  areas  of  necrosis  in  which  are  scattered 
masses  of  eosinophilic  material.  Most  of  these  are 
at  the  border  of  the  media  and  the  adventitia  of  the 
arteries.  These  lesions  extend  toward  the  lumen  of 
the  artery,  replacing  part  o£  the  media.  In  most 
the  intima  is  intact.  Some  extravasation  of  blood 
is  found. 

(Photomicrographs  of  the  arteries  are  shown.) 

Many  of  the  infants  showed  hemorrhages  in  other 
organs  and  tissues,  but  none  of  these  were  constant. 
The  author  points  out  that  it  is  difficult  to  judge 
the  extent  to  which  necrosis  in  the  media  of  arteries 
affects  the  function  of  these  vessels.  Thrombosis 
in  arteries  with  necrosis  is  rare,  and  rupture  of 
an  artery  has  not  been  observed.  Anoxia  may  play 
a part  in  the  necrosis.  No  healing  processes  were 
observed. 

In  all  instances  of  necrosis  of  the  coronary  ar- 
teries, the  infants  were  stillborn  or  died  shortly 
after  birth  and  the  necrosis  of  the  coronary  arteries 
occurs  seven  times  more  frequently  in  infants  with 
hemorrhages  in  the  epicardium  typical  of  asphyxia. 

The  author  is  led  to  believe  that  anoxia  at  birth 
is  probably  the  cause  of  the  necrotic  lesions. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D 
649  Doctors  Building,  Nashville 


Further  Studies  on  the  Effect  of  Irradiation  Ther- 
apy for  Carcinoma  of  the  Cervix  Upon  the  Uri- 
nary Tract.  Houston  S.  Everett,  M.D.,  Bernard 
Brack,  M.D.,  and  George  J.  Farber,  M.D.,  Balti- 
more, Md.  American  Journal  of  Obstetrics  and 
Gynecology,  Vol.  58,  No.  5,  p.  919,  November, 
1949. 


The  urological  study  of  patients  before  and  at 
repeated  intervals  subsequent  to  treatment  of  car- 
cinoma of  the  cervix  by  irradiation  therapy  is  a 
valuable  procedure.  Such  studies  aid  in  the  esti- 
mation of  prognosis,  the  determination  of  response 
to  treatment,  the  early  detection  of  late  recurrence 
of  the  cancer,  and  the  detection  of  urinary  tract 
damage  resulting  from  the  treatment.  The  early 
detection  of  such  irradiation  damage  to  the  urinary 
tract  makes  possible  appropriate  treatment  before 
ureteral  obstruction  has  advanced  to  such  a degree 
as  to  endanger  the  life  of  the  patient.  Radium  is 
potentially  more  dangerous  than  X-ray  therapy  in 
so  far  as  the  production  of  urinary  tract  damage 
is  concerned.  The  potential  danger  to  the  urinary 
tract  and  other  normal  structures  from  radium 
irradiation  is  reduced  by  achieving  the  desired  milli- 
gram hour  dosage  with  smaller  amounts  of  radium 
administered  over  longer  periods  of  time. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Urinary  Tract  Infections  During  Pregnancy.  Hugh 
T.  Beacham,  W.  D.  Beacham,  and  Dan  W.  Bea- 
cham.  New  Orleans  Medical  and  Surgery 
Journal,  Vol.  101,  No.  490,  1949. 

The  incidence  of  urinary  tract  infections  in  the 
female  is  greater  during  pregnancy.  Pyelonephri- 
tis occurs  in  about  2 per  cent  of  all  pregnant  pa- 
tients. Cortical  abscesses  are  unusual;  bacteremia 
is  seldom  found.  Hydroureter  and  hydronephrosis 
are  physiologic  during  pregnancy;  should  this  phys- 
iologic stasis  be  associated  with  infection,  the 
amount  of  stasis  tends  to  increase.  When  chronic 
pyelonephritis  persists  over^a  long  perod  of  time, 
it  has  been  shown  that  hypertension  may  result. 

Urinary  tract  disease  during  pregnancy  may 
cause  low  grade  infections  without  symptoms.  Pain 
is  the  most  frequent  symptom.  When  frequency 
of  urination  is  accompanied  by  dysuria  or  stran- 
gury, an  inflammation  process  is  suspected.  The 
clinical  manifestations  of  the  disease  appear  most 
commonly  during  the  second  and  third  trimesters. 
The  most  important  procedure  in  diagnosis  is  proper 
urinalysis;  a catheterized  specimen  should  be  used. 
Test  of  kidney  function  is  essential  in  determining 
the  extent  of  the  infection.  Cystoscopy  and  radi- 
ography are  essential  for  complete  diagnosis. 

The  majority  of  patients  do  not  require  hospital- 
ization and  can  be  treated  with  sulfadiazine,  0.5  to 
1 gram  after  meals  and  at  bedtime.  In  severe  in- 
fections, bed  rest,  analgesics,  a high  fluid  intake, 
and  sulfadiazine  and  penicillin  are  advised.  Most 
of  the  patients  with  severe  urinary  tract  infection 
during  pregnancy  should  be  given  blood.  If  prompt 
response  does  not  occur,  the  patient  is  considered 
a candidate  for  cystoscopy  and  indwelling  ureteral 
catheters.  In  severe  infections  due  to  Escherichia 
coli,  Proteus  vulgaris,  Aerobacter  aerogenes,  Pseu- 
domonas aeruginosa,  Hemophilus  influenzae,  and 
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Mycobacterium  tuberculosis,  streptomycin  is  the  an- 
tibiotic of  choice.  With  the  exception  of  tubercu- 
losis, there  should  be  response  in  48  to  78  hours. 

Due  to  the  antibacterial  agents,  patients  now 
rarely  require  termination  of  pregnancy  for  the 
control  of  urinary  tract  disease.  In  toxemia  of 
pregnancy  and  sickle  cell  anemia  in  the  Negro, 
interruption  of  pregnancy  is  necessary  to  abort 
the  progression  of  the  disease. 

The  prognosis  for  the  mother  and  infant  is  ex- 
cellent. In  future  pregnancies  there  is  likely  to 
be  a recurrence  of  the  urinary  tract  disease.  The 
authors  have  not  noticed  congenital  malformations 
of  the  offspring  of  patients  with  severe  pyelone- 
phritis. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Self-Inflicted  Injuries  to  the  Eyes.  L.  B.  Somer- 
ville-Large, M.D.  Archives  of  Ophthalmology, 
December,  1949. 

On  the  basis  of  his  experiences  with  360  cases 
among  Indian  troops  in  1942  to  1945,  the  author 
emphasized  that,  although  medical  men  accustomed 
to  work  in  India  were  well  acquainted  with  such 
lesions,  and  he  himself  soon  became  familiar  with 
them,  yet  at  first  he  had  been  mystified  by  en- 
countering lesions  different  from  anything  within 


his  previous  experience.  He  showed  pictures  of 
the  ocular  signs  and  of  the  melancholy  facial  ex- 
pressions of  victims  of  self-inflicted  injury,  and  he 
specially  mentioned  jequirity  seeds  and  fragments 
of  castor  oil  seeds  as  the  favorite  means  of 
producing  lesions  in  the  eye.  The  main  clinical 
features  were:  (a)  membraneous  palpebral  con- 
junctivitis, chiefly  of  the  lower  lids;  (b)  a cor- 
responding lesion  of  the  opposing  area  of  bulbar 
conjunctiva;  (c)  enlargement  of  the  ipsilateral 
preauricular  lymph  node;  and  (d)  edema  of  the 
eyelids.  The  patients  rapidly  responded  to  simple 
remedies,  and  symblepharon  rarely  supervened, 
except  in  cases  of  repeated  self-infliction  of  injury. 
Careful  search  of  the  victim’s  kit  usually  unearthed 
a supply  of  spare  seeds. 

During  the  subsequent  discussion,  Dr.  P.  Merigot 
de  Treigny  mentioned  the  ingenious  simulation  of 
trachoma  on  the  part  of  French  prisoners  deported 
to  work  in  Germany.  These  determined  opponents 
of  the  Reich  would  produce  an  alarming  crop  of 
follicles  by  rubbing  the  upper  fornix  with  an 
aperient  pill,  thus  insuring  repatriation.  Dr.  H.  M. 
Traquair  referred  to  the  employment  of  aluminum 
turnings  by  Continental  fanatics  endeavoring  to 
produce  bloody  tears.  Mr.  R.  C.  Davenport  testified 
to  the  occurrence  of  many  cases  of  similar  self- 
inflicted  injuries  among  Indian  troops  in  France 
during  the  First  World  War.  It  should  be  empha- 
sized that  Dr.  Somerville-Large’s  cases  all  occurred 
among  troops  stationed  at  bases  remote  from  active 
fighting. 


A Distinctive  Sani- 
tarium For  Diagnosis 
and  Treatment  of  Ner- 
vous and  Mental  Dis- 
orders. . . .Alcoholism, 
Narcotic  and  Barbitu- 
rate Addiction. . . Rest 
and  Convalescence. 


EDGE  WOOD 

ORANGEBURG,  SOUTH  CAROLINA 

Edgewood  offers  all  approved  therapeutic  aids.  Complete  bath  depart- 
ments. Living  accommodations  private  and  commodious.  Excellent  climate 
year  'round.  Unusual  recreational  and  physical  rehabilitation  facilities. 
Occupational  therapy.  Specialize  in  electro-shock  and  insulin  therapy. 
Separate  department  alcoholism,  narcotic,  barbiturate  addiction.  Gradual 
reduction  method.  Full  time  Fsychiatrists,  nurses,  and  aides  assure 
individual  care  and  treatment.  For  detailed  information  write 

EDGEWOOD  . ORANGEBURG,  S.  C. 

Orin  R.  Yost,  M.  D.  Psych  atrist-ln-Chie 


FOR  SALE 

Westinghouse  Dermadex  100  Model  363-2  Superficial  Therapy 
X-Ray  Unit.  Ratings:  5MA  at  85  KVC;  4 MA  at  100  KVC  com- 
plete with  Transformer,  and  two  oil  immersed  valves,  pedestal 
control,  main  switch  combined  with  protective  automatic  over  load 
circuit  breaker,  and  pushbutton  type  x-ray  switch,  line  voltage  regu- 
lator and  meter,  and  large  illuminated  milliampere  meter.  Also 
incorporating  electric  automatic  timer. 

Tube  stand  mounted  on  Quadrupod  base  complete  with  West- 
inghouse oil  immersed  type  S Single  focus  shockproof  x-ray  tube 
and  shockproof  cables  and  set  of  four  filters  and  two  cones. 

Also  one  Victoreen  r-Meter,  Model  70  in  a leatherette  case 
with  25  r-Chamber  in  excellent  condition.  Has  never  been  used 
since  being  returned  from  factory  for  checkup  and  complete  over- 
hauling. 

This  equipment  is  a part  of  the  estate  of  the  late  Dr.  J.  S 
Wilson  and  will  be  sold  at  a bargain.  Communicate  with  Dr.  J.  B 
Holder,  Monticello,  Arkansas. 


Qlea'uUew. 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 


First  in  the  South  to  Produce 

• Grade  "A”  Pasteurized  •Homogenized  •Soft  Curd  •Vitamin  "D” 

With  400  U.S.P.  Vitamin  D Units  (Activated  Etgosterol)  Added  Per  Quart 

ANTHONY  PURE  MILK  CO.,  INC.,  504  Woodland  Street 
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PSYCHIATRIC  PROBLEMS  IN  GENERAL  PRACTICE* 

JOSEPH  W.  JOHNSON,  JR.,  M.D.,  Chattanooga 


There  has  come  into  recent  technical 
usage  a resounding  phrase  which  on  oc- 
casion may  cover  a multitude  of  sins.  This 
phrase  is  “The  Healing  Arts.”  As  used  by 
legislative  act  in  this  state  it  includes  Chiro- 
practors, Osteopaths,  and  our  own  profes- 
sion. The  Naturopaths,  thanks  to  an  in- 
formed legislature,  no  longer  march  shoul- 
der to  shoulder  with  us  in  Tennessee.  I pref- 
ace my  paper  today  with  these  remarks  to 
emphasize  that  the  capacity  to  heal  is  an 
endowment  common  to  all  humans  and  one 
shared  in  varying  degree  by  the  ignorant 
ciiid  the  dishonest,  by  the  Good  Samaritan 
and  the  Wise  Phvsician.  Men  have  been 
healed  by  kindness,  by  love,  by  understand- 
ing and  by  faith,  by  backrubb  ng,  foot 
twisting  and  anointing,  by  bright  lights, 
cum  lights,  colored  lights  and  high  colonics, 
by  the  denial  of  sensation  in  matter,  and 
oy  the  laying  on  of  hands,  spittle,  wasp 
uung  and  the  live  cautery. 

It  would  seem  then  that  the  function  of 
our  profession  is  not  but  to  heal,  but  by 
diligent  observation  and  good  judgment 
based  on  increasing  knowledge  of  ourselves 
and  our  fellows  to  heal  as  promptly  and  as 
effectively,  and  thus  as  economically  in 
terms  of  human  life,  as  contemporary 
knowledge  will  permit.  Prompt,  eTective, 
and  therefore  economical  treatment  of  the 
human  usually  rests  on  knowledge  of  the 
human  and  of  limited  diagnostic  and  thera- 
peutic usefulness  must  be  those  practicing 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Chattanooga,  April  11,  12,  IS,  1949. 


The  Healing  Arts  whose  knowledge  of 
humans  is  limited  to  systems  of  treatment 
or  sharply  circumscribed  concepts  of  dis- 
ease. In  terms  of  the  economy  of  human 
life  and  well  being,  such  would  seem  to  be 
uneconomical  practitioners.  In  time  of 
crisis  and  of  national  emergency,  such  as 
war,  particular  recognition  is  made  of  this, 
and,  of  those  practicing  The  Healing  Arts, 
our  profession  has,  of  necessity,  done  the 
job.  These  are  matters  of  some  concern  in 
the  present  embroglio  over  the  health  of  the 
nation  and  the  costs  of  medical  care.  They 
are  also  pertinent  to  this  paper  which  en- 
deavors to  point  out  again  that  Psychiatry 
is  a medical  speciality  which  provides  an 
important  contemporary  source  of  knowl- 
edge of  humans  and  of  illnesses  both  of  the 
spirit  and  flesh  that  humans  fall  heir  to  and 
which  physicians  are  called  upon  to  treat. 
Inference,  at  least,  will  be  made  that  this 
source  of  contemporary  knowledge  can  eco- 
nomically be  applied  to  the  problems  of 
General  Practice. 

Since  history  taking  may  serve  not  only 
diagnosis  but  therapy  it  is  frequently  help- 
ful to  record  certain  physical  findings  which 
may  very  early  be  observed  and  which 
change  during  the  course  of  history  taking. 
This  aspect  of  diagnosis  is  sometimes  like 
poker  playing  and  diagnostic  clues  are  to 
be  had  in  appearance,  language,  respira- 
tions, and  force  of  speech.  It  is  often  par- 
ticularly helpful  to  watch  a patient’s  hands, 
not  just  for  tremors,  but  for  sweating,  hand 
wringing,  Kleenex  clutching,  handkerchief 
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twisting,  evidences  of  nail  breaking,  clean- 
liness and  callouses.  The  face  reveals  clues 
in  pallor,  blushing,  pupillary  size,  tear  level 
and  tics  as  well  as  those  more  characteristic 
groupings  of  facial  muscles  which  we  tend 
to  associate  with  specific  emotions.  In 
short,  physical  examination  should  begin  on 
meeting  the  patient  and  should  continue 
during  the  history  taking  which  itself  may 
be  a matter  of  considerable  stress  or  of 
great  comfort  to  the  patient  with  consequent 
alterations  in  physical  findings. 

Early  on  beginning  work  with  a new  pa- 
tient and  frequently  while  caring  for  one 
we’ve  long  been  concerned  with,  it  is  worth- 
while to  make  an  estimate  of  who  and  what 
we  are  to  the  patient  and  what  the  pat:ent 
is  to  us.  This  patient-physician  relation- 
ship is  one  which  we  recognize  as  important, 
and,  in  discussing  socialized  medicine,  it  is 
one  we  consider  almost  sacrosanct.  It  is 
not  so  sacrosanct  but  that  in  the  private 
practice  of  medicine  it  merits  frequent  and 
critical  appraisal  and  reappraisal.  If,  for 
example,  a physician  is  a source  of  great 
security  to  a patient  with  cardiac  awareness 
not  because  of  the  physician’s  position  as 
a competent  cardiologist  but  because  of  the 
physician’s  position  as  a much  needed,  kind, 
understanding  and  interested  father-image 
the  physician’s  therapeutic  usefulness  is  en- 
tirely different,  will  have  to  be  employed 
in  a different  fashion,  and  different  overall 
results  of  therapy  must  be  anticipated  by 
the  physician.  If  the  physician  does  not  so 
anticipate  his  own  attitude  toward  the  pa- 
tient may  change,  his  own  anxiety  and  ir- 
ritation overflow  and,  though  the  patient 
doesn’t  change,  the  physician’s  hostility  is 
overtly  or  otherwise  reflected  and  to  the 
physician  or  his  office  personnel  the  patient 
becomes  “just  a neurotic.”  More  frequent- 
ly than  not  this  phrase  is  diagnostic  of 
professional  anxiety  rather  than  of  profes- 
sional understanding. 

Failure  to  recognize  this  mechanism,  this 
patient-physician  relationship,  is,  it  seems 
likely,  responsible  for  some  surgery.  The 
physician,  not  recognizing  what  he  is  to  the 
patient  and  failing  to  cure  the  backache  is 
himself  relieved  of  his  own  anxiety  by  the 
persistence  of  a retroverted  uterus  or  some 


enlargement  of  a fibroid.  His  own  tension 
can  further  be  relieved;  he  can  “do  some- 
thing about  it”  . . . there  is  now  no  need 
for  irritation  and  hostility  . . . everything  is 
dandy  ...  to  himself  he  is  a man  who  has 
done  a good  job  of  surgery  . . . and  charged 
no  more  than  a fair  and  decent  fee  ...  to 
the  patient  he  is  what  he  has  been  all  along 
and  can  cut  too.  If  backache,  headaches,  or 
other  “signless  symptoms”  return  to  the 
patient,  the  irritation  and  hostility  may  re- 
turn to  the  physician.  This  time  he  may  get 
the  ovaries  or  suggest  seeing  a psychiatr:st ; 
both  may  be  done  in  irritation. 

A great  deal  of  work  has  been  done  and 
remains  to  be  done  in  understanding  trans- 
ference mechanisms.  It  is  doubtful  if  any 
of  us  who  have  not  been  analyzed  can  be 
considered  equipped  to  handle  much  of  the 
difficulty  that  may  be  encountered,  but  it 
is  imperative  that  we  be  aware  of  the  exis- 
tence if  not  the  full  extent  of  the  interper- 
sonal relationship  that  exists  between  pa- 
tient and  physician.  It  is  a dynamic  and  a 
changing  thing.  Properly  understood  it  is 
therapeutically  useful ; improperly  used  it 
may  be  destructive ; not  recognized  it  may 
impair  the  physician’s  judgment  for  it  ex- 
ists whether  he  recognizes  it  or  not.  One 
can  but  wonder  from  the  point  of  view  of 
diagnosis,  upon  which  economical  medical 
care  must  be  based,  what  diagnostic  vari- 
ables, conscious  and  unconscious  will  be  in- 
troduced to  patient  and  physician,  if  the 
Federal  Government,  anthropomorphized, 
for  example  by  Mr.  Ewing  in  the  role  of  a 
kind  and  wealthy  father  who  can  afford 
what  he  wants  and  is  used  to  getting  it 
(after  all  he  owns  more  potatoes  than  any 
one  else  in  the  world)  enters  the  picture. 

Having  mentioned  that  there  can  be  heal- 
ing in  human  relationships,  suggested 
watching  our  patients  while  history-taking 
because  it  is  an  important  human  relation- 
ship and  urged  that  we  try  to  understand 
more  adequately  the  interpersonal  relation- 
ships between  ourselves  and  our  patients, 
it  seems  reasonable  at  long  last  to  turn  to 
certain  diagnostically  and  therapeutically 
useful  aspects  of  history  taking. 

It  is  customary  in  recording  a history  to 
begin  with  the  chief  complaint  and  then 
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sketch  in  a past  history,  family  history,  and 
system  review.  1 have  always  been  en- 
tranced by  a history  said  to  have  been  re- 
corded at  Bellevue  which  stated  simply, 
“This  echinococcus  cyst  enters  the  hospital 
complaining  of  a thirty-year  old  Italian 
male.”  Episodic  history  taking  may  be 
done  by  a secretary  or  by  having  the  patient 
fill  in  a questionnaire.  Diagnostic  history 
taking,  however,  must  always  be  done  by 
the  diagnostician.  This  must  be  because  of 
five  basic  mechanisms.  These  are  (1) 
“body  language,”  (2)  “transference  up- 
wards of  complaints,”  (3)  forgetfulness, 
(4)  suppression  and,  (5)  repression.  All 
five  of  these  mechanisms  may  enter  into  the 
appraisal  of  the  history  and  should  be 
briefly  mentioned  as  to  nature.  By  “body 
language”  is  meant  the  tendency  to  express 
in  symptomatic  language  an  inner  or  intra 
personal  conflict.  For  example  dizziness  in 
the  insecure  person,  loss  of  appetite,  nausea 
or  vomiting  in  the  person  with  a distaste- 
ful domestic  relationship,  smothering  sen- 
sations in  a person  with  “something  on  his 
chest”.  By  “transference  upwards”  is 
meant  a common  mechanism,  sort  of  a 
symptomatic  euphymism  by  which  a patient 
is  able  to  talk  about  nose  complaints  for 
example  instead  of  genital  difficulties. 
Some  patients  will  forget  what  is  diagnos- 
tically important,  not  because  of  its  emo- 
tional content  but  because  it  simply  had  no 
related  meaning  at  the  time  they  experi- 
enced it.  In  short,  a matter  of  ignorance 
about  cause  and  effect.  Other  material 
which  is  diagnostically  important  is  sup- 
pressed, pushed  as  it  were  to  one  side  in 
order  for  the  patient  to  carry  on  his  person- 
al obligations.  Much  of  this  material  can 
be  brought  out  through  the  establishment 
of  relatively  superficial  relationships  and 
brief  psychotherapy.  Still  other  conflictual 
material  is  repressed  . . . material  that  is 
so  charged  with  emotion  that  in  order  for 
the  ego  to  survive  it  is  buried  with  its 
emotional  content  of  quantum  of  emotional 
charge  in  varying  depths  of  the  uncon- 
scious. This  material  is  sometimes  very 
difficult  to  get  at  and  may  involve  the  use 
of  much  symbolic  history  taking  and  in- 
tense transference  relationships  in  order  to 


bring  it  up  to  a level  of  therapeutic  useful- 
ness. It  is  the  uneconomical  release  of 
much  of  this  conflictual  tension  which  has 
been  suppressed  or  repressed  that  results  in 
the  patient’s  oft  repeated  phrase,  “I’m  ter- 
ribly nervous,  worry  all  the  time  but  really 
I have  nothing  to  worry  about.” 

There  are  certain  aspects  of  history  tak- 
ing that  give  one  clues  to  this  material. 
These  are  perhaps  best  and  most  simply 
brought  out  by  the  description  of  a person- 
ality inventory.  This  technique  of  history 
taking  involves  asking  about  the  forces 
which  shape  the  personality,  particularly 
the  family  in  terms  of  parental  and  family 
configuration.  For  example,  not  how  old 
the  patient’s  father  was  when  he  died  but 
how  old  the  patient  was  when  his  father 
died,  and  what  sort  of  persons  were  mother 
and  father,  how  many  brothers  and  sisters, 
and  what  sort  of  children  they  were  and 
what  sort  of  people  they’ve  grown  up  to  be. 
In  such  a history  one  asks  about  schooling 
and  about  church,  about  parental  surro- 
gates, and  right  and  wrong,  and  of  values 
and  punishments.  There  is  perhaps  no 
more  important  clue  to  personality  needs 
than  the  shaping  influences  of  religious 
feeling.  One  continues  to  develop  the  per- 
sonality inventory  by  work  record,  what  a 
patient  does  for  fun,  whether  they  consider 
themselves  happy  people  or  not,  a review  of 
their  sexual  growth,  marital  history,  chil- 
dren and  home,  what  sort  of  a person  is  the 
husband  or  wife,  and  who  comprise  the  peo- 
ple at  home,  and  something  of  income,  ex- 
penses, and  obligations.  Then  a history  of 
appetite  and  of  sleep.  The  history  of  sleep 
in  some  detail  may  be  of  great  help,  restless 
sleep  or  restful  sleep,  difficulty  in  falling 
asleep,  difficulty  in  waking  up  early,  may 
all  provide  clues.  It  is  usually  worthwhile 
to  ask  not  only  what  the  patient  dreams 
about  but  to  have  the  patient  tell  the  first 
dream  that  comes  to  his  mind,  and  some- 
times very  worthwhile  to  ask  a patient  to 
record  his  dreams  for  a week.  It  is  quite 
likely  that  some  nightmares  throw  more  of 
a strain  upon  the  cardiovascular  mecha- 
nism than  does  relatively  strenuous  physical 
exercise,  but  diagnostically  there  may  be 
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accessible  symbols  of  conflict  which  are 
useful. 

Of  further  diagnostic  and  therapeutic 
help  are  a careful  and  thorough  physical 
and  neurological  examination  with  such  ad- 
ditional X-ray  and  laboratory  aids  as  good 
medical  judgment  may  require.  Many  an 
anxious  patient  is  made  more  anxious  by 
repeated  elaborate  procedures  though  these 
may  do  much  to  allay  the  anxiety  of  the 
physician.  Certain  laboratory  aids  are  use- 
ful in  overt  personality  changes.  Blood 
Kahn  and  Spinal  Fluid  Wassermann,  of 
course;  the  BMR  and  Cholesterol  at  times 
and  rather  frequently  in  this  area  where 
bromides  in  various  forms  are  readily  avail- 
able, a Serum  Bromide. 

There  are  certain  psychological  tests 
which  seem  useful.  Some  at  present  are 
largely  of  investigative  usefulness  in  the 
field  of  general  diagnosis.  Three  of  these 
tests  I use  at  times  and  wish  to  present 
briefly  as  illustrations  of  many  that  may  at 
times  be  useful.  The  three  are  projective 
tests.  The  first  is  the  Murray  Apperception 
Test.  It  consists  of  twenty  cards,  all  but 
one  having  a picture.  Here  on  the  screen 
is  the  first  card.  The  patient  is  asked  to 
tell  a story  which  each  picture  illustrates, 
tell  what  has  happened,  what  is  happening 
and  what  is  going  to  happen.  There  is  a 
tendency  for  the  patient  to  identify  himself 
with  the  picture  and  at  times  a great  deal  of 
unconscious  material  can  be  brought  out. 
(2)  The  Rorschach.  This  test  is  also  a pro- 
jective one,  has  been  variously  referred  to 
as  the  “inkblot  test.”  It  consists  of  ten 
cards,  each  presenting  an  inkblot  made  by 
placing  ink  on  a piece  of  paper  and  folding. 
Two  of  the  first  five  cards  have  some  red  in 
addition  to  the  black.  Three  of  the  last  five 
present  many  colors.  This  is  the  first  card. 
Just  as  the  electrocardiograph  gives  us 
some  information  as  to  the  conduction  of 
the  impulse  through  the  myocardium,  so  the 
Rorschach  gives  us  some  information  as  to 
the  conduction  and  blocking  of  interests 
over  and  around  a stimulus.  The  diagnos- 
tician is  interested  not  only  in  what  a pa- 
tient sees  but  how  and  where  he  sees  it.  He 
is  concerned  wfith  form  responses,  color  re- 
sponses, detail  responses,  movement  re- 


sponses, to  illustrate  a few  of  several  re- 
sponses that  are  helpful.  (3)  The  Bender- 
Gestalt.  This  is  another  projective  test 
which  may  be  given  in  a very  few  minutes 
requiring  only  a pad  of  paper,  set  of  cards 
and  a pencil.  It  is  based  on  how  we  see  a 
stimulus  and  are  able  to  reconstruct  that 
stimulus  taking  into  consideration  that  our 
seeing  of  it  and  our  reconstruction  of  it  is 
modified  by  our  total  self.  The  cards  are 
given  one  at  a time  and  the  patient’s  simply 
asked  to  draw  what  he  sees  on  the  card. 
He  is  told  at  the  onset  that  there  are  nine 
cards,  and  not  only  how  he  constructs  each 
figure  but  where  he  puts  each  figure  in  re- 
gard to  the  whole,  is  of  some  diagnostic 
help. 

Illustrate 

(Slide)  The  first  is  the  Murray  Apper- 
ception Test.  It  consists  of  twenty  cards, 
all  but  one  having  a picture.  This  is  the 
first  card.  I offer  it  to  you  to  show  you  an 
example  of  the  cards  in  that  test. 

The  patient  is  asked  to  tell  a story — what 
has  happened,  what  is  happening  and  what 
is  going  to  happen.  Frequently  a consider- 
able amount  of  unconscious  material  may 
be  developed  because  of  the  patient’s  ten- 
dency to  identify  himself  with  a person  in 
the  picture. 

May  I illusti’ate  it  in  this  way : Most  of  us 
might  say,  here  is  a little  boy  who  is  bored 
stiff  with  studying  the  violin,  and  who 
wishes  he  could  go  out  and  play  baseball 
with  the  other  boys.  That  patient’s  story 
we  will  accept  as  an  average  one. 

The  patient,  however,  may  say  that  this 
is  a poor,  helpless  crippled  child  who  is  par- 
tially blind  because  of  a tumor  of  the  left 
eyeball,  and  is  staring  forlornly  at  a broken 
violin  string.  He  has  an  entirely  different 
approach  to  the  problem.  There  are  twenty 
of  these  cards,  and  through  working  with 
them  one  may  develop  conflictual  uncon- 
scious material.  The  cards  do  not  make  the 
diagnosis — they  enable  one  to  study  the 
patient. 

(Slide)  This  is  the  first  slide  of  the  Rors- 
chach test.  This  test  has  been  discussed  a 
great  deal.  It  has  also  been  referred  to  as 
“the  ink-blot  test,”  a useful  test.  It  alone 
is  not  a diagnostic  test.  Frequently  it  may 
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be  of  extraordinary  help.  A battery  of 
these  tests  may  be  of  even  more  help.  We 
use  this  test  just  as  we  would  the  electro- 
cardiogram. The  electrocardiogram  does 
nothing  but  trace  the  course  of  electrical 
impulse  through  the  myocardium,  and  one 
may  observe  blocking  of  the  impulse,  for 
example.  As  for  this  first  card  of  the 
Rorschach  many  of  you  men  may  see  this 
as  a sacrum ; others  may  see  it  as  a bat ; 
still  others  may  be  much  more  concerned 
with  a woman’s  figure  in  here.  Here  are 
her  hips,  and  here  she  is  kneeling.  Some 
will  see  in  the  white  space  eyes  and  a 
mouth ; others  will  see  an  angel  with  wings 
outstretched,  or  a strange  fish  out  here. 

One  is  concerned,  then  with  following  the 
personality  interests,  blocking  and  other- 
wise, around  this  stimulus,  just  as  one  is 
concerned  with  the  electrocardiograph  in 
following  the  impulse  around  through  the 
myocardium.  One  is  concerned  not  only 
with  what  the  patient  sees  but  how  and 
where  the  patient  sees  it.  The  patient  may 
spend  all  his  time  working  around  little 
edge  details  here,  and  describing  funny 
faces  here,  an  eye  here  and  an  ear  here ; he 
does  not  see  the  whole  response.  One  is  con- 
cerned also  with  form  and  with  movements. 
One  is  concerned  also  with  the  use  of  color, 
because  two  of  the  first  five  cards  have  color 
in  the  form  of  red,  and  three  of  the  last  five 
cards  have  a great  deal  of  color.  The  hand- 
ling of  color  as  well  as  the  handling  of  form 
is  an  important  determinent. 

As  I say,  I am  not  offering  these  slides  to 
talk  about  the  Rorschach  test,  in  the  detail 
the  test  merits,  but  to  bring  to  your  atten- 
tion a useful  diagnostic  aid. 

(Slide)  The  last  group  is  the  Bender-Ges- 
talt test.  It  was  developed  by  Lauretta 
Bender  in  1938,  and  some  work  has  been 
done  with  it.  There  is  very  little  work  yet 
accessible  and  very  little  bibliography  on 
it.  The  test  consists  of  nine  cards.  You 
ask  the  patient  to  draw  just  what  he  sees 
on  the  card.  On  the  left,  here,  I have  put 
up  for  contrast  the  tracings  of  the  card, 
circles,  squares,  a row  of  dits,  a little  row 
of  circles  here,  and  configurations. 

The  concept  of  the  test  is  briefly  that  we 
see  in  terms  of  our  experiences.  We  follow 


a visual  image.  Those  of  you  who  can’t  see 
my  legs  presume  that  I have  legs.  You 
put  the  legs  on  me,  although  you  don’t  know 
it.  None  of  you  know  whether  I am  wear- 
ing a colostomy  belt  or  not.  I’m  not. 
(Laughter.)  If  I were  you,  I wouldn’t  put 
it  there  as  you  see  me  unless  you  knew  me 
rather  well. 

Ask  the  patient  to  draw  what  he  sees  as 
he  is  looking  at  the  card.  Here  is  a person 
considered  normal.  This  is  an  agency  man- 
ager of  an  insurance  company.  He  has  no 
symptomatic  complaints.  He  is  married 
and  has  children,  and  is  a reasonably  well- 
adjusted  man  with  no  particular  illness  that 
I am  aware  of.  He  draws  the  patterns 
pretty  well,  arranging  the  cards  as  he 
chooses  to  arrange  them  here. 

Here,  interestingly  enough,  is  one  of  an 
architect.  He  is  a graduate  of  a large  uni- 
versity, a very  effective  architect  and  a 
skilled  draftsman.  He  wanted  $25,000 
worth  of  insurance  at  standard  rates  and 
had  been  rejected  because  of  a questionable 
history  of  angina.  Actually  the  man  is  so 
angry  that  he  destroys  all  relationship  here. 
He  rotates  this  card  over;  he  spoils  this 
relationship  here ; he  starts  down  here  and 
swings  up  there.  He  puts  this  on  top  of 
the  other,  and  look  at  the  difficulty  he  has 
with  this ! 

I am  not  going  into  the  symbolic  meaning 
of  this — I am  simply  illustrating  this  as  one 
way  of  observing  a patient. 

(Slide)  In  this  instance,  here  is  the  con- 
trol tracing.  The  patient  is  one  with  severe 
hypertensive  encephalopathy.  The  rela- 
tionships are  entirely  destroyed.  The  circle 
is  up  here,  the  square  down  here.  He  has  a 
great  deal  of  difficulty  with  this  figure. 
This  one  is  almost  destroyed,  as  is  this. 
Again  there  is  rotation  over  this  way.  In 
short,  this  man  has  a visual  motor  aphasia, 
which  one  might  expect  with  a brain  that 
looks  as  damaged  as  his  retinal  vessels  do. 

(Slide)  This  is  a rather  successful  man 
in  town,  a graduate  of  an  eastern  univer- 
sity, an  excellent  athlete  who  as  a child  had 
severe  migraine  headaches,  who  handled  his 
anger  badly  and  occasionally  broke  his  golf 
clubs.  He  took  out  his  anger  in  golf. 

At  the  time  of  his  father’s  death  and  his 
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stepmother  taking  over  a great  deal  of  the 
handling  of  the  will,  with  a great  deal  of  ir- 
ritation to  him,  he  developed  an  ulcer.  He 
had  his  stomach  removed  at  one  of  the 
teaching  centers  in  the  State.  Here  you 
find  a man  who  is  so  angry  that  he  takes 
these  drawings,  expands  them,  and  rotates 
every  one  of  them  in  a sinistrad  fashion. 
He  takes  this  horizontal  figure  and  swings 
it  90  degrees;  this  one  is  swung  over,  and 
this  is  rotated  up  35  degrees.  The  man’s 
anger  destroys  what  he  sees  and  what  he 
is  able  to  do  with  what  he  sees. 

(Slide)  This  is  the  control.  This  is  an 
example  of  a person  who  came  to  me  be- 
cause of  severe  tension  headaches.  When 
he  drew  this  he  was  so  tense  that  he  ground 
into  the  paper.  He  makes  his  relationships 
all  right,  and  interestingly  enough  he  puts 
them  down  1,  2,  3,  4,  5,  6,  7 and  8,  like  that. 
The  man  is  so  tense,  however,  that  he  prac- 
tically bores  a hole  in  the  paper.  He  has 
a tension  headache. 

He  was  treated  superficially  in  regard  to 
external  stresses — the  fact  that  he  had  too 
big  a mortgage  on  his  house,  he  didn’t  get 
a bonus,  the  chenille  industry  was  doing 
badly.  He  got  a great  deal  better.  Three 
weeks  later  he  came  in  and  made  exactly 
the  same  mistakes.  He  arranges  these  fig- 
ures exactly  the  same  way,  but  he  is  much 
less  tense  now.  He  has  had  no  headaches 
since  the  verbalization  of  his  difficulties, 
and  now  we  will  say  he  has  a milder  ap- 
proach to  life  on  paper. 

(Slide)  This  is  the  control.  Here  is  a 
very  interesting  woman.  I was  asked  to  see 
her  because  of  a question  of  intestinal  ob- 
struction. She  had  had  thirty-five  hospital 
admissions  and  had  had  a great  deal  of  sur- 
gery. There  was  a history  of  a mass  in  the 
pelvis  seen  by  an  obstetrician  and  gynecolo- 
gist, who  felt  he  had  better  watch  it  rather 
than  submit  her  to  further  surgery. 

The  patient  and  I began  work  regarding 
the  structure  of  her  personality.  Interest- 
ingly enough  in  terms  of  transferrence,  her 
first  dream  was  that  she  was  back  in  the 
hospital,  that  her  husband  was  there,  that 
he  was  now  a doctor  and  was  going  to 
operate  on  her.  We  worked  through  a lot 
of  her  background,  a great  deal  of  anxiety 


and  hostility,  and  a tendency  to  transfer  to 
her  doctor  with  great  positive  intensity, 
and  then  to  find  an  excuse  to  rebel. 

An  excellent  cardiologist  could  not  see 
her  one  night,  and  therefore  “he  wasn’t  in- 
terested in  me.”  Somebody  told  her  she 
had  some  gall-bladder  stones.  She  got  very 
angry  with  me,  as  I told  her  she  would,  and 
she  called  me  and  “laid  me  out,”  as  the 
phrase  goes,  because  I suggested  she  go 
back  to  the  gynecologist  who  had  felt  the 
mass.  For  valid  psychiatric  reasons  I had 
not  done  a pelvic  and  thought  it  sensible  for 
the  man  who  had  felt  the  mass  before  to 
decide  whether  it  had  grown,  because  I was 
not  anxious  to  do  surgery. 

She  subsequently  did  have  the  mass  re- 
moved after  seeing  three  other  physicians, 
but  not  the  gynecologist  who  had  examined 
her  earlier.  Here  you  see  she  is  not  able  to 
bring  the  relationships  in  these  cards  to- 
gether. She  doesn’t  even  see  them  together. 
In  this  one  she  not  only  puts  the  square  up 
here,  but  she  rotates  this  and  again  is  not 
able  to  bring  them  together  in  relationships 
that  are  visually  rather  simple.  There  is  a 
destruction.  There  is  a destruction  in  the 
way  she  sees  the  world,  and  when  this  is 
compared  with  her  Rorschach  we  have  a 
woman  who  is  functioning  pretty  effectively 
in  the  community  as  a wife  and  a mother, 
but  who  has  to  have  periodic  escape;  fre- 
quently it  has  been  surgery.  I think  it  will 
continue  to  be  in  surgery,  for  someone  told 
her  she  has  a gall  bladder  with  stones  in  it, 
although  she  may  find  some  modus  operand i 
without  using  this. 

(Slide)  This  is  an  example  of  a patient 
with  whom  we  were  working  both  from  the 
point  of  view  of  suggestive  hypnosis  and 
diagnostic  hypnosis.  I asked  him  (39  years 
old  and  a college  graduate)  if  he  remem- 
bered who  his  first-grade  teacher  was  and 
the  children  in  the  room  with  him.  He 
said  “Sure,”  so  he  wrote  down  his  school 
teacher’s  name  and  the  names  of  four  of 
the  children  in  school  with  him. 

He  was  then  hypnotized  and  told  that  he 
was  six  years  old,  and  in  the  post-hypnotic 
phase  he  was  asked  to  write  down  the 
names  of  his  school  teacher  and  the  children 
in  class  with  him. 
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Here  you  see  his  handwriting  as  a 39- 
year-okl  man.  Here,  hypnotized,  and  re- 
duced to  the  age  of  six,  you  have  the  hand- 
writing of  a six-vear-old  child.  He  even 
remembered  the  name  of  one  little  girl 
whom  he  had  forgotten  at  first.  He  also 
used  nicknames  and  wrote  like  a six-year- 
old,  holding  the  pencil  like  this  and  barely 
able  to  write. 

This  is  shown  to  illustrate  the  use  of 
hypnosis  as  a diagnostic  aid ; that  is,  to  go 
back  into  memory.  This  patient  has  been 
regressed  hypnotically  to  various  levels, 
Rorschachs  have  been  done  on  him  at  differ- 
ent levels,  and  various  other  tests  have  been 
done  at  different  age  levels,  in  an  effort  to 
establish  the  background.  This  is  simply 
a rather  interesting  sort  of  vaudevillian 
demonstration  of  what  can  be  done  in  med- 
ical hypnosis,  though  1 can’t  say  that  I have 
helped  this  lad  very  much. 

While  patients  are  at  times  helped  by  the 
reassurance  of  an  understanding  history 
and  a careful  examination,  others  may  be 
helped  by  pointing  out  that  one  can  only 
experience  emotions  with  a body,  that  it’s 
as  normal  for  a heart  to  speed  to  the  stimu- 
lus of  fear  as  it  would  be  after  climbing  a 
flight  of  steps,  that  these  difficulties  are  not 
“imaginary”  but  the  pain  of  a colon,  spastic 
because  of  tension  is  real  pain,  that  there  is 
nothing  imaginary  about  a person  so  badly 
frightened  he  wets  his  britches,  that  it  is 
a real  phenomenon  with  treatment  logically 
directed  not  at  the  bladder  but  at  the  fear. 
Patients  are  at  times  tremendously  relieved 
by  simple  descriptions  of  the  autonomic 
nervous  system.  Other  patients  unhelped 
by  examination  and  superficial  understand- 
ing may  require  much  more  insight.  How 
much  insight  the  patient  can  accept  is  some- 
times a matter  of  difficult  judgment.  Ma- 
terial which  leads  to  the  physician’s  diag- 
nostic armamentarium  can  at  times  be  ob- 
tained by  free  association,  by  analysis  of 
dreams,  by  pentothal  and  amytal  inter- 
views, and  hypnotic  procedures  all  of  which 
may  be  used  therapeutically.  Illustrate  as 
a matter  of  judgment  in  general  practice, 
it  would  seem  wisest  for  that  physician  who 
is  endeavoring  to  help  a patient  develop 
insight  to  let  the  patient  set  the  pace  and 


not  impose  his  own  interpretation  and  un- 
derstanding of  such  insight,  but  wisest  of 
all  is  to  recognize  as  in  every  other  branch 
of  medicine  when  to  call  for  help,  a matter 
again  which  requires  judgment  of  one’s 
own  professional  aptitudes,  and  of  patient 
needs,  and  a knowledge  of  what  there  is  to 
be  done. 

Summary 

The  capacity  to  heal  is  a function  com- 
mon to  all  humans,  shared  in  varying  de- 
gree by  the  ignorant  and  the  dishonest,  by 
the  Good  Samaritan  and  the  Wise  Physician. 
The  function  of  our  profession  is  to  heal  as 
promptly  and  as  effectively  as  contempo- 
rary knowledge  will  permit.  Psychiatry  is 
a medical  specialty  which  provides  an  im- 
portant source  of  contemporary  knowledge 
pertinent  to  human  ills  of  flesh  and  spirit. 
This  information  is  proving  increasingly 
useful  in  the  field  of  Internal  Medicine,  a 
specialty  practiced  it  is  said  by  men  too  lazy 
to  deliver  babies  and  too  clumsy  to  do  sur- 
gery but  which  nonetheless  bears  the  basic 
diagnostic  responsibilities  of  General  Prac- 
tice. The  symptoms  of  a gastric  neurosis 
are  the  same  as  the  symptoms  of  operable 
or  salvagable  gastric  carcinoma.  While 
certain  procedures  have  been  outlined  in 
this  paper  which  are  helpful  diagnostically 
and  therapeutically  in  regard  to  the  former, 
diagnostic  responsibility  regarding  the  lat- 
ter cannot  be  overlooked  by  the  physician 
endeavoring  to  heal  promptly  and  effective- 
ly and  therefore  as  economically  as  contem- 
porary knowledge  will  permit. 

DISCUSSION 

DR.  C.  J.  RUILMANN  (Memphis,  Tennessee): 
Mr.  President,  Dr.  Johnson,  ladies  and  gentlemen: 

I have  enjoyed  every  word  of  Dr.  Johnson’s  paper, 
and  I feel  humble  because  I must  say  that  Dr. 
Johnson’s  paper,  from  work  done  by  an  internist, 
would  do  credit  to  a good,  down-to-earth  psychia- 
trist. Dr.  Johnson  was  talking  thoroughly  sound 
medicine,  and  he  didn’t  even  use  many  new  or 
queer-sounding  words. 

I believe  the  fact  that  within  the  past  week  the 
state  legislature  had  to  go  to  all  the  trouble  of 
voting  again  on  a bill  about  the  naturopaths  means 
something  to  us;  that  there  must  be  a lot  of  sick 
folks  who  aren’t  getting  what  they  want  and  what 
they  need  from  the  medical  profession.  It  doesn’t 
seem  to  me  it  makes  any  difference  whether  an  in- 
dividual is  sick  because  of  some  organic  structural 
change  or  from  some  functional  cause.  As  long  as 
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it  incapacitates  him  to  a greater  or  lesser  degree, 
he  is  sick — and  he  has  got  to  he  helped  in  some  way. 

Certainly  what  Dr.  Johnson  says,  (which  I 
thoroughly  believe)  does  leave  some  space  for  psy- 
chiatry as  a medical  specialty.  There  are  some 
psychiatric  cases,  even  some  cases  in  which  the  in- 
volvement is  largely  psychosomatic,  which  are  dif- 
ficult and  very  time-consuming  to  treat,  and  we 
must  recognize  those  people  undoubtedly  can  be 
helped  and  handled  a little  better  by  those  men 
who  spend  all  of  their  time  in  the  practice  of  psy- 
chiatry. 

But  that  is  a small  percentage.  Most  of  the  psy- 
chosomatic disorders,  and  a great  many  of  the 
milder  psychiatric  disorders,  not  only  can  be 
handled  by  the  general  practitioner,  the  internist, 
men  in  all  the  other  specialties,  but  I am  very  sure, 
as  a matter  of  experience,  that  they  are  better 
handled  by  the  general  practitioner  than  by  the 
full-time  specialist  in  the  field  of  neuropsychiatry. 
There  are  a lot  of  good  reasons  behind  that  which 
we  cannot  go  into  now. 

The  patient  who  shops  from  physician  to  phy- 
sician for  medical  care  has  been  a problem  for  all 
of  us.  Every  physician  is  startled  now  and  then 
to  hear  a patient  complain  bitterly,  and  often  un- 
truthfully, about  a medical  colleague.  Generally, 
we  recognize  that  these  complaints  about  our  col- 
leagues are  untrue  and  unfounded,  and  we  are  like- 
ly to  credit  the  wandering  patient  with  a bit  of 
malignant  lying.  Perhaps  the  statements  made  by 
the  patient  are  not  true  but  this  does  not  neces- 
sarily mean  bad  intention  on  the  part  of  the  pa- 
tient. Instead,  such  things  might  represent  one  of 
the  things  that  Dr.  Johnson  brought  before  us; 
namely,  a negative  aspect  of  this  all-important 
patient-physician  relationship.  When  the  patient 
has  failed  to  find  the  comfort  and  support  he  needs 
in  this  relationship,  something  drastic  is  likely  to 
happen.  Not  uncommonly  aggressive  and  hostile 
feelings  which  can  be  aroused  from  an  unpleasant 
and  sometimes  dangerous  inter-personal  relation- 
ship are  worked  off  by  exaggerated  complaints  con- 
cerning the  former  physician.  I do  not  know  how 
often  we  think  about  these  things  but  they  are 
quite  realistic  facts  which  play  a big  role  in  the 
professional  success  of  all  of  us. 

I would  like  to  stress  some  of  the  points  that  Dr. 
Johnson  made.  I think  we  need  to  give  a little 
thought  to  the  fact  that  when  emotional  systems 
behave  in  a disordered  fashion,  when  there  are 
somatic  repercussions  of  such  disordered  function- 
ing, such  somatic  symptoms  as  may  arise  are  just 
about  as  mundane,  down-to-earth,  as  the  well-rec- 
ognized urinary  frequency  that  medical  students 
have  just  before  an  examination.  They  take  differ- 
ent forms,  but  they  are  likely  to  mean  just  about 
the  same  thing,  and  most  of  the  time  can  be  handled 
at  a fairly  superficial  level  and  with  a gratifying- 
sort  of  feeling  to  the  physician  who  does  it. 

The  fact  that  bottled-up,  aggressive  drives  have 
something  to  do  with  the  perpetuation  of  an  exist- 
ing hypertension  is  not  strange.  I think  it  is  sim- 


ply the  demonstration  of  basic  physiology,  just  ex- 
actly as  you  see  it  when  a stomach  containing  some 
indigestible  and  unwanted  object  shows  violent  and 
somewhat  disordered  contractions. 

In  the  latter  case  we  are  prepared  to  accept  it. 
We  know  that  is  what  happens  in  the  stomach.  1 
don’t  think  there  is  any  real  difference  between  the 
two  sorts  of  things.  Now  and  then  we,  ourselves, 
may  have  failed  to  leave  room  in  our  thinking 
about  some  of  the  less  obvious  things — in  fact, 
some  of  the  things  which  were  not  properly  stressed 
when  we  went  to  medical  school. 

I would  like  to  re-emphasize  some  other  points. 
Emotionally  sick  people  have  not  cornered  the  mar- 
ket on  emotional  experiences.  Anxiety,  for  ex- 
ample, is  not  the  sole  property  of  the  person  with 
an  anxiety  neurosis.  You,  I,  the  patient,  the 
storekeeper  who  handles  your  change,  all  of  us 
have  anxieties.  That  is  not  wrong  or  abnormal. 
Difficulties  come  in  the  handling  of  the  anxieties, 
whether  the  anxieties  are  about  as  strong  as  they 
should  be  in  terms  of  a real  circumstance  or  wheth- 
er perhaps,  instead,  we  meet  current  present  day 
events  with  anxieties  that  spring  from  within,  that 
may  be  left  over  from  many  past  events;  as  such, 
as  you  well  know  from  your  own  practices,  they 
can  be  a source  of  disablement  to  the  patient. 

Then  there  is  the  matter  of  words.  Sooner  or 
later  we  get  into  those,  of  course.  As  Dr.  Johnson 
pointed  out,  a lot  of  people  come  in  and  say,  “I  am 
nervous.  There  doesn’t  seem  to  be  anything  else 
wrong  with  me — I’m  just  nervous.”  It  is  so  very 
simple  to  ask  the  patient  a few  leading  questions, 
not  about  any  mysterious  psychological  back- 
ground, but  only  for  his  definition  of  the  word 
“nervous”  as  he  uses  it. 

It  is  a universal  word,  and  as  far  as  I know  it 
has  no  earthly  meaning  at  all  in  medical  science, 
but  we  hear  it  all  the  time.  If  we  just  take  the 
time  to  sit  down  and  find  out  what  the  patient  is 
talking  about!  Sometimes  he  means  he  just  broke 
his  leg  and  is  worried  about  his  job;  sometimes  he 
means  that  he  hates  his  mother-in-law  very  bitterly 
and  wishes  she  were  dead;  sometimes  he  means 
that  he  can’t  quite  catch  up  with  his  monthly  in- 
debtedness. 

The  important  thing  is  that  we  find  out  what  he 
is  talking  about.  That  is  time  well  spent.  Fre- 
quently we  hear  physicians  make  the  statement, 
“I  don’t  have  time  to  go  into  those  things.”  I be- 
lieve, without  being  able  to  prove  it,  that  such  time 
is  not  only  well  spent  but  that  when  it  comes  to 
the  chronic,  little-bit-sick  patients,  the  ones  who 
should  have  gotten  well  a long  time  ago  but  haven’t, 
the  ones  whose  physical  findings  do  not  seem  par- 
ticularly to  match  up  with  somatic  symptoms  that 
they  have,  we  probably  will  save  time  by  beginning 
with  a little  longer  interview  and  finding  out  a 
little  bit  more  about  the  underlying  difficulties,  to 
the  end  that  the  patient’s  number  of  calls  on  the 
physician’s  time  is  cut  down  a good  deal.  We  don’t 
spend  more  time — probably  less  time — in  the  long 
run. 
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I do  hope  that  al)  of  us  have  a chance  to  review 
word-for-word  Dr.  Johnson’s  paper.  It  makes  a 
lot  of  sense,  and  it  has  been  a privilege  to  he  here 
this  morning  to  hear  it. 

DISCUSSION 

DR.  L.  C.  SANDERS  (Memphis):  Dr.  Johnson 
has  presented  us  with  a very  valuable  discussion  on 
the  psychosomatic  problems  encountered  in  general 
practice.  A large  per  cent  of  patients  whom  we  see 
have  a neurosis  as  the  background  for  their  illness. 

I want  to  place  emphasis  upon  one  or  two  things 
mentioned  by  Dr.  Johnson:  First,  a person  who 
has  numerous  complaints  rarely  has  serious  or- 
ganic disease.  The  difficulty  is  to  determine  which 
symptoms  belong  to  the  neurosis  group  and  which 
are  actually  due  to  disease.  Very  careful  history, 
a complete  physical  examination,  and  what  special 
laboratory  and  x-ray  studies  are  indicated  should 
rule  out  the  majority  of  patients  with  organic 
disease.  After  the  patient  has  been  assured  there 
is  no  pathology  present  to  account  for  the  symp- 
toms, a good  psychosomatic  history  can  usually  be 
obtained  if  the  physician  is  careful  in  his  question- 
ing of  the  patient.  The  majority  of  people  who  are 
sick  believe  they  have  some  serious  disease  and  do 
not  express  the  reason  for  their  somatic  complaints 
unless  urged  to  do  so.  To  obtain  a good  history  the 
physician  may  have  to  delve  deeply  into  the  pa- 
tient’s past  life  to  get  a clear  picture  of  the  facts 
which  are  responsible  for  the  chain  of  nervous 
symptoms  recorded. 

When  the  history  reveals  one  of  the  psychosomat- 
ic patterns  outlined  by  Dr.  Johnson,  the  treatment 
is  based  upon  an  attempt  to  bring  the  patient  back 
to  normal  thinking  and  to  break  the  vicious  cycle 
which  caused  the  nervous  imbalance. 


Recently  a patient  consulted  me  stating  she  had 
been  examined  by  twelve  different  physicians  and 
none  of  them  had  been  able  to  relieve  her.  This 
was  evidence  that  her  trouble  was  probably  not 
organic.  A careful  diagnostic  survey  failed  to 
reveal  any  organic  disease.  The  psychosomatic- 
history  disclosed  a long  story  of  frustrations  and 
incompatibilities.  She  is  now  making  an  honest 
effort  to  get  well. 

Dr.  Johnson  has  given  us  a good  practical  basis 
for  treating  these  patients  suffering  from  somatic 
symptoms,  and  I have  derived  much  benefit  from 
his  discussion. 

CLOSING  DISCUSSION 

DR.  JOSEPH  W.  JOHNSON  (Chattanooga): 
Gentlemen,  I have  been  interested  in  this  subject 
because  as  a physician  I am  concerned  with  my 
profession.  My  father  was  a general  practitioner 
in  this  town  for  a number  of  years,  and  my  grand- 
father was  a country  practitioner  in  Alabama  for 
many  years. 

I feel  very  strongly  that  we  are  failing  when  the 
naturopath  bill  came  up  again.  The  needs  of  people 
cannot  be  ignored  or  else  we  fail  as  physicians. 
Because  nobody  can  question  our  love,  admiration 
and  respect  for  Dr.  Qualls,  I feel  perfectly  justified 
in  taking  issue  with  him  on  a statement  in  the 
morning  paper,  to  the  effect  that  if  we  had  social- 
ized medicine  our  hospitals  would  be  full  of  hypo- 
chondriacs, neurotics  and  malingerers. 

It  is  my  earnest  feeling  that  the  physician  should 
be  caring  for  hypochrondriacs,  neurotics,  and,  if 
not  malingerers,  it  frequently  takes  a skilled  phy- 
sician to  recognize  a malingerer. 

I am  very  grateful  to  Drs.  Sanders  and  Ruilmann 
for  their  remarks  and  for  this  Association’s  giving 
me  permission  to  speak  to  them.  (Applause). 
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GLAUCOMA— SURGICAL  COMPLICATIONS* 


PHILIP  MERIWETHER  LEWIS,  M.D.,  Memphis 

In  this  paper  no  attempt  will  be  made  to 
discuss  the  surgical  complications  of  all 
the  operations  that  have  been  devised  for 
glaucoma.  I will  confine  myself  to  those 
procedures  used  routinely  in  my  practice, 
namely:  Iridectomy,  corneoscleral  trephin- 
ing, iridencleisis,  cyclodialysis  and  cyclo- 
diathermy. 

Iridectomy 

Iridectomy  is  used  principally  for  nar- 
row angle  glaucoma  in  the  acute  stage  or  in 
the  period  immediately  following  the  acute 
attack.  As  the  anterior  chamber  is  often 
very  shallow  it  is  difficult  and  dangerous 
to  make  the  incision  either  with  a keratome 
or  with  a cataract  knife.  The  layers  of  the 
cornea  may  be  split  with  the  keratome  so 
that  the  final  entry  is  too  far  anterior  to 
the  iris  root.  The  lens  capsule  may  be  in- 
jured with  the  point  of  the  keratome  on 
entering  the  anterior  chamber,  or  on  with- 
drawing it.  During  the  latter  maneuver  if 
the  point  of  the  keratome  is  tilted  too  far 
forward  in  an  effort  to  avoid  the  lens,  the 
corneal  endothelium  may  be  seriously 
damaged.  On  entry,  the  keratome  point 
may  engage  the  iris  and  cause  an  iridodialy- 
sis,  hemorrhage  or  both. 

To  avoid  these  complications,  which 
should  never  occur  unless  the  anterior 
chamber  is  very  shallow,  the  incision  should 
be  made  ah  externo,  after  turning  down 
ia  small  conjunctival  flap.  This  is  a rela- 
tively easy  and  safe  procedure  and  requires 
Duly  a few  minutes  more  time  than  the 
usual  keratome  incision. 

Such  serious  complications  as  lens  dis- 
locations, vitreous  loss  and  total  iridodi- 
ialysis  are  almost  always  due  to  the  patient’s 
jmisbehavior,  which  is  due  to  the  surgeon’s 
ifailure  in  preparing  him  properly.  Gen- 
jeral  anesthesia,  preferably  pentothal  sodi- 
ium,  may  be  necessary  if  the  patient  is  very 
jnervous  and  unruly,  and  the  eye  acutely  in- 
flamed. However,  in  most  cases  the  sur- 
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gery  of  acute  glaucoma  can  be  performed 
safely  under  local  anesthesia  by  sufficient 
preoperative  sedation  plus  ample  retrobul- 
bar and  subconjunctival  injections  of  pro- 
caine with  epinephrine. 

CORNEO-SCLERAL  TREPHINATION 

A complication  that  may  sometimes  occur 
during  operation  is  buttonholing  or  tearing 
the  conjunctival  flap.  Occasionally  it  can 
be  closed  successfully  with  a six-o  purse- 
string suture.  If,  as  is  usually  the  case, 
the  hole  is  just  at  the  corneo-scleral  junc- 
tion, closure  is  difficult.  Unless  the  tre- 
phine opening  has  already  been  made  it  is 
wise  to  abandon  the  original  position  and 
do  the  operation  to  one  side  or  even  below. 
If  the  trephine  opening  has  been  made  and 
the  hole  cannot  be  closed  properly  with 
sutures  the  following  procedure  is  neces- 
sary : Complete  the  operation  as  usual — 

do  the  iridectomy  and  suture  the  conjuncti- 
val flap  and  Tenon’s  capsule.  Then  dissect 
the  conjunctiva  cleanly  from  the  limbus  on 
either  side  of  the  trephine  opening,  thus 
preparing  a Van  Lint  sliding  flap.  With  a 
knife  or  a small  sharp  curet  remove  the 
epithelium  from  the  cornea  just  below  the 
trephine  opening  and  horizontally  across 
to  the  limbus  on  each  side.  Then  suture 
the  conjunctival  flap  to  the  episcleral  tissue 
of  the  limbus  just  distal  to  the  11  and  1 
o’clock  positions. 

Intraocular  hemorrhage  usually  stops 
spontaneously  and  should  be  irrigated  out. 
Scleral  bleeding  is  controlled  by  touching 
with  the  actual  cautery  or  diathermy. 

The  trephine  blade  must  be  sharp  and 
held  properly  at  a right  angle  to  the  limbus, 
otherwise  the  button  of  sclera  may  be  cut 
through  imperfectly  and  its  entire  removal 
made  very  difficult,  resulting  in  early  clo- 
sure of  the  opening.  It  is  desirable  to  put 
no  instrument  whatever  into  the  trephine 
opening  unless  absolutely  necessary. 

Vitreous  loss  is  a very  serious  complica- 
tion, usually  preventing  successful  filtra- 
tion so  that  the  operation  is  a failure.  It 
should  be  prevented  by  not  trephining  too 


February,  1950 


GLAUCOMA— SURGICAL  COM  PLICATIONS— Lewis 


45 


far  posteriorly  and  by  avoiding  undue  pres- 
sure and  roughness  in  operating. 

Postoperative  complications  are  (1)  iri- 
tis, (2)  failure  of  the  anterior  chamber  to 
reform,  (3)  failure  of  filtration,  (4)  cata- 
ract formation,  (5)  hypotony,  (6)  prolapse 
of  iris  and  (7)  endophthalmitis  or  panoph- 
thalmitis. These  complications  are  listed 
in  the  order  of  frequency  in  which  they 
have  occurred  in  my  experience.  Prolapse 
of  the  ciliary  body  is  not  listed  because  I 
have  never  diagnosed  it.  It  undoubtedly 
has  occurred  in  some  cases  in  which  the 
operation  failed. 

(1)  Iritis  has  occurred  rather  frequent- 
ly, requiring  the  use  of  neosynephrine,  heat 
and  milk  injections  in  addition  to  atropine. 
The  patient  should  remain  in  the  hospital  as 
long  as  there  is  a definite  iritis.  Usually  it 
subsides  within  ten  days. 

(2)  I like  the  anterior  chamber  to  restore 
on  the  third  day.  It  worries  me  if  it  has 
not  reformed  on  the  fifth  day.  If  it  has  not 
restored  on  the  seventh  day  an  injection  of 
air  should  be  done.  This  may  be  done 
rather  easily  by  the  method  of  Paul  Chand- 
ler, without  removing  the  patient  from  his 
bed.  When  the  anterior  chamber  stays  flat 
too  long  adhesion  of  iris  and/or  lens  to 
cornea,  adhesions  of  iris  to  lens,  and  rapid 
cataract  formation  will  occur. 

(3)  Failure  of  filtration  means  failure 
of  the  operation.  It  may  be  due  to  fibrotic 
closure  of  the  scleral  opening,  prolapse  of 
ciliary  processes  into  the  opening,  or  dense 
adhesions  of  the  conjunctiva  to  the  opening 
and  the  surrounding  sclera.  While  some 
have  reported  good  results  from  dissecting 
down  the  flap  and  reopening  the  wound,  in 
my  hands  this  has  failed  due  to  the  forma- 
tion of  even  more  scar  tissue. 

(4)  Any  glaucoma  operation  seems  to 
hasten  the  formation  of  cataract  in  elderly 
patients.  It  seems  to  me  that  it  occurs 
most  frequently  after  trephines. 

(5)  In  my  opinion  hypotony  is  not  seri- 
ous and  I have  never  had  a case  that  showed 
marked  degeneration  from  it,  although 
several  have  had  a pressure  below  12  mm. 
for  years.  In  most  cases  no  treatment  is 
indicated.  Two  patients  who  have  had  one 
h.vpotonous  eye  and  one  with  normal  ten- 


sion have  been  followed  for  a number  of 
years.  In  both  cases  the  soft  eye  has  main- 
tained the  better  vision.  The  following 
case  report  illustrates  this. 

Case  Report:  K.  B.,  white  female,  was  42 
years  old  in  July  1935  when  I did  a bilateral 
trephine  for  chronic  simple  glaucoma  (wide 
angle).  On  the  right  eye  a 1 mm.  trephine 
was  used  and  on  the  left  a 2 mm.  blade. 
Since  that  time  the  pressure  has  remained 
from  18  to  20  mm.  O.  D.  and  from  6 to  8 
mm.  O.S.  Vision  remained  the  same,  about 
20/30,  for  over  14  years  although  the  left 
eye  always  had  too  large  a bleb  and  de- 
cided hypotony.  (Kodachrome  photo- 
graphs.) Both  eyes  now  have  nuclear  cata- 
racts, more  advanced  in  the  firmer  eye. 
Vision  is  better,  20/50  in  the  hypotonous 
eye  and  only  20/100  in  the  other  eye. 

(6)  In  my  experience  prolapse  of  the  iris 
after  operation  is  very  rare.  Should  it 
occur,  it  should  be  dealt  with  promptly  by 
dissecting  down  the  conjunctival  flap  and 
excision  of  a large  section  of  iris. 

(7)  I have  encountered  two  cases  of 
panophthalmitis,  2 and  6 years  respectively 
after  trephination,  both  requiring  eviscera- 
tion. In  a much  larger  number  of  iriden- 
cleises  I have  had  only  one  case  of  panoph- 
thalmitis which  developed  seven  years 
after  a successful  operation.  While  I have 
not  had  the  opportunity,  it  seems  possible 
that  if  a case  of  endophthalmitis  were  seen 
in  an  early  stage,  that  intensive  treatment 
with  modern  chemotherapy  and  antibiotics 
might  check  the  infection  before  a hopeless 
panophthalmitis  developed.  Irrigation  of 
the  anterior  chamber  with  penicillin  or 
streptomycin  should  be  tried,  and  probably 
intravitreal  injections. 

IRIDENCLEISIS 

There  are  very  few  complications  which 
occur  at  the  time  of  operation.  Injury  to 
the  lens  and  corneal  endothelium  can  occur 
in  cases  with  very  shallow  anterior  cham- 
bers, but  this  can  be  avoided  by  making 
the  incision  ab  externo. 

Hemorrhage  into  the  anterior  chamber  is 
rarely  severe  and  should  be  removed  by  ir- 
rigation. Scleral  bleeding  should  be  checked 
by  touching  with  the  cautery.  Occasional- 
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ly  an  iris  pillar  may  slip  back  into  the 
anterior  chamber,  but  if  drawn  well  into 
the  wound  angle  it  will  not  occur.  If  it  hap- 
pens great  care  must  be  taken  in  regrasping 
it  with  forceps  because  the  lens  may  be  in- 
jured. 

Complications  occurring  post-operative- 
ly  are  (1)  failure  of  the  anterior  chamber 
to  reform  (2)  closure  of  the  wound  with 
complete  failure  of  filtration  (3)  cataract 
formation  (4)  hypotony  with  excessive  bleb 
formation  (5)  panophthalmitis  and  (6) 
sympathetic  ophthalmia. 

(1)  Usually  the  anterior  chamber  has  re- 
formed by  the  third  or  fourth  post-oper- 
ative day.  If  it  has  not  reformed  in  one 
week  it  constitutes,  in  my  opinion,  a serious 
complication.  Permanent  central  opacity  of 
the  cornea  and  rapid  formation  of  cataract 
are  likely  to  occur.  Injection  of  air  by  the 
method  of  Chandler  will  restore  the  anterior 
chamber  by  pushing  the  lens  and  iris  back 
from  the  cornea. 

(2)  Closure  of  the  wound  and  failure  of 
all  filtration  results  in  some  cases.  Early 
massage  tends  to  prevent  it.  In  some  cases 
in  which  there  is  no  apparent  filtration  the 
tension  can  be  maintained  within  normal 
levels  by  the  use  of  miotics  post-operatively, 
when  they  had  no  effect  preoperatively.  In 
most  cases  however,  reoperation  of  some 
type  will  be  necessary. 

(3)  Cataract  formation  may  occur  but  in 
my  experience  has  been  less  frequent  than 
after  trephination.  Failure  of  the  anterior 
chamber  to  reform  quickly  is  a potent  source 
of  lens  clouding. 

(4)  Hypotony,  with  excessively  large 
blebs  occurred  in  both  eyes  of  one  of  my 
patients  (Kodachromes  shown.)  This  is 
a very  rare  development.  One  of  these 
blebs  became  so  large  as  to  seriously  inter- 
fere with  vision  and  comfort.  It  was  also 
very  disfiguring.  Surgical  removal  was 
done  three  years  after  the  iridencleisis  op- 
eration. A conjunctival  flap  was  dissected 
and  brought  down  to  cover  the  denuded 
area.  Vision  improved  and  the  eye  became 
comfortable.  For  a short  while  the  pres- 
sure rose  to  35  mm.  and  required  miotics, 
but  soon  filtration  resumed  and  the  tension 


fell  to  12  and  later  10  mm.  An  increase 
in  the  size  of  the  bleb  reoccurred  and  may 
eventually  require  further  surgery. 

The  specimen  removed  was  a white, 
opaque,  gelatinous  mass,  measuring  10x5x2 
mm.  It  was  examined  by  H.  C.  Wilder  of 
the  Army  Institute  of  Pathology  and  re- 
ported as  follows:  “The  surface  epithelium 
is  irregular,  but  generally  atrophic.  The 
conjunctival  stroma  is  replaced  in  part  by 
dense  connective  tissue,  with  stellate  cells 
indicating  continued  proliferation.”  (Photo- 
micrographs shown.)  This  unnatural  pro- 
liferative scar  of  the  conjunctiva  should 
probably  be  considered  a keloid. 

(5)  Panophthalmitis.  This  is  a very  rare 
complication  of  iridencleisis.  I have  had 
one  case  occurring  seven  years  after  a per- 
fectly successful  operation.  When  seen  one 
week  after  the  inflammation  began,  it  was 
impossible  to  determine  by  history  or  exam- 
ination whether  the  panophthalmitis  de- 
veloped from  a conjunctivitis  which  spread 
through  the  scleral  opening,  or  whether  it 
was  a metastatic  infection. 

(6)  Sympathetic  Ophthalmia.  This  aw- 
ful complication  has  been  reported,  but 
fortunately  is  exceedingly  rare.  I have 
never  had  a case  and  feel  that  the  remote 
possibility  of  its  occurrence  should  not 
deter  one  from  performing  this  most  val- 
uable operation  for  glaucoma. 

Cyclodialysis 

This  operation  is  used  by  the  writer  only 
for  the  relief  of  increased  intraocular  pres- 
sure in  aphakia.  In  this  condition  it  is 
the  operation  of  choice. 

The  principal  complications  at  the  time 
of  operation  are  (1)  hemorrhage  into  the 
anterior  chamber  (2)  perforation  of  the 
choroid  and  (3)  injury  to  the  endothelium 
and  Descemet’s  membrane. 

(1)  Hemorrhage  into  the  anterior  cham- 
ber may  be  brisk  and  serious.  The  injection 
of  air,  as  recommended  by  Barkan  and  also 
by  Randolph  is  valuable  in  its  control.  Pres- 
sure with  a firmly  rolled  moist  cotton 
sponge  over  the  sclera,  with  the  spatula 
in  position,  as  suggested  by  O’Brien  is  also 
useful  in  checking  hemorrhage. 

(2)  Perforation  of  the  choroid  in  making 
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the  scleral  incision  should  never  happen.  If 
the  incision  is  made  with  “flat”  of  the  knife 
and  slanted  anteriorly  so  as  to  bevel  the 
incision  there  is  no  danger  of  perforation. 
If  the  spatula  “hugs”  the  sclera  during  its 
passage  into  the  anterior  chamber  it  will 
not  tear  the  choroid,  nor  injure  the  ciliary 
body.  In  one  case  in  which  I injected  air, 
the  choroid  was  perforated  with  the  tip 
of  the  gold  canula  and  air  was  injected  into 
the  vitreous.  Fortunately  no  serious  dam- 
age resulted. 

(3)  Injury  to  the  endothelium  and  to 
Descemet’s  membrane  will  occur  if  the  tip 
of  the  spatula  is  allowed  to  scrape  against 
the  back  of  the  cornea.  This  may  produce 
a permanent  opacity  of  that  area.  To  avoid 
this  the  spatula  should  not  be  thrust  too  far 
or  too  vigorously  into  the  anterior  chamber. 

Complications  occurring  after  operation 
are  few,  if  any,  except  for  failure  to  lower 
the  pressure.  This  is  due  to  closure  of  the 
cleft.  Avoidance  of  trauma  with  the  spat- 
ula, plus  the  injection  of  air,  with  posi- 
tioning of  the  head  post-operatively 
(Barkan)  makes  closure  of  the  cleft  less 
frequent  and  the  operation  more  often 
successful.  The  daily  use  of  miotics  is  also 
helpful.  If  closure  occurs,  the  operation 
may  be  repeated  in . another  quadrant  or 
even  at  the  same  site. 

Cyclodiathermy 

I have  used  diathermy  of  the  ciliary  body 
a total  of  seventeen  times,  following  the 
technique  of  Dunphy  and  Albaugh.  Good 
results  have  been  reported  by  Stocker  and 
others  from  penetrating  diathermy,  but  I 
have  never  employed  it,  probably  because  of 
undue  fear  of  causing  hemorrhage  or  sym- 
pathetic ophthalmitis.  My  comments  will 
therefore  be  confined  to  the  non-perforating 
procedure.  I consider  it  especially  valuable 
in  uncontrolled  glaucoma  secondary  to 
uveitis. 

The  complications  at  the  time  of  oper- 
ation are  (1)  the  difficulty  of  dissecting 


the  conjunctival  flap  in  cases  having  had 
several  previous  operations  (2)  occasion- 
ally a very  marked  increase  of  tension 
requiring  immediate  posterior  sclerotomy. 
The  post-operative  complications  are  the  re- 
sult of  (1)  overcoagulation  and  (2)  under- 
coagulation. 

( 1 ) The  first  two  patients  on  whom  1 
did  the  operation  developed  an  extreme 
post-operative  reaction  consisting  of  severe 
iridocyclitis,  marked  hypotony  and  cataract 
formation.  One  other  patient  developed  a 
severe  reaction  with  corneal  clouding  below 
and  an  albuminous  exudate  in  the  anterior 
chamber,  both  of  which  cleared  in  about 
ten  days  and  the  pressure  remained  within 
normal  limits. 

(2)  Undercoagulation  causes  no  trouble 
except  that  the  pressure  is  not  lowered  and 
the  operation  has  to  be  repeated,  at  which 
time  the  conjunctival  dissection  will  be 
more  difficult.  I have  had  to  repeat  the  op- 
eration on  three  eyes.  The  operation  has 
not  been  confined  to  patients  with  absolute 
glaucoma,  but  has  been  used  also  in  seeing 
eyes,  on  which  other  surgical  procedures 
and  medications  had  completely  failed.  In 
four  patients  useful  vision  has  been  pre- 
served. Five  operations  were  complete 
failures,  in  twelve  the  tension  was  con- 
trolled either  without  or  with  the  subse- 
quent use  of  miotics. 

Summary  and  Conclusions 

A review'  has  been  given  of  the  main 
complications  occurring  at  the  time  of  oper- 
ation and  post-operatively  in  five  of  the 
surgical  procedures  commonly  used  for  the 
relief  of  increased  intraocular  pressure.  The 
five  operations  are  those  employed  by  the 
writer,  namely,  (1)  iridectomy,  (2)  corneo- 
scleral trephination,  (3)  iridencleisis,  (4) 
cyclodialysis,  and  (5)  cyclodiathermy. 

Suggestions  have  been  made  for  the  pre- 
vention of  the  complications  of  these  oper- 
ations, but  having  occurred,  for  their  con- 
trol or  cure  w'hen  possible. 
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Committee  Membership 

The  editor  received  a letter  recently 
from  a member  of  the  Association  in  which 
he  complained  that  the  standing  committees 
of  the  Association  are  composed  of  physi- 
cians living  in  large  cities.  He  also  pointed 
out  that  some  committeemen  served  on  three 
or  more  different  committees.  The  writer 
closed  with  a request  that  the  smaller  towns 
and  rural  sections  be  represented  on  the 
committees  in  the  future. 

This  friendly  criticism  of  committee  per- 
sonnel is  both  fair  and  unfair.  An  analysis 
of  the  fourteen  committees  of  the  Associa- 
ton  reveals  there  are  eighty  different  com- 
mittee positions.  Of  these  eighty  places, 
two  physicians  hold  membership  on  three 
committees,  six  physicans  are  on  two  com- 
mittees, and  sixty-two  other  men  are  mem- 
bers of  only  one  committee.  These  seventy 
committeemen  are  scattered  all  over  the 
state — from  Memphis  to  Johnson  City,  and 
they  reside  in  a total  of  fourteen  different 
cities  and  towns. 

The  heartening  thing  about  the  complaint 
of  this  member  is  the  hope  that  enough  oth- 
er members  will  feel  the  same  way  about 
serving  the  profession  through  committee 
membership.  Heretofore,  the  Board  of 
Trustees  has  had  difficulty  in  determining 
who  would  serve  willingly  on  the  various 
committees. 

We  are  sure  that  the  Board  of  Trustees 
would  be  glad  to  know  that  more  and  more 


members  of  the  Association  would  gladly 
accept  appointments  and  work  on  the  var- 
ious committees. 

We  recognize  the  invaluable  services  of 
our  many  committeemen,  but  it  must  be 
confessed  that  we,  like  many  other  organi- 
zations, often  work  “willing  horses”  to 
death. 


The  1949  A.  M.  A.  Assessment 

Tennessee  physicians  responded  better 
than  the  average  state  in  the  payment  of 
the  $25  A.  M.  A.  assessment  for  1949. 

We  have  been  advised  that  as  of  January 
9,  1950,  Tennessee  stood  twenty-first  on  the 
list  of  the  fifty-three  constituent  state  and 
territorial  associations.  Since  then  we  have 
forwarded  assessments  for  an  additonal  137 
members.  At  the  final  accounting,  Tennes- 
see may  be  expected  to  stand  within  the 
upper  third. 

The  assessment  record  of  Tennessee  by 
counties  is  as  follows : 


Counties 

No. 

Members 

Paid 

Anderson-Campbell 

26 

Bedford 

14 

Blount 

21 

Bradley 

13 

Cocke 

6 

Consolidated 

118 

Cumberland 

1 

Davidson 

262 

Dickson 

9 

Dyer,  Lake,  Crockett 

22 

Fentress 

2 

Franklin 

8 

Giles 

8 

Greene 

16 

Hamblen 

19 

Hamilton 

165 

Henry 

9 

Hickman 

0 

Humphreys 

0 

Jackson 

3 

Knox 

132 

Lauderdale 

0 

Lincoln 

11 

Macon 

2 

Maury 

16 

Monroe 

8 

Montgomery 

15  , 

McMinn 

14 

Obion 

7 

Overton 

6 

Perry 

0 

Putnam 

12. 

Roane 

35 
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=,  Warren,  Van  Buren 
llson 
Williamson 


4 

24 

4 

7 

402 

9 

27 

6 

7 

45 

12 

2 

13 

0 


Total  Number  of  Assessments 

Collected  1,542 

Total  Amount  Collected  $38,550 


The  1950  Meeting 

The  one  hundred  fifteenth  annual  session 
of  the  Tennessee  State  Medical  Association 
will  be  held  in  Memphis,  April  10,  11,  12, 
1950. 

On  the  first  day  of  the  meeting  (April  10) 
the  House  of  Delegates  will  have  its  first 
session.  It  is  hoped  that  all  the  business 
of  the  meeting  can  be  transacted  at  this 
Monday  meeting,  and  that  only  the  election 
of  officers  will  be  left  for  the  Wednesday 
session.  However,  if  necessary,  the  House 
may  meet  on  Tuesday  also.  The  time  for 
the  election  of  officers  is  set  for  Wednesday. 

All  officers  and  committees  are  requested 
to  send  their  reports  for  March  publication. 
The  delegates  will  know  what  business  is 
to  be  transacted,  and  it  is  believed  that 
sessions  on  the  two  days  will  be  sufficient. 

Group  Meetings 

On  Monday,  April  10,  several  other  meet- 
ings will  be  held.  Plans  are  well  developed 
for  these  meetings,  and  official  announce- 
ment will  be  made  later.  However,  these 
tentative  arrangements  will  be  of  interest 
to  many  Tennessee  doctors. 

Academy  of  Ophthalmology  and 
Otolaryngology 

This  meeting  will  be  held  on  Monday. 
The  program  will  be  given  by  the  mem- 
bers. No  guest  speaker  is  being  invited. 

Tennessee  State  Pediatric  Society 

The  pediatricians  will  meet,  as  usual,  on 
the  Monday  preceding  the  scientific  session. 


There  will  be  two  guests  addressing  the 
session.  The  guests  are  Dr.  Ralph  Platou  of 
New  Orleans  and  Dr.  J.  C.  Jaudon  of  St. 
Louis. 

Dr.  Platou  will  remain  in  Memphis  for 
an  address  to  the  scientific  session  Tuesday. 

Tennessee  Pathological  Society 
The  members  of  the  Tennessee  Patholog- 
ical Society  will  meet  Monday.  Each  mem- 
ber is  planning  to  bring  interesting  slides 
with  him,  and  the  discussions  will  be  based 
on  the  specimens  offered. 

Tennessee  Academy  of  General  Practice 
The  General  Practitioners  will  meet  for  a 
scientific  session  Monday,  a business  meet- 
ing and  a banquet.  Not  only  are  the  mem- 
bers urged  to  be  present,  but  general  prac- 
titioners from  all  over  the  state  are  invited 
to  attend  these  Monday  sessions. 

The  guest  speaker  of  the  Monday  meeting 
will  remain  in  Memphis  to  address  the  Tues- 
day scientific  session. 

Tennessee  Radiological  Society 
The  roentgenologists  will  supply  a guest 
speaker  for  the  general  session  on  Wednes- 
day morning.  Then  there  will  be  luncheon 
and  informal  discussion  throughout  the 
afternoon. 

Social  Activities 

No  convention  plans  would  be  complete 
without  the  Auxiliary.  Their  full  program 
will  be  published  in  the  official  handbook. 
It  can  be  announced  that  on  Tuesday  the 
Auxiliary  will  be  host  to  the  Association  at 
the  Country  Club.  The  Wednesday  night 
banquet  will  be  for  both  doctors  and  their 
wives.  This  is  a change  from  the  former 
custom  of  having  a stag  banquet  for  the 
men  and  another  banquet  for  the  Auxiliary. 

Full  announcements  of  other  activities 
will  be  in  the  next  month’s  issue. 


DEATHS 


Clay  Faulkner  Crowder,  M.D.,  Maryville; 
University  of  Tennessee  School  of  Medi- 
cine, 1899;  aged  75;  died  January  12,  1950. 


William  B.  Lovingood,  M.D.,  Maryville; 
Lincoln  Memorial  University  Medical  De- 
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partment,  Knoxville,  1904 ; aged  77 ; died 
suddenly  January  23,  1950. 


Thomas  Lowery  McCarter,  M.D.,  Knox- 
ville; Lincoln  Memorial  University  Medical 
Department,  Knoxville,  1912;  aged  64;  died 
January  15,  1950. 


Walter  Sharber  Dooley,  M.D.,  Crossville; 
University  of  Tennessee  School  of  Medicine, 
1910;  aged  65;  died  suddenly  January  24, 
1950. 


Walter  A.  Bell,  M.D.,  Vanleer;  University 
of  Nashville  Medical  Department,  1911; 
aged  62;  died  suddenly  January  13,  1950. 


John  Richard  Gott,  M.D.,  Murfreesboro; 
University  of  Nashville  Medical  Depart- 
ment, 1898;  aged  74;  died  December  23, 
1949. 


RESOLUTIONS 


Whereas,  On  December  23,  1949,  Dr.  J.  R. 
Gott  passed  away  at  his  home  in  Murfrees- 
boro; and 

Whereas,  He  finished  his  medical  courses 
in  1898  at  the  University  of  Nashville,  which 
merged  later  with  the  Medical  School  of  the 
Un’versity  of  Tennessee;  and 

Whereas,  He  was  soon  thereafter  appoint- 
ed physician  by  Governor  Benton  McMillan 
for  the  State  Prison,  which  was  then  located 
at  Inman,  Tennessee,  and  was  later  moved 
to  Petros,  Tennessee ; and 

Whereas,  Afterwards  he  was  appointed 
resident  physician  for  the  Bon  Air  Coal 
Company  at  Cliffy;  Tennessee ; and 

Whereas,  After  postgraduate  courses  in 
New  York  he  located  in  Murfreesboro  in 
1920  and  engaged  in  a very  active  practice 
until  the  time  of  his  death;  and 

Whereas,  He  served  as  President  of  the 
Stones  River  and  Rutherford  County  Medi- 
cal Society,  as  President  of  the  Middle  Ten- 
nessee Medical  Association,  and  as  Presi- 
dent of  the  Staff  of  the  Rutherford  Hospi- 
tal ; and 

Whereas,  He  was  awarded  Certificates  of 
Merit  by  the  Tennessee  Medical  Association 


and  the  Medical  School  of  the  University  of 
Tennessee  for  having  served  faithfully  and 
efficiently  his  fellow  man  for  fifty  years  in 
general  practice ; and 

Whereas,  He  was  a faithful  member  of 
the  Stones  River  and  Rutherford  County 
Academy  of  Medicine  since  his  coming  to 
Rutherford  County  and  had  manifested  all 
along  a keen  interest  in  the  welfare  of  the 
medical  profession  and  his  fellow  man  ; now, 
therefore,  be  it 

Resolved,  That  the  membership  of  the 
Rutherford  County  and  Stones  River  Acad- 
emy of  Medicine  hereby  expresses  its  deep 
regret  in  the  loss  of  this  physician,  and  that 
a copy  of  these  resolutions  be  spread  on  the 
minutes  of  the  Rutherford  County  and 
Stones  River  Academy  of  Medicine  and 
copies  sent  to  Mrs.  J.  R.  Gott,  Murfreesboro, 
Tennessee,  and  the  Journal  of  the  Tennes- 
see Medical  Association. 

J.  B.  Black,  Chairman 
A.  J.  Jamison 
J.  A.  Scott 


AND  WE  QUOTE 


Dear  Doctor  Hardy: 

I note  in  the  Nashville  papers  that  a 
report  by  Dr.  Hutcheson  and  Dr.  Tucker 
indicate  there  are  fewer  doctors  on  a pop- 
ulation basis  in  Tennessee  than  in  some 
other  sections  of  the  country. 

While  there  is  a scarcity  of  medical  and 
nursing  personnel  in  many  rural  areas,  I 
am  glad  to  see  this  condition  being  allevi- 
ated by  the  establishment  of  clinics  and  the 
construction  of  community  hospitals.  On 
the  other  hand,  there  are  sufficient  doctors 
to  take  care  of  all  phases  of  illness  in  metro- 
politan centers  and  in  towns  like  Franklin, 
Columbia,  Clarksville,  Springfield,  Pulaski, 
and  Lebanon. 

We  cannot  always  accept  figures  at  face 
value.  Some  patients  require  two  minutes 
in  a doctor’s  office,  others  two  hours,  yet 
neither  is  being  favored  nor  neglected. 
And  the  needs  in  any  population  group 
would  vary  from  time  to  time.  If  we  have 
a smaller  doctor-to-population  ratio  in  Ten- 
nessee than  in  New  York,  we  should  also 
remember  that  we  have  a smaller  per  capita 
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income  as  well.  Then,  we  are  thankful  for 
our  Anglo-Saxon  people,  who  are  easier  to 
please,  more  appreciative,  and  less  demand- 
ing. 

I followed  public  health  work  for  a long 
time  before  entering  private  practice,  and 
still  have  within  my  makeup  a spirit  of 
public  interest  and  public  service,  and,  1 
trust,  an  unselfish  interest  in  the  human 
needs  of  my  fellow  man.  But  I,  and  my 
fellow  practitioners,  also  have  an  interest 
and  concern  for  the  welfare  of  organized 
medicine.  Those  with  whom  I have  talked 
agree  that  any  study  and  report  of  this  or 
similar  nature  should  be  in  concert  with 
representatives  of  state  and  local  medical 
societies,  including  doctors  in  small  towns 
and  rural  areas.  An  assessment  of  the 
opinions  of  others,  and  composite  views  of 
different  individuals,  will  lend  strength  to 
any  conclusion  that  may  be  reached.  It  is 
hoped  that  no  one  will  become  panicky  and 
demand  the  use  of  public  funds  to  furnish 
an  oversupply  of  improperly  trained  doctors 
on  a “hurry-up”  basis.  In  keeping  with 
public  and  human  needs,  we  also  want  phy- 
sicians of  quality  as  well  as  quantity,  and 
we  must  maintain  a proper  balance  with 
government  units  at  all  levels. 

All  doctors  in  active  practice  in  Wilson 
County  are  gladly  paying  the  $25  A.  M.  A. 
dues  which  will  be  sent  in  when  officers  for 
1950  are  elected. 

Yours  very  truly, 

R.  C.  Kash,  M.D.,  Secretary, 
Wilson  County  Medical  Society. 


SECRETARY’S  LETTER 

George  F.  Lull,  M.D.,  Secretary  and  General  Manager 
American  Medical  Association 
535  North  Dearborn  Street,  Chicago  10,  Illinois 


Dear  Doctor: 

Many  types  of  letters  are  addressed  to 
the  president  of  the  American  Medical  As- 
sociation, but  Dr.  Ernest  E.  Irons  received 
one  last  week  that  is  a No.  1 morale  builder. 

Reading  it,  said  Dr.  Irons  with  a smile, 
one  becomes  suddenly  aware  of  a fresh 
breeze  blowing  through  tired  brain  cells. 

The  letter  did  not  come  from  a doctor.  It 
was  written  by  Mr.  Joseph  Christensen  of 


the  Progressive  Cafeterias  of  Chicago  and 
reads  as  follows : 

“I  cannot  put  M.D.  after  my  name,  but  I 
can,  at  least  for  a while,  still  put  U.S.A. 
As  a consequence,  please  accept  the  enclosed 
check  for  $25  as  a slight  token  of  regard 
for  my  doctor  and  all  his  colleagues.  These 
are  my  ‘dues’  as  a citizen,  and  I hope  they 
will  help  in  your  fight  against  socialized 
medicine. 

“A  people  without  guts  are  soon  a nation 
without  guts ; and  if  it  should  become  nec- 
essary to  remove  any  part  of  mine,  I want 
to  pick  my  man  and  pay  his  charge  without 
a precinct  captain  getting  his  nose  in  my 
anatomy.” 

F.  B.  /.  Agents  Still  at  Work  in  A.  M.  .4. 
Building.  Five  agents  from  the  Chicago 
office  of  the  Federal  Bureau  of  Investigation 
are  still  at  work  at  A.  M.  A.  headquarters 
checking  the  records  of  various  bureaus  and 
councils. 

When  the  agents  started  their  job  early 
in  October,  Attorney  General  Howard  Mc- 
Grath, former  chairman  of  the  Democratic- 
National  Committee,  announced  in  Wash- 
ington that  the  Justice  Department  wanted 
to  know  if  any  monopoly  existed  in  connec- 
ton  with  prepaid  medical  care  plans. 

The  agents  are  still  using  the  Board  of 
Trustees  room  as  their  workshop.  So  far, 
they  have  checked  the  records  of  the  Secre- 
tary’s Office,  the  Judicial  Council,  the  Board 
of  Trustees,  the  Council  on  Medical  Service, 
the  Cooperative  Medical  Advertising  Bu- 
reau. and  the  Council  on  Medical  Education 
and  Hospitals.  The  men  are  now  scanning 
the  records  of  the  Bureau  of  Medical  Eco- 
nomic Research.  It  is  not  known  how  much 
longer  the  job  will  take. 

International  Medical  Visitors’  Bureau. 
The  British  Medical  Association  has  estab- 
lished an  International  Medical  Visitors’ 
Bureau  at  the  British  Medical  Association 
House,  Tavistock  Square,  London,  W.  C.  1. 
in  order  to  provide  a personal  advisory  serv- 
ice to  medical  practitioners  visiting  the 
United  Kingdom.  The  medical  director  of 
the  Bureau  is  Dr.  H.  A.  Sandiford.  Infor- 
mation is  available  at  the  Bureau  on  post- 
graduate education  facilities,  and  visits  to 
hospitals  and  clinics  can  be  arranged. 

Joins  Industrial  Health  Staff.  Dr.  Ray- 
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mond  Hussey,  Dean  of  the  School  of  Occu- 
pational Health,  Wayne  University,  Detroit, 
has  joined  the  staff  of  the  Council  on  Indus- 
trial Health  as  Scientific  Director.  In  order 
to  take  the  position,  Dr.  Hussey  has  relin- 
quished his  membership  on  the  Council.  He 
has  been  a member  since  1941,  serving  as 
wce-chairman  for  the  past  several  years. 

Bureau  Shoivs  Phenomenal  Growth.  Op- 
erating in  behalf  of  34  member  journals, 
the  A.  M.  A.  Cooperative  Medical  Advertis- 
ing Bureau  secured  approximately  $650,000 
gross  advertising  revenue  during  the  fiscal 
year  which  ended  November  30,  1949.  This 
was  2.45  per  cent  more  than  1948,  despite 
the  fact  that  other  publications  were  down 
about  6.3  per  cent. 

Alfred  Jackson,  director,  says  the  Bureau 
has  experienced  phenomenal  growth  since 
1943,  increasing  its  advertising  sales  vol- 
ume 244  per  cent.  This,  he  says,  indicates 
the  recognition  which  state  medical  jour- 
nals have  received  from  advertisers. 

Association  of  Interns  Linked  to  Reds. 
The  Association  of  Interns  and  Medical 
Students,  commonly  referred  to  as  A.  I.  M. 
S..  is  still  having  its  share  of  troubles. 

At  its  recent  annual  convention  at  the 
University  of  Chicago,  the  association  voted 
to  “disaffiliate”  from  the  Communist  dom- 
inated International  Union  of  Students, 
but — 

“At  the  same  time,”  said  the  Chicago 
Tribune,  “the  organization,  which  claims 
2,000  members  among  medical  students, 
hospital  interns,  and  resident  physicians, 
voted  to  cooperate  with  the  International 
Union  of  Students  (I.  U.  S.)  in  arranging 
exchange  of  students,  and  to  ask  I.  U.  S.  to 
issue  identity  cards  to  American  students.” 

Continuing,  the  Tribune  story  said: 

“Of  the  I.  U.  S.  report  271  of  the  House 
Committee  on  Un-American  Activities  said: 

“ ‘The  World  Federation  of  Democratic 
Youth  brought  into  being  the  International 
Union  of  Students,  which  held  a meeting  in 
Prague,  August  17  to  31,  1946.  The  ad- 
ministration and  direction  of  this  project 
was  entrusted  to  a 17-man  executive  com- 
mittee, of  whom  12  were  known  Commu- 
nists.’ 

“Halsted  Holman  of  Yale,  1948  president 
of  A.  I.  M.  S.,  is  a vice-president  of  the 


I.  U.  S.  Louis  P.  Rowland  of  New  Haven 
Hospital,  retiring  A.  I.  M.  S.  president,  was 
one  of  the  sponsors  last  July  in  New  York 
of  the  Bill  of  Rights  conference  of  the  Civil 
Rights  Congress,  labeled  ‘subversive  and 
communist’  by  Attorney  General  Clark.” 

Dr.  Hawley  Quits  Blue  Cross-Blue  Shield 
Post.  Dr.  Paul  R.  Hawley  has  resigned  as 
chief  executive  officer  of  the  Blue  Cross  and 
Blue  Shield  commissions  to  become  director 
of  the  American  College  of  Surgeons,  effec- 
tive March  1.  No  one  has  yet  been  named 
to  succeed  him. 

Dr.  Malcolm  MacEachern  will  become 
director  emeritus  of  the  American  College 
of  Surgeons  and  will  continue  to  head  the 
hospital  standardization  program  and  will 
assist  with  other  special  activities. 

Dr.  Hawley  said  that  in  his  new  job  he 
will  try  to  g£t  physicians  and  surgeons  in 
closer  contact  with  private  prepayment 
plans  for  medical  and  hospital  care. 


COMMITTEE  ON  TRAUMA,  AMERICAN 
COLLEGE  OF  SURGEONS 

(Prepared  by  the  Subcommittee  on 
Rehabilitation  ) 


The  Care  of  Hand  Injuries* 

I V — Lacerated  W o unds 

I.  Protection  of  the  Hand  (Abstract  of  Ar- 
ticle I) 

The  first-aid  care  of  wounds  of  the  hand 
is  directed  fundamentally  at  protection.  It 
should  provide  protection  from  infection, 
from  added  injury,  and  from  future  disa- 
bility and  deformity.  The  best  first-aid 
management  consists  in  the  application  of 
a sterile  protective  dressing,  a firm  com- 
pression bandage,  and  immobilization  by 
splinting  in  the  position  of  function. y No 
attempt  should  be  made  to  examine,  cleanse, 


*This  is  the  fourth  of  a series  of  articles  on  The 
Care  of  Hand  Injuries.  This  material  is  prepared 
by  the  American  Society  for  Surgery  of  the  Hand 
and  is  distributed  by  the  Committee  on  Trauma, 
American  College  of  Surgeons,  through  its  Regional 
Committees. 

f Position  of  function  or  position  of  grasp:  wrist 
hyperextended  in  cock-up  position;  fingers  in  mid- 
flexion and  separated;  thumb  abducted  and  in  mid- 
flexion, with  tip  pointing  toward  little  finger. 
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or  treat  the  wound  until  operating  room 
facilities  are  available. 

II.  Requirements  of  Early  Definitive  Treat- 
ment (Abstract  of  Article  11) 

Early  definitive  care  requires  thorough 
evaluation  of  the  injury  with  respect  to  its 
cause,  time  of  occurrence,  status  as  regards 
infection,  nature  of  first-aid  treatment,  and 
appraisal  of  structural  damage.  For  under- 
taking the  definitive  treatment  the  condi- 
tions required  are  a well-equipped  operating 
room,  good  lighting,  adequate  instruments, 
sufficient  assistance,  complete  anesthesia, 
and  a bloodless  field.  Treatment  itself  con- 
sists of  aseptic  cleansing  of  the  wound, 
removal  of  devitalized  tissue  and  foreign 
material  (exercising  strict  conservation  of 
all  viable  tissue),  complete  hemostasis,  and 
the  repair  of  injured  structures,  to  be  fol- 
lowed by  protective  dressing*  to  maintain 
the  optimum  position.  After-treatment 
cons;sts  of  protection,  rest,  and  elevation 
during  healing,  and  early  restoration  of 
function  by  directed  active  motion. 

III.  Surface  Injuries  (Previously  circulat- 
ed) 

IV.  La  cerated  Wounds 

Lacerations  may  damage  skin,  fat,  fas- 
cia, muscles,  tendons,  tendon  sheaths,  blood 
vessels,  nerves,  and,  more  rarely,  joint  or 
bone.  The  treatment  of  such  injuries  has 
four  objectives: 

1.  Protection  from  infection. 

2.  Restoration  of  structures. 

3.  Avoidance  of  deformity. 

4.  Early  restoration  of  function. 

These  objectives  are  furthered  by  proper 

first  aid  care,  as  outlined  in  1 ( Protection  of 
the  Hand)  and  by  definitive  treatment. 

A.  Definitive  Treatment 

To  be  undertaken  only  under  the  proper 
conditions  and  according  to  the  principles 
outlined  in  II  (Requirements  of  Early  De- 
finitive Treatment) . Careful  history  of  the 
injury  should  be  followed  by  examination 
of  the  hand  to  determine: 

(1)  Location  and  extent  of  the  wound. 

(2)  Source  of  major  bleeding. 

(3)  Presence  of  foreign  material. 

(4)  Function  of  tendons,  to  be  tested 
ay  a inst  resistance. 

(5)  Function  of  intrinsic  muscles. 


(6)  Condition  of  nerves  as  regards  both 
sensory  and  motor  functions. 

(7)  Integrity  of  bone  and  joint. 

Following  anesthetization  of  the  patient 

and  application  of  hemostatic  blood  pres- 
sure cuff  (not  to  be  inflated  above  300  mil- 
limeters), definitive  treatment  of  the  wound 
consists  of : 

(1)  Thorough  cleansing  of  wound  region 
and  then  of  entire  hand  and  forearm  with 
soap  and  water  or  bland  detergent. 

(2)  Removal  of  foreign  material  from 
the  wound. 

(3)  Careful,  gentle,  thorough,  but  con- 
servative excision  of  devitalized  tissues, 
sparing  all  structures  that  may  survive. 

(4)  Repeated  cleansing  of  wound  by  irri- 
gation with  warm  normal  saline  solution. 

(5)  Securing  and  ligation  of  divided 
blood  vessels. 

These  general  measures  are  followed  in 
appropriate  cases  by  repair  of  damaged 
structures.  Proper  wounds  for  this  repair 
are : 

(1)  Those  in  which  infection  has  not  be- 
come established. 

(2)  Those  not  grossly  contaminated  by 
highly  infective  material. 

(3)  Relatively  clean  wounds  not  more 
than  three  or  four  hours  old. 

In  general,  wounds  not  fulfilling  these 
criteria  are  better  left  unrepaired  to  await 
secondary  closure  and  later  reconstructive 
surgery.  They  should,  nevertheless,  be  as 
carefully  cleansed  of  foreign  matter  and 
dead  tissue  as  are  those  prepared  for  pri- 
mary closure.  In  such  cases  severed  nerve 
ends  may  be  identified  with  nonabsorbable 
sutures  or  lightly  united. 

Repair  of  damaged  structures: 

(1)  Nerves 

a.  All  severed  nerves  should  be  repaired, 
including  the  digital  nerves. 

b.  Fine  arterial  silk  on  fine  needles  should 
be  used,  accurately  approximating  the  nerve 
ends  by  small  interrupted  sutures  placed 
around  the  periphery.  These  sutures 
should  include  only  the  perineurium,  not 
the  nerve  bundles.  It  is  important  to  avoid 
axial  rotation,  particularly  in  nerves  having 
both  motor  and  sensory  function. 

c.  Nerves  are  to  be  distinguished  from 
tendons,  especially  at  the  wrist,  by  their 
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anatomical  position,  softer  texture,  pinker 
color,  small  surface  capillaries,  and  distinct 
nerve  bundles  seen  on  cut  ends.  Pulling  on 
a nerve  will  not  flex  a finger. 

d.  Nerves  should  be  handled  gently,  nev- 
er crushed,  rubbed,  or  allowed  to  become 
dry. 

(2)  Tendons 

a.  All  severed  tendons  should  be  repaired, 
including  the  tendons  of  intrinsic  muscles. 

An  important  exception  to  this  rule  con- 
cerns flexor  tendons  severed  within  the  flex- 
or sheath  or  in  the  digital  flexor  canal. 
Primary  suturing  of  the  flexor  profundus 
in  this  location  rarely  succeeds  in  restoring 
useful  function  even  if  the  flexor  sublimis 
is  removed.  Suturing  both  flexor  sublimis 
and  profundus  in  this  area  almost  invaria- 
bly results  in  failure.  Should  even  minor 
infection  occur,  failure  is  assured.  With 
rare  exceptions,  it  is  sound  practice  to  re- 
pair the  skin  and  digital  nerves  only,  leav- 
ing the  flexor  tendons  for  secondary  recon- 
struction when  severed  in  this  region. 

b.  Nonabsorbable  sutures  of  silk  or  wire 
are  used  accurately  to  approximate  the  sev- 
ered tendon  ends  after  they  have  been  clean- 
ly squared  off  with  a sharp  knife. 

c.  Additional  incisions  to  secure  retracted 
tendon  ends  should  follow  flexion  creases. 
They  should  be  curved  or  transverse,  never 
longitudinal,  and  never  in  the  palmar  or 
dorsal  midline  of  a finger. 

d.  Tendons  should  be  handled  gently; 
never  crushed,  rubbed,  or  allowed  to  become 
dry. 

(3)  Muscle 

a.  Severed  muscles  should  be  lightly  ap- 
proximated with  interrupted  mattress  su- 
tures, avoiding  tension  and  constriction. 

b.  Muscle  thus  repaired  should  be  alive, 
contractile,  and  vascular,  all  devitalized 
shreds  being  trimmed  away. 

Following  these  procedures,  the  hemo- 
static blood  pressure  cuff  is  released  to  per- 
mit identification,  control,  and  ligation  of 
bleeding  vessels.  The  field  should  be  dry 
before  closure  of  the  wound. 

(4)  Fascia 

Severed  fascial  and  ligamentous  tissue 
should  be  repaired  with  interrupted  mat- 
tress sutures,  avoiding  tension. 

(5)  Subcutaneous  tissue 


Subcutaneous  fatty  tissue  may  be  lightly 
approximated  with  interrupted  fine  sutures. 

(6)  Skin 

The  skin  should  be  closed  with  fine,  non- 
absorbable sutures. 

(7)  Dressing 

Firm  pressure  dressing  is  applied,  the 
fingers  being  separated,  with  gauze  between 
them.  The  hand  is  immobilized  by  splinting 
in  the  position  of  function,  except  when 
suture  of  severed  tendons  requires  splinting 
in  a position  to  insure  the  least  strain  on 
their  suture  lines.  If  nerves  have  been 
severed,  the  position  of  function  is  particu- 
larly important  to  prevent  deformity  due 
to  contracture  of  active  muscles  when  their 
opponents  are  denervated  and  paralyzed. 

B — Aftercare 

(1)  Antibiotics  and  tetanus  antitoxin  (or 
toxoid)  are  administered  systematically  as 
prophylaxis  against  infection. 

(2)  The  extremity  is  kept  elevated  for 
the  first  three  or  four  days. 

(3)  Dressings  are  not  removed  for  sev- 
eral days,  usually  one  week,  unless  infection 
develops. 

(4)  The  healing  of  severed  tendons  and 
nerves  requires  three  weeks  of  uninterrupt- 
ed immobilization. 

(5)  When  nerves  are  severed,  corrective 
splinting  is  necessary  until  reinnervation 
of  paralyzed  muscles  has  occurred. 

(6)  Restoration  of  function  is  best  se- 
cured, after  healing,  by  directed  voluntary 
exercise  and  appropriate  occupational  ther- 
apy. 


POSTGRADUATE  STUDY 

C.  H.  Heacock,  M.D.,  Chairman 
4 University  Center,  Memphis 


The  course  in  Psychiatry  has  opened  with 
the  third  Circuit  in  the  centers  of  Murfrees- 
boro, Shelbyville,  McMinnville,  Lebanon, 
and  Winchester.  Fifty-seven  physicians 
registered  in  the  course.  The  interest  in  this 
subject  among  Tennessee  physicians  has 
been  exceptional.  The  Committee  had  not 
anticipated  registrations  in  such  large  num- 
bers. Enrollments  have  almost  matched 
the  past  courses.  Nine  of  the  eleven  reg- 
istered in  the  Pulaski  course  (recently 
closed)  had  attendance  sufficient  for  Certifi- 
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cates.  The  interest  in  this  subject  has  been 
gratifying  to  the  Committee. 

The  course  of  lectures  is  supplemented  by 
disc  record  recordings  of  patient  interviews 
and  talkie  films  showing  different  types  of 
mental  instability. 

Dr.  Townsend  recently  revised  his  mate- 
rial and  methods  of  instruction  to  include 
more  of  the  specific  problems  of  the  general 
medical  profession. 

The  present  third  Circuit  closes  two 
weeks  prior  to  the  State  Meeting.  The  week 
before  State  Meeting  the  course  opens  in 
Northeast  Tennessee  in  the  centers  of  John- 
son City,  Kingsport,  Bristol,  Greeneville, 
and  Elizabethton.  However,  the  course  will 
recess  for  one  week  for  the  State  Meeting 
in  Memphis  at  the  Hotel  Peabody,  April  10, 
11,  12.  Dr.  Ralph  Townsend,  the  Instruc- 
tor, will  attend  the  State  Meeting. 


Dear  Sirs: 

Do  you  know  of  any  general  practitioner 
or  clinic  in  the  state  who  is  seeking  an  as- 
sociate in  general  practice? 

I am  now  completing  a one-year  rotating 
residency  at  Jefferson  Davis  Hospital,  hav- 
ing completed  a one-year  rotating  intern- 
ship here  last  year,  and  am  interested  in 
doing  general  practice  beginning  this  sum- 
mer— preferably  with  a group  or  an  al- 
ready established  practitioner. 

My  home  is  at  Kinston,  N.  C.,  am  a grad- 
uate of  Jefferson  Medical  College,  and  my 
age  is  24. 

Will  greatly  appreciate  any  information 
you  can  send. 

Yours  truly, 

J.  E.  W„  JR.,  M.D. 

Care  Tennessee  State  Medical  Association. 


LOCATIONS  WANTED 


Dear  Sir: 

I wonder  if  you  could  assist  me  in  finding 
an  association  or  location  for  general  prac- 
tice or  institutional  practice.  Interest  is  for 
a fairly  permanent  association  if  “attrac- 
tive" enough,  or,  otherwise,  a three  months’ 
association  or  employment  starting  July  10, 
1950.  (Lacking  the  former,  I would  want 
only  a short  term  arrangement  in  order  to 
accept  any  opportunities  which  might  ap- 
pear later.)  The  most  attractive  offer  is 
naturally  desired ; and  if  a “permanent” 
arrangement  is  obtained,  provision  for  gain- 
ing surgical  experience  is  preferred. 

1 am  27  years  old,  a veteran,  married  (no 
children),  a graduate  in  1949  of  the  Uni- 
versity of  Tennessee  Medical  School,  will 
finish  a twelve  months’  general,  rotating 
internship  at  this  charity  hospital  by  July 
1,  1950,  and  now  hold  a Tennessee  license 
to  practice.  References  available. 

Any  helps,  leads,  or  information  you  can 
offer  me  will  be  sincerely  appreciated. 
Thank  you  for  your  attention. 

Yours  truly, 

E.  A.  S. 

('are  Tennessee  State  Medical  Association. 


Dear  Sir: 

At  the  present  time  I am  contemplating 
leaving  the  Veterans  Administration  and 
would  appreciate  any  information  you  could 
give  me  as  to  any  available  openings  for  a 
well-trained  radiologist,  either  as  an  asso- 
ciate or  with  a medical  group  or  hospital. 

I am  thirty-three  years  of  age.  graduate 
of  New  York  University  College  of  Medi- 
cine, and  a diplomate  of  the  American 
Board  of  Radiology. 

Thank  you  ever  so  much  for  your  consid- 
eration in  this  matter. 

Yours  very  truly, 

M.  A.  W.,  M.D. 

Care  Tennessee  State  Medical  Association. 


DOCTOR  WANTED 


Dear  Dr.  Anderson: 

We  are  seriously  in  need  of  an  Industrial 
Physician.  Are  you  acquainted  with  a 
young  Doctor  who  cannot  afford  to  start  a 
practice  at  this  time,  and  who  would  be 
interested  in  obtaining  a start  in  industry. 
Our  hiring  rate  is  $550  per  month.  We 
work  forty  hours  per  week. 

This  is  a direct  appeal  to  you  for  assist- 
ance as  our  inability  to  obtain  the  services 
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of  a Doctor  in  the  near  future  might  easily 
upset  the  health  program  of  this  plant. 
Yours  very  truly, 

A.  C.  Smythe 
Employment  Supervisor,  K-25 
Oak  Ridge,  Tennessee 


NEWS  NOTES  AND  COMMENTS 


Alice  R.  Deutsch,  M.D.,  announces  the 
opening  of  an  office  at  906  Commerce  Title 
Building,  Memphis,  for  the  practice  of  Sur- 
gery and  Ophthalmology. 


Officers  of  County  Medical  Societies 

.4 nderson-Ca  m pbell  Co unty : 

J.  M.  Cox,  Lake  City,  President 
P.  J.  O’Brien,  La  Follette,  Vice-President 
for  Campbell  County 
Jack  M.  Hayes,  Clinton,  Vice-President 
for  Anderson  County 

R.  C.  Pryse,  La  Follette,  Secretary 
Consolidated  Medical  Assembly: 

E.  L.  Baker,  Bolivar.  President 
G.  H.  Berryhill,  Jackson,  Vice-President 
J.  K.  Welch,  Brownsville,  Second  Vice- 
President 

James  D.  Rozzell,  Humboldt,  Third  Vice- 
President 

S.  M.  Herron,  Jackson,  Secretary 
Henry  County: 

A.  C.  Dunlap,  Paris,  President 
J.  Ray  Smith,  Paris,  Vice-President 

I.  H.  Jones,  Paris,  Secretary 
Lincoln  County: 

T.  A.  Patrick,  Fayetteville,  President 

J.  V.  McRady,  Fayetteville,  Vice-Presi- 
dent 

R.  E.  McCovvn,  Fayetteville,  Secretary 
McMinn  County: 

John  Lillard,  Benton,  President 
C.  T.  Carroll,  Etowah,  Vice-President 
J.  A.  Powell,  Jr.,  Athens,  Secretary 
Putnam  County: 

C.  A.  Collins,  Monterey,  President 
J.  T.  Deberry,  Cookeville,  Vice-President 
Thurman  Shipley,  Cookeville,  Secretary 
Smith  County: 

E.  D.  Gross,  Chestnut  Mound,  President 
R.  E.  Key.  Carthage,  Vice-President 


L.  R.  Sloan,  Carthage,  Secretary-Treas- 
urer 

Weakley  County: 

R.  W.  Brandon,  Sr.,  Martin,  President 
Paul  W.  Wilson,  Dresden,  Vice-President 
H.  G.  Edmonson,  Martin,  Secretary 
Knox  County: 

Jarrell  Penn,  Knoxville,  President 
Joe  L.  Raulston,  Knoxville,  President- 
Elect 

C.  C.  Smeltzer,  Knoxville,  Vice-President 

R.  H.  Monger,  Knoxville,  Secretary 
Rutherford  Comity: 

B.  S.  Davidson,  Murfreesboro,  President 
Eugene  P.  Odom,  Murfreesboro,  Vice- 

President 

S.  C.  Garrison,  Murfreesboro,  Secretary 
Sumner  County: 

James  A.  Loveless,  Gallatin,  President 

C.  D.  Robbins,  Sr.,  Gallatin,  Vice-Presi- 
dent 

William  B.  Farris,  Gallatin,  Secretary- 
Treasurer 

Dyer,  Lake,  and  Crockett  Counties: 

W.  B.  Acree,  Ridgely,  President 
J.  C.  Moore,  Dyersburg,  Vice-President 
(Dyer  County) 

E.  B.  Smythe,  Tiptonville,  Vice-President 
(Lake  County) 

Lydia  V.  Watson,  Dyersburg,  Secretary- 
Treasurer 


WOMAN'S  AUXILIARY 

1 

The  Woman’s  Auxiliary  to  the  Tennessee 
State  Medical  Association  is  sponsoring  a 
Student’s  Health  Essay  Contest,  the  subject 
of  which  is  “How  We  Can  Best  Preserve 
Our  American  Medical  Standards.”  The 
contest  is  open  to  any  student  of  any  public, 
private,  or  parochial  school  in  Tennessee 
(including  homebound  and  hospitalized)  en- 
rolled in  the  tenth,  eleventh,  and  twelfth 
grades,  except  those  in  the  immediate  fam- 
ilies of  physicians. 

First  place  award  in  the  state-wide  con- 
test will  be  a $500  government  bond  with  a 
trip  (all  expenses  paid)  to  the  annual  meet- 
ing of  the  Tennessee  State  Medical  Asso- 
ciation to  read  the  winning  paper.  The  trip 
includes  a chaperon.  The  closing  date  of 
the  contest  is  March  11,  1950. 
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The  state  chairman  of  the  Student’s 
Health  Essay  Contest  is  Mrs.  H.  1).  Gray, 
11)77  Snowden  Avenue,  Memphis,  Tennes- 
see, and  any  information  concerning  the 
contest  may  be  obtained  from  her. 


A resolution  was  offered  and  indorsed  by 
the  Auxiliary  to  the  Chattanooga-Hamilton 
County  Medical  Association  at  its  luncheon 
meeting  in  December.  The  Auxiliary  went 
on  record  as  indorsing  voluntary  health  in- 
surance and  condemning  any  form  of  com- 
pulsory health  insurance  or  any  system  of 
political  medicine  designed  for  -national  bu- 
reaucratic control. 

A benefit  bridge  was  held  December  9 
at  the  Nurses  Home,  proceeds  to  go  toward 
the  Auxiliary’s  special  project,  the  redeco- 
ration of  the  Nurses  Home. 

After  an  appeal  from  the  Library  Board 
for  workers,  members  of  the  Auxiliary  vol- 
unteered to  work  three  hours  each  day  in 
the  library. 

An  extensive  drive  is  being  sponsored  for 
subscriptions  to  the  Hygeia  Magazine.  All 
schools  are  being  urged  to  place  it  in  their 
libraries  and  doctors  and  dentists  to  have 
a copy  in  their  offices. 


MEDICAL  SOCIETIES 


Knox  County 

January  17 : Dr.  Tinsley  R.  Harrison,  Dal- 
las, Texas,  was  the  guest  speaker. 

January  31 : “Recent  Advances  in  the 
Treatment  of  Alcoholism,”  by  Dr.  Herbert 
Pope.  Discussion  by  Dr.  W.  Laney  White- 
hurst and  Dr.  Fred  Dupree. 


Davidson  County 

January  24 : “Recent  Concepts  in  Anti- 
coagulant Therapy,”  by  Dr.  Robert  Mc- 
Cleary. 

February  7:  “Functions  of  the  Veterans’ 
Medical  Program  and  Its  Significant  Con- 
tributions to  Medicine,”  by  Dr.  Paul  B. 
Magnuson,  Professor  of  Surgery,  North- 
western University  School  of  Medicine. 

The  Academy  and  visiting  doctors  were 
guests  of  the  Nashv'lle  Surgical  Society. 


OTHER  MEDICAL  SOCIETIES 


The  American  Goiter  Association 

The  next  meeting  of  the  American  Goiter 
Association  will  be  held  in  the  Shamrock 
Hotel,  Houston,  Texas,  March  9,  10,  11, 
1950. 

The  program  consists  of  papers  dealing 
with  goiter  and  other  diseases  of  the  thyroid 
gland,  dry  clinics,  and  demonstrations. 

For  full  informaton  write  Dr.  George  C. 
Shivers,  Corresponding  Secretary,  Colorado 
Springs,  Colo. 

Southwest  Allergy  F'orum 

The  Southwest  Allergy  Forum  will  hold 
its  annual  meeting  in  Memphis,  April  2,  3, 
4,  1950. 

The  program  will  be  of  interest  to  pedia- 
tricians, internists,  and  allergists.  A large 
attendance  is  expected. 


The  Southeastern  Surgical  Congress 
The  next  meeting  of  the  Southeastern 
Surgical  Congress  will  be  held  in  Washing- 
ton, D.  C.,  March  6-9,  inclusive.  This  Eight- 
eenth Annual  Meeting  will  be  held  in  the 
Shoreham  Hotel.  The  members  of  the  Ten- 
nessee State  Medical  Association  are  urged 
to  attend.  It  is  one  of  the  best  surgical  or- 
ganizations in  the  country.  It  is  all  in  one 
section,  and  the  subjects  are  such  as  will 
appeal  to  the  men  in  the  practice  of  general 
surgery. 

For  full  particulars  write  Dr.  B.  T.  Beas- 
ley, 701  Hurt  Building,  Atlanta  3,  Ga.,  and 
make  your  reservations  direct  at  the  Shore- 
ham  Hotel. 


Association  for  Physical  and  Mental 
Rehabilitation 

The  Fourth  Annual  Convention  of  the 
Association  for  Physical  and  Mental  Reha- 
bilitation will  be  held  May  23-27,  1950,  in 
Memphis,  Tenn.  Convention  headquarters 
will  be  the  Hotel  Peabody. 

The  program  has  been  planned  to  attract 
physicians,  therapists,  and  others  engaged 
in  the  field  of  rehabilitation. 

Anyone  desiring  information  relative  to 
the  program  of  the  convention,  reservations, 
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etc.,  should  contact  the  Convention  Chair- 
man, Mr.  Clements  G.  McNamara,  Physical 
Medicine  Rehabilitation  Service,  Kennedy 
V.  A.  Hospital,  Memphis  15,  Tenn. 


Andrew  Jackson  Academy  Met  in 
Springfield 

Physicians  in  general  practice  from  Dav- 
idson and  surrounding  counties  held  their 
bimonthly  meeting  at  the  Colonial  Hotel, 
Springfield,  on  Thursday  night,  February 
2,  at  7:00  P.M. 

Following  dinner,  to  which  the  wives 
were  invited,  Dr.  J.  Allen  Kennedy,  Nash- 
ville, delivered  an  illustrated  lecture  on 
“The  Treatment  of  Four  Cardiovascular 
Diseases  Frequently  Seen  in  General  Prac- 
tice.” 

The  four  common  diseases  of  the  heart 
and  circulatory  system  which  Dr.  Kennedy 
discussed  were  congestive  heart  failure, 
coronary  thrombosis,  cerebral  vascular  ac- 
cidents, and  cardiac  arrhythmias.  Dr.  Ken- 
nedy is  president  of  the  Middle  Tennessee 
Heart  Association  and  Chief  of  the  Heart 
Clinic  of  Vanderbilt  University. 

During  the  scientific  session,  the  ladies 
completed  the  organization  of  a Woman’s 
Auxiliary  to  the  Academy,  adopting  a con- 
stitution and  by-laws  and  electing  perma- 
nent officers.  Mrs.  D.  J.  Johns,  Nashville, 
is  temporary  chairman  and  presided. 


The  Memphis  Obstetrical  and  Gynecolog- 
ical Society  was  reactivated  January  27, 
1950.  This  organization  was  founded  in 
1928  but  was  discontinued  during  the  war 
years. 

The  following  officers  were  elected: 
James  M.  Brockman,  President 
William  T.  Black,  Vice-President 
James  Howard  Smith,  Secretary 
A.  Quinn  Hyde,  Treasurer 

The  purpose  of  the  society  is  the  dissem- 
ination of  knowledge  and  latest  techniques 
in  the  field  of  obstetrics  and  gynecology. 

Meetings  are  held  the  fourth  Friday  of 
each  month,  October  to  May,  inclusive. 

Membership  is  limited  to  physicians  who 
limit  or  devote  at  least  75  per  cent  of  their 
time  to  obstetrics  and  or  gynecology. 
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CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Cholesterol  Content  of  the  Coronary  Arteries  and 

Blood  in  Acute  Coronary  Artery  Thrombosis. 

Lester  M.  Morrison  and  Kenneth  D.  Johnson, 

Los  Angeles,  Calif.  American  Heart  Journal, 

“Circulation,”  Vol.  39,  No.  1,  pp.  31-34,  January, 

1950. 

Disturbances  in  lipoid  metabolism  are  being- 
demonstrated  with  greater  frequency  as  important 
factors  in  the  pathogenesis  of  coronary  artery 
sclerosis  and  thrombosis.  It  has  been  shown  re- 
peatedly that  abnormal  increases  in  blood  choles- 
terol are  associated  with  increased  deposition  of 
cholesterol  in  the  aorta  and  the  coronary  arteries. 
Previous  studies  have  shown  that  the  concentration 
of  cholesterol  in  the  aorta  and  in  the  renal  arteries 
is  directly  related  to  the  amount  of  atherosclerosis 
present. 

No  data  appears  to  be  available  from  the  litera- 
ture on  the  cholesterol  content  of  the  coronary 
arteries  in  normal  individuals  or  in  patients  with 
coronary  artery  sclerosis  such  as  those  who  died 
of  coronary  thrombosis. 

It  has  been  shown  by  various  investigators  that 
total  cholesterol,  cholesterol  ester,  free  cholesterol, 
and  other  lipid  content  of  the  atheromatous  arteries 
are  similar  in  composition  and  ratio  to  these  same 
chemicals  in  the  blood. 

The  present  paper  is  a study  of  the  cholesterol 
content  of  the  anterior  descending  branch  of  the 
left  coronary  artery  in  a group  of  eleven  patients 
who  had  died  of  acute  coronary  artery  thrombosis 
and  in  a comparable  group  of  fourteen  patients  who 
died  of  causes  other  than  coronary  artery  throm- 
bosis. Data  on  the  serum  cholesterol  on  both  these 
groups  of  patients  and  the  gross  appearance  of  the 
aorta  and  coronary  artery  is  also  presented. 

In  the  eleven  cases  of  acute  coronary  artery  oc- 
clusion, the  coronary  artery  contained  a minimum 
of  8.9  milligrams  and  a maximum  of  36.5  milligrams 
of  cholesterol  per  gx-am  of  coronary  artery  with  an 
average  of  20.4  milligrams;  and  in  these  patients 
the  blood  cholesterol  level  varied  between  215  milli- 
grams and  411  milligrams  with  an  average  of  303 
milligrams.  All  these  patients  had  Grade  3 or  4 
arteriosclerosis  of  the  coronary  arteries  grossly 
with  an  average  grade  of  3.5. 

The  control  group  were  fourteen  cases  of  deaths 
due  to  causes  other  than  coronary  artery  occlusion 
(carcinoma  of  the  uterus,  carcinoma  of  the  colon, 
cirrhosis  of  the  liver,  pneumonia,  acute  ulcerated 
colitis,  carcinoma  of  the  bronchus,  and  two  patients 
with  hypertension  dying  of  cerebral  hemorrhage). 
In  this  control  group  the  coronary  arteries  varied 
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from  0.6  milligram  to  8.1  milligrams  of  cholesterol 
per  gram  of  coronary  artery  with  an  average  of 
5.1  milligram.  The  blood  cholesterol  level  averaged 
from  148  milligrams  to  241  milligrams  with  an 
average  of  180  milligrams.  Grossly  the  coronary 
artery  sclerosis  varied  from  none  in  three  patients 
to  three  in  two  patients  averaging  Grade  1.5.  The 
average  age  in  the  two  groups  was  approximately 
the  same. 

The  authors  conclude  that  these  findings  suggest 
that  a disturbance  in  fat  metabolism  is  a factor  in 
the  pathogenesis  of  arteriosclerosis. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


rterine  Muscle  Physiology  from  Laboratory  to 
Bedside:  A Treacherous  Crossing.  William 

Bickers,  M.D.,  and  Maribelle  Woods,  M.S.,  Rich- 
mond, Va.  American  Journal  of  Obstetrics  and 
Gynecology,  Vol.  58,  No.  6,  pp.  1099-1107.  De- 
cember, 1949. 

Our  knowledge  of  endocrinology,  and  indeed  all 
physiology,  rests  largely  upon  the  conclusions 
drawn  from  experimentation  with  the  lower  ani- 
mals. Satisfactory  methods  are  now  available  for 
studying  human  and  animal  uteri  in  situ,  thus 
providing  a means  for  direct  comparison  of  endo- 
crine effects  upon  the  myometrium.  Perhaps  no 
sphere  of  human  therapy  is  more  confused  than 
that  of  endocrine  therapy,  particularly  in  relation 
to  the  human  uterus.  However,  when  one  con- 
siders the  hormones  and  their  effect  upon  the  myo- 
metrium as  measured  by  uterine  contraction  pat- 
terns, there  is  little  or  no  parallel  to  be  found 
among  the  mammalian  species.  From  the  clini- 
cian’s viewpoint  this  is  a problem  of  the  first  mag- 
nitude. The  accommodation  of  the  uterus  to  preg- 
nancy, abortion,  premature  labor,  parturition,  ex- 
pulsion of  placenta,  puerperal  hemorrhage,  uterine 
inertia,  dysmenorrhea — to  call  the  list  of  clinical 
syndromes  related  to  disturbances  myometrial  func- 
tion is  to  recall  our  ignorance  of  the  etiology  and 
treatment  of  clinical  syndromes  related  to  myo- 
metrial dysfunction.  The  uteri  from  all  three 
species  have  been  studied  in  situ;  the  human  uterus 
by  means  of  an  intrauterine  balloon  recording  the 
myometrial  contraction  and  the  rabbit  and  guinea 
pig  under  urethane  anesthesia  by  exposure  of  the 
uterus  under  a saline  bath.  Under  near  physiologic 
conditions  the  reactions  of  these  uteri  to  estrogen, 
progesterone,  pitoein,  and  pitressin  have  been  stud- 
ied and  the  tracings  presented.  The  results  were 
in  such  wide  variance  that  it  may  be  assumed  to 
be  the  result  of  species  variations  in  endogenously 
produced  hormones  or  intrinsic  difference  in  uter- 
ine muscle  physiology  patterns.  Assuming  the 
results  of  laboratory  experiment  on  the  animal 
uterus  in  sitn  to  be  comparable  to  those  of  the 
human  uterus  has  led  to  great  confusion  in  endo- 
( l ine  therapy  and  the  entire  field  must  be  critically 


reviewed.  The  development  of  rational  endocrine 
therapy  has  been  greatly  retarded  by  the  uncritical 
acceptance  of  animal  experimentation.  Physiolo- 
gist, pharmacologist,  and  the  clinician  should  fuse 
their  talents  in  the  crucible  of  more  intimate  collab- 
oration for  the  benefit  of  all. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 

Occupational  Medicine:  Its  Role  in  the  Social 
World  — The  Rarnazzini  Oration.  Industrial 
Medicine  and  Surgery,  Vol.  18,  p.  451,  November, 
1949. 

It  is  the  contention  of  Dr.  Johnstone  that,  except 
for  the  exceptional,  the  present  practicing  physician 
is  a slave  to  the  conventional  concept  of  disease 
(though  of  all  of  the  phases  of  medical  practice, 
occupational  medicine  is  least  deserving  of  such  an 
accusation).  To  the  great  majority  of  physicians 
ill  health  resides  in  causes  demonstrable  by  bac- 
teriology, pathology,  physiology,  chemistry,  and 
radiology.  In  this  theory  of  a patterned  process, 
there  is  no  intent  to  be  unappreciative  of  the  basic 
sciences.  They  are  essential,  but  medical  endeavor 
has  ignored  social  pathology.  Psychiatry  has  ven- 
tured into  this,  but  assistance  is  needed.  The  prog- 
ress of  humanity  has  been  motored  not  only  hv 
momentum  but  forces,  groups,  and  institutions  in- 
creasing its  tempo.  The  progress  of  humanity  is 
not  automatic — but  this  concept  has  led  to  universal 
indifference. 

The  author  believes  what  the  world  needs  today 
is  the  application  of  sound  scientific  humanism,  and 
that  the  consideration  of  “the  dignity  of  man”  is 
not  an  idle  sophism.  The  policy  formers  of  the 
nation  work  with  prejudices,  aggressions,  and  often 
hostilities.  The  sociologist  believes  that  the  basis 
for  action  should  be  upon  a sound  understanding 
of  each  nation’s  virtues,  attitudes,  historic  back- 
ground, and  present-day  possibilities.  In  the  appli- 
cation of  social  science  to  the  problem  of  world 
unrest,  an  anthropologist  should  be  added  to  the 
team  of  social  scientists.  Certain  aspects  of  psy- 
chology, medicine,  human  biology,  economics,  and 
human  geography  must  be  fused  with  the  sciences 
so  that  data  for  history  and  other  humanities  may 
be  drawn.  The  sociologist  evaluates  the  deeds, 
traits,  and  attitudes  existing  in  our  present  society, 
but  the  anthropologist  goes  back  to  first  beginnings. 
The  strengthening  of  groups  and  group-bound 
thinking  constitutes  a grave  peril  in  the  social 
order  of  modern  man.  People  are  viewed  as  mem- 
bers of  groups  rather  than  persons.  They  are  seen 
in  the  light  of  the  alleged  attributes  of  their  group 
with  all  the  distortions  fostered  by  the  differences 
of  interest  or  station.  This  leads  to  magnification 
out  of  proportion  to  their  significance. 

It  has  been  remarked,  “So  far  in  the  history  of 
the  world  there  have  never  been  enough  mature 
people  in  the  right  places.”  Psychological  maturity 
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has  been  clearly  delineated  and  is  needed  in  the 
modern  world.  The  essential  thing  about  an  indi- 
vidual is  not  so  much  the  number  of  years  he  has 
lived  as  the  psychological  competence  the  years 
have  netted  him.  People  still  advance  to  all  the 
major  prerogatives  of  life  on  a purely  chronological 
basis.  After  the  members  of  our  society  have 
gained  enough  years  to  be  rated  as  legally  adult, 
no  control  is  exercised  over  their  daily  exhibitions 
of  immaturity. 

The  author  believes  that,  whereas  the  social 
sciences  can  be  effective  in  the  areas  of  unrest, 
occupational  medicine  must  play  its  role  in  under- 
standing the  industrial  worker.  Such  an  under- 
standing is  crucial  to  the  understanding  of  present- 
day  society,  since  the  industrial  group  is  the  largest 
segment  of  our  adult  society.  The  usual  industrial 
relations  program  is  devoid  of  the  application  of 
the  social  sciences  and  almost  always  ignores  the 
utility  of  the  occupational  physician.  Occupational 
medicine  must  accept  the  challenge  given  it.  The 
world  can  look  to  clinical,  experimental,  and  re- 
search medicine  for  preventive  and  therapeutic 
progress,  but  only  to  occupational  medicine  can  it 
look  for  further  evolution  of  the  treatment  of  man 
within  an  industrial  society. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Diagnosis  and  Management  of  Rupture  of  the 
Uterus  with  a Study  of  64  Maternal  Deaths. 
Charles  A.  Gordon  and  Alexander  H.  Rosenthal. 
American  Journal  of  Obstetrics  and  Gynecology, 
Vol.  58,  p.  117,  1949. 

This  report  covers  64  maternal  deaths  from  rup- 
ture of  the  uterus  occurring  in  Brooklyn  between 
January,  1937,  and  January,  1948.  In  48  cases, 
the  site  of  rupture  was  recorded.  Rupture  occurred 
in  the  upper  segment  in  only  three  cases.  In  the 
remainder  it  took  place  entirely  or  principally  in 
the  lower  segment,  chiefly  laterally.  The  patients 
included  7 primiparas  and  57  multiparas.  On  the 
basis  of  etiology,  27  cases  were  classified  as  spon- 
taneous and  37  as  traumatic. 

Among  the  cases  of  spontaneous  rupture,  8 were 
grand  multiparas.  The  authors  believe  that  old 
cervical  scarring  is  an  important  factor  in  spon- 
taneous uterine  rupture  in  this  group.  Four  pa- 
tients received  posterior  pituitary  extract  during 
the  first  stage  of  labor.  It  has  also  been  adminis- 
tered to  an  occasional  patient  in  the  series,  but  in 
these  four  cases  appeared  to  be  responsible  for  the 
rupture.  In  three  cases,  hydrocephalus  was  not 
recognized  and  caused  obstructive  dystocia  followed 
by  spontaneous  rupture  of  the  uterus  and  death. 
In  four  cases,  death  was  due  to  rupture  of  an 
upper  uterine  segment  scar;  three  had  had  cesarean 
section  and  one  a myomectomy.  In  eight  cases, 
spontaneous  rupture  of  the  uterus  was  due  to  varied 
and  unknown  causes.  In  this  last  group,  dense 
cervical  scarring  played  a conspicuous  role. 


Among  the  traumatic  ruptures  of  the  uterus,  20 
cases  were  the  result  of  version.  Versions  were 
done  for  the  following  causes:  eight  for  transverse 
presentation,  six  for  placenta  previa,  five  following- 
failed  forceps,  and  one  for  ovarian  tumor.  The 
authors  feel  that  in  the  treatment  of  placenta 
previa,  all  forms  of  version  should  be  abandoned. 
Other  causes  of  traumatic  rupture  included:  diffi- 
cult forceps  operations  (nine  cases),  craniotomy 
(three  cases),  strong  fundic  pressure  (three  cases), 
Pinard  maneuver  (one  case),  and  bagging  (one 
case). 

Diagnosis  of  uterine  rupture  during  labor  is  often 
missed,  partly  because  uterine  rupture  is  rare  in 
the  experience  of  any  one  obstetrician  and  partly 
because  the  obstetrician  fears  that  he  may  open 
the  abdomen  by  mistake.  Procrastination  is  the 
most  common  cause  of  death  in  rupture  of  the 
uterus. 

In  abnormal  fetal  attitudes  or  when  there  is  an 
obstacle  to  delivery,  if  the  cervix  is  fully  dilated 
and  the  vertex  remains  unengaged,  the  lower  uter- 
ine segment  is  greatly  stretched  and  rupture  of  the 
uterus  is  threatened.  At  that  time,  sudden  and 
complete  relief  of  the  pain  of  labor  with  cessation  of 
the  contractions  is  evidence  of  rupture.  The  pre- 
senting part  may  recede;  the  fetus  may  escape  from 
the  uterus;  and  the  fetus  may  die  at  once.  On  the 
other  hand,  if  the  fetus  is  fixed  deep  in  the  birth 
canal,  it  may  not  escape  from  the  uterus  and  may 
be  delivered  alive.  When  rupture  of  the  uterus  is 
the  result  of  internal  version,  the  diagnosis  is  most 
often  missed;  this  is  because  it  is  assumed  that  the 
hemorrhage  and  shock  are  due  to  trauma  and  anes- 
thesia and  not  to  rupture.  Any  major  vaginal 
operative  procedure  in  obstetrics  should  be  followed 
by  exploration  of  the  uterus.  The  danger  incident 
to  examination  of  the  uterine  cavity  is  far  less 
than  the  risk  of  delay  of  failure  of  diagnosis. 

Tetanic  uterine  contractions  may  be  controlled 
by  ether  or  chloroform.  Operative  procedures  must 
be  done  with  the  utmost  gentleness  in  the  face  of 
impending  rupture.  Internal  version  is  absolutely 
contra-indicated.  If  slight  trial  traction  on  forceps 
fails  to  deliver  the  head,  perforation  of  the  head 
or  cesarean  hysterectomy  may  be  necessary. 

The  cardinal  principles  of  good  treatment  are 
massive  transfusion  and  immediate  operation.  Rup- 
ture of  an  old  cesarean  section  scar  may  sometimes 
be  handled  by  resuture.  If  hysterectomy  is  done, 
it  should  be  rapid.  If  necessary,  the  operation 
may  consist  only  of  rapid  excision  of  the  uterus 
between  broad  ligament  clamps  and  abdominal 
closure  with  through-and-through  sutures;  the 
clamps  may  be  removed  on  the  third  day.  If  rup- 
ture of  the  lower  uterine  segment  is  minimal  and 
known  to  be  incomplete  and  hemorrhage  into  the 
broad  ligament  and  parametrium  is  not  great,  the 
rupture  may  be  repaired  from  below.  If  there  is 
any  doubt  about  complete  control  of  hemorrhage, 
the  abdomen  should  be  opened  at  once.  Tamponade 
may  at  times  be  satisfactory,  but  it  is  not  advised. 
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OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Chorioretinal  Changes  in  Two  Sisters  with  Freid- 

richs’  Heredoataxia.  W.  Stadlin.  American 

Journal  of  Ophthalmology,  December,  1949. 

This  rare  manifestation  of  this  unusual  disease 
is  illustrated  by  two  sisters  whose  parents  were 
first  cousins.  The  genealogy  is  traced  through  six 
generations  of  which  they  were  in  the  fourth.  The 
older  sister  was  born  in  1900  and  the  younger  in 
1903.  Both  were  in  good  health  until  approxi- 
mately the  age  of  fifteen  years,  when  weakness 
developed  in  the  lower  extremities  after  an  acute 
infection.  Ataxia,  scoliosis,  loss  of  some  reflexes, 
and  ocular  abnormalities  slowly  followed.  Nystag- 
mus was  observed  in  both  sisters  about  1924.  Now 
vision  in  the  older  sister  is  .1  in  each  eye  and  in 
the  younger  .6  in  each  eye.  The  macular  regions 
are  irregularly  pigmented  and  more  so  in  the 
older.  In  the  equatorial  region  the  fundi  contain 
ten  to  twenty  yellowish  areas  of  various  size  and 
shape  located  in  the  external  retina  and  chorio- 
c-apillaris,  most  of  which  show  moderate  pigment 
migration.  The  discs  and  retinal  vessels  look  nor- 
mal, but  the  fields  are  moderately  and  concentric- 
ally contracted.  The  chorioretinal  changes  are 
slowly  progressive.  Their  inflammatory  or  degen- 
erative origin  and  the  classification  of  tapeto- 
retinal degenerations  alone  or  co-existent  with 
cerebral  and/or  spino-cerebellar  degenerations  are 
discussed  thoroughly. 


Local  Use  of  Antistine  in  Nodular  Episcleritis. 

Erwin  E.  Grossman,  M.D.,  and  Milton  J.  Loring, 

M.D.  American  Journal  of  Ophthalmology,  Au- 
gust, 1949. 

The  use  of  the  antihistaminic  known  as  Antistine 
has  shown  to  be  highly  efficacious  in  the  treatment 
of  nodular  episcleritis.  Of  a total  of  22  cases,  14 
obtained  dramatic  relief  from  pain  within  three 
days,  and  21  of  the  22  were  relieved  in  seven  days. 
Objective  improvement  was  noted  to  be  somewhat 
slower,  the  greatest  improvement  occurring  in  from 
five  to  seven  days  after  treatment. 

The  use  of  the  antihistaminic  was  suggested  by 
the  inferences  in  the  past  literature  concerning  the 
possibly  allergic  etiologic  factor  in  nodular  epi- 
scleritis. 

The  local  use  of  the  drug  was  deemed  to  be  the 
best  method  of  application  in  view  of  the  work  by 
Friedlaender  and  Feinberg  suggesting  that  failure 
of  relief  when  antihistaminics  were  used  was  due 
to  insufficient  drug  reaching  the  site  of  action. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

■101  Medical  Arts  Building 
Chattanooga 


Submucosal  Nodules  of  the  Rectum:  Diagnostic 

Significance.  Raymond  J.  Jackman,  M.D.  Stall 

Meeting  of  Mayo  Clinic,  Vol.  22,  No.  22. 

Small,  submucosal  nodules,  palpable  on  routine 
digital  examination  by  the  clinician,  are  a fairly 
common  findings.  Without  knowing  their  true 
cause,  many  physicians  regard  these  submucosal 
nodules  as  being  of  no  significance  and,  therefore, 
do  nothing  about  them.  They  are  usually  asymp- 
tomatic. These  nodules  may  be  malignant  or  at 
least  may  possess  malignant  propensities.  It  is 
because  of  this  and  the  problem  of  differential 
diagnosis  that  they  are  so  important. 

Excluded  from  this  report  are  those  relatively 
rare  tumors  which  arise  ventral  to  the  sacrum, 
presumably  from  remnants  of  the  postanal  gut 
and  known  as  “middledorpf”  tumors  or,  more  spe- 
cifically, as  teratomas.  I have  also  excluded  those 
presacral  tumors  which  arise  from  remnants  of 
the  notochord,  commonly  spoken  of  as  “chordomas”; 
tumors  of  the  cauda  equina;  anterior  spina  bifida 
with  meningocele;  expanding  tumors  of  the  sa- 
crum; and  inflammatory  processes  such  as  internal 
abscess  and  fistula.  Extrarectal  masses  resulting 
from  carcinomatous  or  inflammatory  processes 
which  occur  in  the  rectovesical  or  recto-uterine 
spaces  or  which  arise  from  the  male  or  female 
genito-urinary  apparatus  are  likewise  excluded. 

This  report  deals  with  the  small  (a  few  milli- 
meters to  three  or  four  cubic  millimeters  in  diam- 
eter), isolated,  submucosal  nodules  which  appear 
to  be  covered  by  normal  mucosa.  On  palpation 
alone,  these  nodules  may  be  confused  with  polyps, 
or,  when  situated  near  the  pectinate  line,  they  may 
be  mistaken  for  hypertrophied  anal  papillae,  and 
they  may  seem  adherent  to  the  mucosa  or  movable 
beneath  it.  Differentiation  may  be  impossible  with- 
out direct  visualization.  Determination  of  the  ex- 
act nature  of  the  nodule  may  be  impossible  without 
excision  of  the  nodule  and  histologic  study  of  the 
tissue  removed. 

Each  of  the  eighty-seven  consecutive  patients 
having  a submucosal  tumor  was  studied  micro- 
scopically. Forty-seven  of  these  were  previously 
reported  in  1944.  To  this  group  we  are  now  adding- 
forty  cases,  making  a total  of  eighty-seven. 

Following  is  a summary  of  the  nature  of  the 
submucosal  rectal  nodules  of  the  eighty-seven  pa- 
tients. They  were  grouped  in  four  main  classes, 
and  the  classes  were  subdivided  according  to  the 
nature  of  the  nodule. 

Chemical  Submucosal  Nodule — More  than  one- 
half  of  the  patients  (56.5)  in  this  group  had  sub- 
mucosal nodules  which  resulted  from  injection 
treatment.  On  digital  and  proctoscopic  examina- 
tion, it  is  usually  impossible  to  differentiate  such 
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nodules  from  the  other  submucosal  processes  enu- 
merated. The  most  important  feature  in  differen- 
tiation, clinically,  is  a history  of  injection  treat- 
ment, which  may  have  been  performed  as  long  as 
twenty  years  previously. 

Malignant  Submucosal  Nodules — 6.9  per  cent. 
Carcinoids — Four  of  the  nodules  were  diagnosed 
on  microscopic  examination  as  being  carcinoids. 
There  is  little  written  in  the  literature  about  the 
occurrence  of  these  tumors  in  the  large  bowels  or 
rectum.  Usually  this  is  a low-grade  type  of 
malignant  lesion  but  is  invasive  locally,  and  cases 
of  extensive  metastasis  have  been  reported. 
Lymphosarcoma — Two  of  the  isolated  submucosal 
nodules  were  lymphosarcomas.  Here,  again,  the 
process  was  undoubtedly  early  and  the  lesion  was 
asymptomatic,  having  been  found  on  routine  digital 
examination.  One  nodule  measured  1.5  by  2 cubic 
millimeters  and  was  situated  on  the  left  wall  at 
a point  about  three  cubic  centimeters  above  the 
denate  margin.  The  overlying  mucosa  appeared 
normal  and  was  movable.  The  patient  gave  a 
history  of  having  had  injection  treatments  several 
years  previously.  Therefore,  even  though  there  is 
a history  of  injection  treatment,  this  finding  is  not 
sufficient  to  rule  out  the  possibility  of  a malignant 
lesion. 

Benign  Submucosal  Nodule — There  were  three 
types  of  benign  submucosal  rectal  nodules — fibro- 
ma, lipoma,  and  leiomyoma  (9.1).  Fibroma — Al- 
though true  fibromas  are  relatively  rare,  rectal 
nodules  excised  from  three  patients  were  diagnosed 
histologically  as  fibromas.  In  all  instances,  the 
process  was  asymptomatic.  These  tumors  were 
small,  4 to  10  millimeters  in  diameter,  and  were 
made  up  of  fibrous  tissue.  The  overlying  mucosa 
was  adherent.  Lipoma — The  rectum  is  a fairly 
common  site  for  lipomas  of  the  large  intestine, 
ranking  second  in  location  to  the  cecum  and  ascend- 
ing colon.  Three  of  the  eighty-seven  submucosal 
nodules  in  this  series  were  lipomas.  Symptoms 
were  absent  and  the  overlying  mucosa  seemed  to 
be  freely  movable.  Although  it  is  well  recognized 
that  these  tumors  may  become  sufficiently  large  to 


obstruct  the  bowel,  the  lesions  in  these  three  cases 
were  small,  one  to  two  centimeters  in  diameter,  in 
keeping  with  this  study.  Leiomyoma — Smooth 

muscle  tumors  may  occur  wherever  smooth  muscle 
is  found  in  the  body,  and  it  is  logical  to  expect 
that  this  type  of  lesion  would  be  encountered  in 
this  study.  Here  again,  the  patient  did  not  have 
symptoms.  The  overlying  mucosa  seemed  to  be 
freely  movable.  Most  pathologists  consider  leio- 
myomas as  benign  tumors  which  may  take  on  ma- 
lignant characteristics. 

Inflammatory  Submucosal  Nodides — Twenty-four 
patients  had  submucosal  nodules  which  were  con- 
sidered inflammatory  in  origin  (27.5).  There  were 
eight  phleboliths,  all  of  which  were  asymptomatic. 
In  addition  to  this,  there  were  three  mucous  cysts, 
four  nodules  showing  some  type  of  inflammatory 
reaction  around  cholesterin  crystals,  two  enlarged 
lymph  follicles,  two  enlarged  lymph  nodes,  one 
fecalith,  and  four  other  examples  of  an  inflamma- 
tory process. 

These  submucosal  rectal  nodules  are  discovered 
frequently  by  the  clinician  and  are  just  about  as 
frequently  disregarded  as  being  inconsequential. 
Although  most  of  them  are  the  result  of  injection 
treatment  or  of  benign  nature,  a sufficiently  high 
percentage  are  malignant  to  warrant  excision  and 
microscopic  examination. 


FOR  SALE 

New  Mobile  Unit  Picker  X-Ray;  also 
Spencer  Microscope.  For  particulars,  ad- 
dress R.  P.  Beasley,  M.D.,  Dickson, 
Tennessee. 


Clea^aieuA 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 


First  in  the  South  to  Produce 

• Grade  "A”  Pasteurized  •Homogenized  •Soft  Curd  •Vitamin  "D” 

With  400  U.S.P.  Vitamin  D Units  (Activated  Ergosterol)  Added  Per  Quart 

ANTHONY  PURE  MILK  CO.,  INC.,  504  Woodland  Street 
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ADVISORY  COMMITTEE  TO 
WOMAN’S  AUXILIARY 
Alton  Absher,  M.D.,  Knoxville 
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THE  ROAD  AHEAD* 

(2  Chronicles  10:  1-16) 

WALTER  R.  COURTENAY,  D.D.,  Nashvillef 

During  the  period  when  Hitler  was  mak- 
ing his  bid  for  power,  the  German  Church 
talked  of  theology  and  heaven,  ignoring  the 
social  dangers  rising  all  about  it,  and  thus 
through  indifference  and  carelessness,  added 
to  Hitler’s  strength,  and  the  world’s  event- 
ual ruin. 

I make  no  apology  for  taking  the  position 
I shall  hold  this  day.  It  is  time  that  church 
leaders  who  believe  in  democracy  and  the 
free  enterprise  system  stand  up  and  say  so. 
Others  are  speaking  for  us ! Others  are 
saying  that  the  tide  of  socialization  is  too 
strong  to  be  halted,  and  that  we  must  go 
with  the  tide.  This  I do  not  believe.  Today 
I speak  in  defense  of  the  traditional  Ameri- 
can system  of  government  and  economics 
and  I speak  against  all  leaders  in  all  fields 
who  are  doing  all  in  their  power  to  wreck 
our  national  structure,  and  land  us  in  social- 
ism. 

In  times  past  I have  spoken  to  you  of  the 
dangers  of  communism  at  home  and  abroad. 
Because  many  so  spoke  our  government  has 
taken  proper  action  with  the  result  that 
communists  have  been  located  and  labelled. 
But  today  I do  not  aim  my  verbal  blows  at 
communism  as  such,  but  at  the  socialism 
that  is  rising  all  about  us.  True,  it  does 
not  so  label  itself,  and  it  is  not  a party 


*This  sermon  was  delivered  on  Lincoln’s  Birth- 
day, February  12,  1950. 

fPastor,  First  Presbyterian  Church. 


headed  by  Norman  Thomas,  but  it  does  exist 
in  high  places  and  is  influencing  our  na- 
tional leaders  toward  the  socialized  state. 
There  are  too  many  clergymen,  educators, 
writers  and  commentators,  senators  and 
congressmen  who  think  pink  and  talk  pink. 
They  are  not  communists,  and  most  are  not 
vicious  people,  but  they  are  against  our 
American  system  and  are  for  the  socialized 
state. 

One  more  thing  I would  make  clear:  I 
am  speaking  as  a Christian  minister.  I am 
not  a politician ! Neither  am  I a fly-by- 
night  medicine  man  or  a stooge  for  some 
pressure  group.  I am  not  paid  to  say  what 
I am  going  to  say  nor  do  I say  it  to  gain 
favor  with  those  who  want  it  said.  I am  a 
free  American  speaking  about  a dangerous 
trend  in  American  life  which  concerns  the 
whole  future  of  the  Christian  Church  and 
the  entire  safety  of  this  country. 

I speak  this  day  in  defense  of  America’s 
free  enterprise  system  and  the  democratic 
state.  I plead  for  the  deluded  millions  of 
the  world  who  have  been  tricked  into  the 
slavery  of  socialism.  I plead  for  the  Church 
which  ought  to  defend  the  rights  of  men, 
and  ought  to  be  a watchman  on  the  towers 
of  this  nation.  I plead  for  the  world  in 
which  our  economic  and  political  system 
represents  the  last  dim  lights  of  civilization. 
And  when  I so  speak  and  plead  I am  still 
preaching  the  Gospel.  Let  no  man  doubt 
it ! I want  America  to  remain  free  from 
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foes  within  and  foes  without.  I have  no 
desire  to  help  kill  Uncle  Sam,  and  I have  no 
intention  of  attending  his  funeral. 

Solomon  and  Rehoboam  have  been  on  my 
mind  for  weeks.  Solomon  was  the  original 
tax-and-spend  leader.  He  came  to  the  pres- 
idency of  his  country  cultured,  schooled  and 
wealthy.  He  felt  he  had  a right  to  do  as  he 
pleased  with  the  historic  forces  of  his  land. 
Under  his  program  of  tax  and  spend  the 
appearances  of  prosperity  were  present  but 
the  heart  of  prosperity  was  missing.  The 
burdens  of  the  people  increased  and  they 
were  asked  to  accept  them  as  blessings. 

In  due  time  Solomon  died,  and  his  son 
Rehoboam  came  to  power.  He  spurned  the 
advice  of  the  elders  of  Israel.  He  listened 
to  the  young  men  who  knew  all  the  answers 
to  all  the  social  questions  of  that  day.  The 
successor  to  Solomon  increased  the  taxes 
and  continued  the  program  of  wasteful 
spending.  The  result  was  the  death  of  the 
nation. 

Well,  America’s  Solomon  is  dead  and 
Rehoboam  is  in  the  White  House.  Our 
modern  Rehoboam  has  turned  his  back  on 
the  elders  of  America  and  has  listened  to 
the  young  men  who  know  all  the  answers, 
and  who  are  thoroughly  sold  on  the  pro- 
gram of  tax  and  spend.  If  the  present  poli- 
cies are  continued  another  five  years  I see 
no  hope  for  the  continuance  of  the  Ameri- 
can Way  of  Life. 

With  these  thoughts  in  mind  I call  your 
attention  to  John  Flynn’s  startling  book, 
The  Road  Ahead!  An  abridged  copy  of  it 
appears  in  the  Reader’s  Digest  for  Febru- 
ary. While  I am  not  saying  that  Mr.  Flynn 
is  infallible,  I do  say  that  what  he  has  to 
say  is  worth  hearing,  and  his  book  ought 
to  be  read  by  every  American,  and  cer- 
tainly by  every  Christian. 

The  “sickness  of  the  ‘20th  Century”  is 
socialism.  Under  the  theory  of  offering 
something  superior  to  our  free  enterprise 
system,  this  sickness  rots  away  the  struc- 
ture of  our  nation.  Fortunately  it  is  no 
longer  just  an  exciting  theory.  We  can  see 
what  it  has  done  in  Russia  and  the  neigh- 
boring lands.  We  can  see  its  results  in 
Britain.  It  ought  to  be  clear  to  all  who 


read  and  think  that  socialism  is  a mirage 
that  drives  men  mad. 

Socialism  is  a dishonest  movement.  It 
does  not  permit  itself  to  be  labelled.  Most 
socialists  talk  about  welfare,  pensions,  in- 
surance, socialized  medicine,  aid  to  educa- 
tion, aid  to  the  farmer,  and  all  the  time  they 
are  promoting  socialism.  The  best  of  the 
socialist  welfare  ideas  could  more  profitably 
become  a part  of  our  traditional  system,  but 
the  dreamers,  the  economic  planners,  begin 
with  the  assumption  that  our  American 
system  is  useless:  they  must  have  a new- 
one  ! They  do  all  in  their  power  to  see  to  it 
that  the  “old  system”  does  not  work;  they 
impede  its  progress  at  every  turn,  substi- 
tuting socialistic  ideas  which  they  consider 
more  modern  and  progressive. 

The  British  Socialist  Experiment 

Let  us  examine  the  rise  of  the  socialist 
power  in  England  and  thereby  be  warned. 
It  began  in  1883  when  a group  of  intel- 
lectual visionaries,  attracted  by  the  theories 
of  Karl  Marx,  formed  what  they  called  the 
Fabian  Society,  naming  their  group  after 
Quintus  Fabius,  the  Roman  general  who  de- 
feated Hannibal  by  biting  off  a segment  of 
his  army  at  a time,  thus  destroying  it  piece 
by  piece. 

Here  is  the  program  they  proposed  to 
follow : 

1.  Establish  a school  for  the  training  of 
socialist  leaders,  writers,  speakers,  and 
so  forth. 

2.  Never  call  an  idea  or  program  social- 
istic. Talk  about  pensions,  compensa- 
tions, health  insurance,  welfare,  but 
not  socialism. 

3.  Launch  the  program  a bit  at  a time. 
Do  not  frighten  people  by  showing 
them  the  whole  program  at  once. 

4.  Assure  the  common  people  that  their 
rights  will  be  protected.  Tell  them 
that  whatever  is  done  will  be  done  for 
the  further  well  being  of  the  average 
man,  the  “little  fellow.” 

5.  Capture  the  labor  unions,  and  through 
them  destroy  the  Liberal  Party. 

6.  Use  the  Liberal  Party  to  get  things 
done,  and  then  cast  it  aside. 

7.  Work  through  schools,  churches,  and 
clubs.  Never  miss  a chance  to  implant 
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the  seeds  of  dissatisfaction  with  the 
old  system  and  a love  for  the  new. 

By  1905  the  Fabian  Society  had  grown 
in  unity  and  power!  The  Labor  Unions 
were  duly  “at  heel.”  These  working  men’s 
organizations  which  were  created  for  bar- 
gaining purposes  now  became  polit’cal 
forces.  In  1905  they  made  a deal  with  the 
Liberal  Party,  headed  by  Asquith  and  Lloyd 
George,  whereby  Labor  would  support  the 
Liberal  Party  in  exchange  for  a number  of 
things  Labor  wanted  enacted  into  law,  one 
of  these  being  the  invalidation  of  the  Taff- 
Vale  act  making  Unions  liable  for  damages 
incurred  during  strikes. 

That  is  when  the  New  Deal  struck  Eng- 
land. Out  of  Parliament  came  the  eight 
hour  day,  workmen’s  compensation,  pen- 
sions, government  housing  projects,  public 
payment  of  election  expenses.  Labor  was 
delighted.  The  deal  had  paid  off. 

The  Fabians  were  more  than  delighted. 
The  camel’s  head  was  now  inside  the  free 
enterprise,  democratic  tent.  Their  final 
victory  was  merely  a matter  of  time. 

By  1914  the  Labor  Party  had  representa- 
tives in  Parliament.  By  1923  they  placed 
Ramsay  MacDonald,  the  Fabian  fair-haired 
boy,  in  office  as  Prime  Minister.  In  1945 
they  took  over  completely  and  have  social- 
ized in  a most  unsocial  manner.  The  only 
thing  they  lack  is  the  British  version  of  the 
Iron  Curtain. 

Think  of  it!  In  1905,  when  the  Fabians 
got  their  program  under  way  in  earnest, 
Britain  was  the  strongest  nation  in  the 
world.  She  had  everything.  In  forty  years, 
the  Fabian  Society  which  never  listed  more 
than  4,000  members,  became  the  master  of 
England.  The  two  great  wars,  plus  the 
Fabian  weakening  processes  within,  have 
made  mighty  England  a land  of  tears  and 
fears. 

The  Liberal  Party  died  in  1923  when  its 
leaders  threw  their  votes  on  the  side  of  the 
Labor  Party.  Since  that  time  the  Liberals 
have  had  neither  strength  nor  standing  in 
British  politics.  They  were  liquidated  by 
the  socialists. 

In  1924-25  when  the  Labor  Party  was 
first  in  power  they  spent  nearly  800  million 
pounds  Sterling,  spending  more  on  so-called 


welfare  than  they  spent  on  government. 
They  boasted  of  their  successes,  and  prom- 
ised Englishmen  higher  wages,  less  work, 
and  state  control  of  all  basic  industries. 
They  were  taking  over ! They  talked  too 
much,  and  the  Conservatives  were  returned 
to  office,  and  remained  in  until  1929.  World 
and  national  events  were  on  the  side  of  the 
Fabian  dreams — the  depression  struck.  The 
people,  sickened  by  conditions  returned  the 
Labor  Party  to  power.  Then  began  the  full 
scaled  program  to  weaken  the  older  order. 
They  soaked  the  rich,  and  promised  the  poor 
a golden  future  on  the  rich  man’s  gold.  Yet 
they  talked  little  of  socialism  ! Always  their 
programs  were  phrased  in  terms  that  would 
hide  socialism  and  praise  welfare.  They 
let  the  glitter  of  gain  blind  the  eyes  of  the 
masses  to  the  fact  that  enslavement  was  the 
logical  end  of  socialism.  The  end  results 
were  kept  hidden ! 

This  was  the  situation  when  Hitler  began 
his  rise  to  power.  Pacifism  gripped  the 
British  people.  Little  was  done  to  meet  the 
rising  tide  of  dictatorships  on  the  Continent. 
The  socialist  government  was  loathe  to  tell 
the  people  the  truth  and  curtail  social  ex- 
penditures in  order  to  meet  national  pre- 
paredness needs.  The  leadership  vacillated ! 
They  lacked  the  patriotic  spirit  necessary 
to  the  times.  They  lived  so  much  in  dreams 
that  they  feared  realism.  The  result : Eng- 
land entered  World  War  II  as  unprepared 
as  Ethiopia.  When  the  dark  days  came 
and  Britishers  needed  a man  with  a voice 
and  something  to  say,  a man  with  courage 
and  determination,  a man  big  enough  to 
match  the  hour,  they  called  on  Churchill — 
a Conservative,  a reactionary,  a man  of  the 
“old  Regime.”  The  story  of  valiant  Britan- 
nia under  his  leadership  you  know.  But 
when  the  war  was  over,  the  people,  tired  of 
austerity,  listened  again  to  the  glib  gener- 
alities and  rainbow  promises  of  the  Fabians, 
and  returned  the  Labor  Party  to  office. 
Under  them  England  has  become  a truly 
socialized  country. 

Has  socialism  blessed  the  British?  The 
ordinary  citizen  now  knows  the  full  misery 
of  heavy  taxation.  There  are  no  rich 
people  any  more,  and  the  government  owns 
most  of  the  basic  industries.  Taxes  are 
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higher.  Food  is  scarcer.  Wages  are  high- 
er. Production  is  lower.  Cost  of  produc- 
tion is  higher,  and  the  cost  prohibits  the 
British  from  being  strong  competitors  in 
the  markets  of  the  world.  Not  a single 
nationalized  industry  in  England  functions 
with  efficiency.  The  workers  mine  less  coal 
and  produce  less  in  the  factories.  Social- 
ized men  work  less  efficiently  than  they  do 
for  private  owners  under  a free  enterprise 
democratic  system. 

Many  defenders  of  the  socialist  experi- 
ment will  say  that  only  25  per  cent  of  the 
economic  system  has  been  nationalized.  The 
fact  is  that  all  basic  industries,  except  steel, 
have  been  nationalized  and  everything  else 
in  England  socialized.  The  working  people 
are  frozen  to  their  jobs.  By  law  houses 
and  businesses  may  be  entered  without  legal 
warrants.  Workers  can  be  made  to  work 
whenever  the  government  decrees  they 
must.  Farmers  who  do  not  meet  the  gov- 
ernment quotas  can  have  their  land  sold  out 
from  under  them  and  government  managers 
installed.  No  wonder  that  many  British 
firms  are  moving  to  Africa  and  Australia 
carrying  with  them  their  full  personnel. 

Prime  Minister  Atlee,  after  making  an  er- 
roneous claim  for  his  soc;alization  program, 
now  admits  that  it  has  helped  only  the  lower 
third  of  the  nation.  Think  of  it ! They  have 
wrecked  the  nation  in  order  to  help  the 
lower  third!  Yet,  even  so,  under  socialism 
the  lower  third  now  lives  below  the  poverty 
line,  and  the  upper  two  thirds  live  closer 
to  it. 

I say  to  you  in  all  sincerity  that  there  is 
a diseased  sympathy  in  the  world  as  well 
as  a healthy  one.  Socialism  is  diseased 
sympathy.  It  is  short  sighted,  and  con- 
stantly mistakes  mirages  for  the  real  thing. 
The  fertile  oases  they  envision  do  not  exist. 

Are  the  British  people  better  off  under 
socialism?  If  you  were  a Britisher  today 
you  would  be  allowed  IV2  eggs  per  week, 
3 ounces  of  butter,  6 ounces  of  margarine, 
1 of  lard,  1 of  cheese,  1 of  bacon,  8 of  sugar, 
6 of  meat,  and  2 of  corn  beef. 

If  you  were  a Britisher  this  morning  with 
an  income  of  $2,800  a year,  and  had  a wife 
and  two  children,  you  would  be  allowed 
deductions  of  about  $1,760,  and  would  pay 


a tax  of  $288  on  the  balance.  A workman 
in  America  would  pay  $26. 

If  you  were  a Britisher  this  morning  you 
could  be  assured  of  government  care  from 
the  cradle  to  the  grave.  Every  baby  re- 
ceives $16  at  birth,  and  the  government 
will  contribute  $80  to  his  funeral  expenses 
when  he  dies.  The  government  will  also 
give  him  a few  dollars  a week  for  groceries. 
It  will  take  care  of  all  his  medical  expenses, 
and  grant  him  a pension  when  he  is  too  old 
to  work.  But  the  man  gets  nothing  for 
nothing.  He  pays  in  taxes  for  every  service 
rendered.  No  longer  do  the  rich  people 
help  pay  the  poor  man’s  bills!  There  are 
no  rich.  No  longer  does  industry  pay  its 
millions.  They  pay  no  taxes  because  the 
government  owns  them. 

Britain  today  under  the  Labor  govern- 
ment is  a restless,  confused,  unhappy  land. 
The  people  are  worse  off  now  than  they 
were  during  the  war.  Their  leaders  know 
the  bottom  is  in  sight.  Spirituality  is  low, 
and  distrust  is  rampant.  Never  has  Eng- 
land known  such  depths.  Yet,  in  the  present 
general  election  campaign,  the  Fabians  find 
excuses  for  the  blunders  and  waste,  and 
offer  more  golden  promises. 

Slowly  but  surely  Englishmen  are  learn- 
ing that  the  socialistic  state  is  inefficient 
and  expensive.  It  robs  men  of  liberties,  and 
imposes  on  men  burdens  too  grievous  to  be 
borne.  They  are  also  realizing  that  the 
socialistic  state  cannot  operate  without 
penalties  and  compulsions.  Where  social- 
ism reigns,  liberty  dies! 

If  this  is  the  situation  in  England  today 
with  our  Marshall  Plan  aid,  what  would  the 
situation  be  without  it?  What  will  it  be 
without  it?  We  must  call  a halt!  Not  only 
has  the  local  Britisher  been  taxed  to  sup- 
port the  socialization  of  Great  Britain,  but 
I,  here  in  Nashville,  Tennessee,  have  had  to 
pay  my  tax  for  the  same  support.  I have 
helped  enslave  my  brothers  in  Britain. 
What  a mess! 

The  Situation  in  the  United  States 

Let  us  now  turn  to  America.  What  is 
happening  here?  Are  we  in  any  danger 
from  this  Fabian  movement  to  overthrow 
our  traditional  government  and  socialize 
America  ? 
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I say  to  you  that  the  program  is  already 
well  advanced  and  is  walking  in  seven 
league  boots.  There  are  a million  signs 
aloft  saying  that  we  are  being  sold  down 
the  river. 

In  1932  we  were  in  a depression,  but  we 
still  had  our  American  system.  Then  Solo- 
mon became  king,  and  Solomon  soon  decided 
to  change  the  American  system,  to  tax  and 
spend,  to  brow-beat  and  bludgeon  men  into 
doing  the  will  of  the  government ; to  make 
the  government  master  of  the  people.  By 
1938  a new  group  came  to  power  in  Wash- 
ington. These  were  not  elected  by  the  peo- 
ple. These  were  young  men  fresh  from 
law  offices,  teaching  positions  and  busi- 
nesses. They  had  no  love  for  America’s 
traditional  system  of  government  and  eco- 
nomics. To  them  there  was  only  one  “good” 
system — Socialism ! Of  course  they  did  not 
call  their  ideas  socialistic.  They  labelled 
them  welfare,  help  for  the  average  man,  aid 
to  the  poor,  and  what  not,  just  as  they  had 
in  England.  Remember  Wallace?  What  a 
field  day  he  and  the  unelected  had ! 

In  1944  the  Democratic  Party  made  a 
deal  with  Labor,  the  same  deal  the  British 
Liberal  Party  made  in  1905.  For  $500,000 
on  the  barrel  head  Labor  was  promised 
legislation  that  would  grant  Labor  an  inside 
position  in  the  life  of  the  nation.  The 
Labor  leaders  henceforth  would  be  in  the 
saddle  and  could  spur  the  industrial  horse 
to  exhaustion  if  they  wanted  to  do  so ! Re- 
member Hillman? 

In  1947,  a new  movement  was  created, 
called  Americans  for  Democratic  Action.  It 
is  about  as  democratic  as  Stalin.  Look  at 
its  main  figures:  David  Dubinsky  from  the 
AFL,  Walter  Reuther  and  James  B.  Carey 
from  the  CIO,  John  L.  Lewis  from  you 
know  where,  A.  F.  Whitney  from  the  Rail- 
road brotherhoods,  Mr.  Elmer  Davis,  Leon 
Henderson,  Keyserling,  Wyatt,  Ewing, 
Douglas,  Frankfurter,  Senator  Graham, 
and  others,  all  of  them  leaning  far  to  the 
left  of  the  American  system.  Here  is  the 
source  of  all  the  programs,  welfare  and 
otherwise,  that  are  crippling  this  nation. 
The  Democratic  Party  has  lost  its  soul  to 
the  socialists  just  as  surely  as  the  Liberal 
Party  in  England  did,  and  we  are  now  in  the 


control  of  the  Washington  Economics  Plan- 
ners, the  young  men  who  know  all  the 
answers.  Big  Government  is  determined  to 
destroy  free  enterprise  and  democracy ! 

I have  a feeling  that  if  Jackson  and  Jef- 
ferson should  visit  the  Democrats  in  Wash- 
ington today,  they  would  challenge  about  85 
per  cent  of  them  to  duels  in  the  cherry  or- 
chards within  the  next  twenty-four  hours. 
I cannot  imagine  these  true  Americans  feel- 
ing at  home  with  the  present  administration 
or  feeling  that  the  wise  men  who  are  leading 
us  to  Statism  and  a “planned”  (Socialist) 
economy  are  Americans  save  by  birth. 

What  is  happening  to  us?  Well,  look 
at  the  facts: 

1.  Government  no  longer  is  our  servant. 
It  is  our  master. 

2.  Government  is  no  longer  the  legisla- 
tive part  of  America. 

It  has  invaded  the  realm  of  banking. 
It  has  invaded  the  realm  of  electric 
power. 

It  has  invaded  the  realm  of  agriculture. 
It  now  proposes  to  invade  the  realm  of 
medicine,  education,  and  anywhere 
else  where  it  can  interfere  with  free 
enterprise  and  democratic  liberties. 

If  we  pass  the  Spence  Act  the  president 
will  have  complete  power  over  the  entire 
industrial  life  of  the  nation,  empowered  to 
do  as  he  personally  pleases  and  all  under  the 
pretense  of  helping  to  keep  the  free  enter- 
prise system  alive.  Imagine  Rehoboam 
with  that  kind  of  power ! 

Then  there  is  the  Brannan  Plan.  You 
know,  the  plan  that  buys  up  some  50  mil- 
lion bushels  of  potatoes  and  then  dumps 
them  because  it  would  cost  the  government 
something  to  ship  them  where  they  can  be 
used?  This  is  the  Plan  that  paid  a farmer 
in  Minnesota  some  $2,500  for  his  potato 
crop,  and  then  the  farmer  bought  the  whole 
lot  back  for  about  $16.00  and  the  potatoes 
never  left  his  farm.  What  a system ! And 
they  call  it  “Planned  Economy.” 

Well,  what  can  be  done?  Mr.  Flynn  has 
several  ideas,  and  so  do  I. 

1.  Let  us  find  out  what  the  free  enter- 
prise system  really  is  instead  of  letting  the 
Social  Planners  tell  us  what  it  is. 

2.  Let  us  stand  up  to  the  Economic  Plan- 
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ners.  Let  us  defend  our  American  system. 
Let  us  have  an  end  to  letting  them  have 
the  field  all  to  themselves. 

3.  Let  individuals,  groups  and  Com- 
munities stop  looking  to  Washington  for 
handouts!  Remember  that  what  the  gov- 
ernment gives  and  spends  is  taken  from 
our  own  pockets.  The  only  money  it  has 
comes  to  it  in  taxes. 

4.  Remember  that  human  freedom  is  the 
scarcest  and  most  precious  commodity  in 
the  world  today. 

5.  Let  us  rid  ourselves  of  the  Planners 
when  the  opportunity  comes,  as  it  will  come. 

6.  Let  us  put  an  end  to  this  wasteful 
spending  on  the  part  of  our  government. 

It  is  startling  to  realize  that  we  spent 
only  147  billion  dollars  to  run  the  American 
Government  in  all  the  years  from  Washing- 
ton through  Mr.  Roosevelt’s  first  term  in 
office.  Mr.  Truman  has  spent  18 U billion 
dollars  in  three  years. 

7.  Let  us  look  at  Russia  and  Britain,  and 
then  fall  in  love  with  the  U.  S.  A. 

I dare  not  close  this  address  without  say- 
ing a word  about  Mr.  Flynn’s  condemnation 
of  many  of  the  leaders  in  the  Federal  Coun- 
cil of  Churches.  I must  confess  that  I share 
Mr.  Flynn’s  conclusions  concerning  the 
social  and  political  views  of  Bishop  Oxnam, 
E.  Stanley  Jones  afld  John  C.  Bennet.  I 
do  not  think  that  these  men  are  communists 
or  wicked.  I do  feel  that  they  are  opposed 
o our  traditional  American  view  of  gov- 
ernment and  economics,  and  are  socialists 
at  heart,  though  Christian  Socialists ! They 
too  easily  mistake  human  weaknesses  for 
weaknesses  of  free  enterprise. 

Having  said  that,  let  me  hasten  to  say 
that  while  this  phase  of  the  Federal  Coun- 
cil’s work  is  to  be  regretted  and  condemned, 
there  is  much  in  it  to  be  praised.  I feel  that 
they  have  done  much  in  the  way  of  inter- 
denominational cooperation,  evangelism, 
Christian  education,  and  the  enrichment 
of  worship.  I feel  that  they  have  been 
of  great  help  in  speaking  for  Protestantism 
in  Washington  where  Protestantism  does 
not  always  wield  sufficient  force.  I do  not 
feel  that  the  answer  to  the  shortcomings  of 
the  Federal  Council  is  to  be  found  in  our 
withdrawal  and  self-righteous  condemna- 


tion. It  is  not  in  retreat  that  victory  lies, 
but  in  advance.  Why  don’t  we  send  strong- 
er men  to  the  meetings  of  the  Council,  men 
who  know  where  we  stand  on  these  matters 
as  a denomination,  men  who  will  fight  for 
our  view?  Why  do  we  Southern  Presby- 
terians always  think  in  terms  of  defense 
rather  than  in  offense?  Why  do  we  always 
talk  in  terms  of  negatives  rather  than  in 
terms  of  positives?  Why  not  change  the 
Council  so  that  it  says  what  we  and  others 
like  us  to  believe?  I would  regret  our  with- 
drawal from  it,  even  as  I regret  their  mis- 
representation of  us  in  matters  of  political 
and  economic  import.  The  Southern  Pres- 
byterian Church  cannot  honorably  with- 
draw from  the  Federal  Council  until  we 
have  done  more  than  we  have  done  to  im- 
prove it! 

I have  spoken  unto  you  this  day  as  ... 
Christian  clergyman.  I want  the  free  enter- 
prise system  continued  in  a democratic  en- 
vironment. I see  no  reason  why  we  cannot 
solve  our  various  economic  and  social  prob- 
lems within  the  historic  framework  of  our 
land.  I see  no  cause  for  our  becoming  a 
socialistic  land  at  a time  when  socialism 
is  rotting  away  the  liberties  of  all  man- 
kind. Under  free  enterprise  and  our  repub- 
lican form  of  government  I see  every  reason 
why  we  can  rise  to  still  higher  levels  of 
greatness,  and  render  to  the  world  a service 
it  sorely  needs.  Under  the  further  social- 
ization of  America  I see  the  death  of  the 
last  sweet  fruits  of  the  struggles  of  valiant 
men  throughout  the  Christian  centuries. 
I would  personally  rather  see  my  nation 
die  cleanly  under  the  H-Bomb  than  rot 
away  under  socialism. 

Let  us  get  clear  in  our  thinking  one 
thing:  a social  planner  in  Washington  dif- 
fers not  at  all  from  one  in  Moscow  or 
London.  They  are  all  socialists  and  there- 
fore enemies  of  the  basic  liberties  of  men. 

Can  things  be  changed?  As  I survey  the 
American  scene  it  seems  clear  that  the  hope 
of  America  is  to  be  found  in  the  South. 
We  are  guilty  of  many  sins,  and  we  pet 
fondly  many  prejudices  we  should  throw 
away,  but  we  still  believe  in  state  rights 
and  liberties.  We  are  not  purists  to  be  sure, 
for  we  have  been  riding  the  federal  “gravy 
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train”  too  often  in  recent  years  to  call  our- 
selves true  champions  of  free  enterprise. 

Here  in  the  South,  where  the  war  of 
brothers  left  us  in  poverty,  surrounded  by 
citizens,  some  white  and  some  black,  who 
were  ill  prepared  to  weigh  the  vital  issues 
of  our  states  and  nation,  we  have  been  com- 
pelled by  circumstances  to  seek  aid  from 
beyond  our  southern  borders.  Much  of  this 
aid  has  been  federal  money,  granted  by  the 
Economic  Planners.  We  are  in  a precarious 
political  situation : on  the  one  hand  we  con- 
demn socialism,  and  yet  at  every  turn  we 
ask  that  a fair  portion  of  the  federal  social- 
istic “gravy”  be  channelled  in  our  direction. 

If  the  South  is  to  serve  its  purpose  of 
“preserving  the  Union”  in  the  20th  Century 
by  championing  free  enterprise  and  human 
freedom,  then  let  us  go  all  out,  guarding 
ourselves  against  the  human  weakness  of 
getting  something  “for  almost  nothing.” 

The  Economic  Planners  in  the  Democratic 
Party  know  our  weaknesses  and  dire  needs. 
They  will  play  ball  with  us  when  it  is  to 
their  advantage  and  spurn  us  when  it  is 
not.  That  is  why  the  FEPC  bill  is  so  im- 
portant to  the  Economic  Planners  who  con- 
cocted it  and  are  pushing  it.  That  bill  was 
not  created  from  the  moral  fabric  of  a 
tender  conscience  which  weeps  for  the 
downtrodden  and  the  dispossessed.  Oh,  no ! 
It  is  merely  the  political  means  of  grabbing 
a bloc  of  votes  which  are  of  paramount 
importance  to  the  Social  Planners.  With  it 
they  could  hasten  their  rule  over  us  all. 

It  is  my  personal  conviction  that  the 
Democratic  Party  has  lost  its  soul  to  these 
men  who  seek  the  death  of  our  American 
Way  of  Life.  I do  not  see  how  any  serious 
minded  citizen  who  wants  the  free  enter- 
prise system  and  democracy  continued  can 
again  vote  for  this  party.  To  keep  these 
men  in  office  and  give  them  further  oppor- 
tunities to  kill  America  seems  to  me  the 
epitome  of  stupidity. 


Will  the  South  measure  up  to  the  demands 
of  this  hour?  Will  we  be  willing  to  change 
our  thinking  sufficiently  to  enable  us  to  rid 
America  of  this  cancer  that  kills?  The 
American  Fabians  are  using  the  Democratic 
Party  to  bring  about  the  death  of  Uncle 
Sam.  What  are  you  doing  about  it? 

I am  not  pleading  with  you  to  go  Repub- 
lican. I am  asking  you  not  to  be  so  tradi- 
tional that  you  fail  to  protect  this  nation 
against  the  sickness  of  the  20th  Century 
which  is  now  upon  us.  You  can  be  either  its 
victims  or  its  victors.  There  is  yet  time 
to  decide. 

King  Solomon  is  dead,  and  Rehoboam  is 
in  the  White  House.  The  wise  young  men 
in  Washington  who  know  all  the  answers 
are  guiding  Rehoboam  and  America  down 
the  path  of  socialism.  Surely  the  Christian 
Church  has  a better  answer  than  the  one 
they  offer. 

Recently  the  Memphis  Commercial  Ap- 
peal carried  the  following  parody  on  the 
Twenty-Third  Psalm : 

“The  State  is  my  shepherd,  I shall  not 
work;  it  maketh  me  to  die  down  on  good 
jobs;  it  leadeth  me  by  the  still  factories.  It 
deadens  my  soul ; it  leadeth  me  in  the  paths 
of  idleness  for  politics’  sake.  Yea,  though 
I walk  through  the  valley  of  slothfulness 
and  economic  disaster,  I will  fear  no  evil, 
for  it  will  be  with  me ; its  dole  and  paternal- 
ism, they  comfort  me.  It  prepareth  a Utopia 
for  me  by  appropriating  the  earnings  of  the 
frugal;  it  filleth  my  head  with  fool  expecta- 
tions; my  mounting  inefficiency  runneth 
over.  Surely  goodness  and  mercy  shall 
follow  me  all  the  days  of  my  life;  I shall 
live  on  the  bounty  of  the  State  forever.” 

God  save  America.  God  save  the  world 
through  America.  God  save  America 
through  us. 
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FREDERICK  EBERSON,  Ph.D.,  M.D.f 

By  way  of  introduction  it  should  be 
stated  that  the  pathogenesis  of  poliomyelitis 
in  man  is  not  as  yet  established  on  an  exact 
basis.  There  are  certain  requisites  for 
accurately  diagnosing  an  infectious  disease 
in  its  early  stages.  A review  of  the  avail- 
able evidence  accumulated  thus  far  indicates 
that  such  criteria  have  not  been  met  in 
poliomyelitis,  a viral  disease: 

(a)  It  is  not  possible,  with  means  at  hand, 
to  identify  promptly  the  etiologic  agent. 
In  this  connection,  moreover,  the  presence 
of  virus  is  by  itself  inadequate  proof. 

(b)  A simple  and  reliable  method  for 
identifying  the  causative  agent  in  each  case 
is  not  yet  available. 

(c)  A practical,  simple  method  for  de- 
termining the  virulence  of  the  virus  assum- 
ing that  it  could  be  identified,  is  also  lacking 
at  the  present  time.  It  follows,  therefore, 
that  the  diagnosis  of  poliomyelitis  in  its 
early  phases  must  be  highly  presumptive  be- 
cause the  exact  nature  of  the  disease  in  its 
various  stages  of  development  must  be 
known  before  an  accurate  diagnosis  can 
be  made. 

Beyond  that  of  making  a diagnosis  there 
is  the  added  responsibility  of  the  physician 
for  taking  measures  to  prevent  the  spread 
of  disease  in  patients,  to  protect  immediate 
contacts,  and  to  prevent  dissemination  of 
the  infective  agent  into  the  community. 
Here  the  nature  of  the  disease  poses  addi- 
tional problems  for  the  physician  and  for 
the  epidemiologist,  who  are  concerned  with 
the  behavior  of  an  elusive  virus. 

In  susceptible  persons  the  poliomyelitis 
virus  may  give  rise  either  to  no  clinically 
visible  reaction  or  it  may  produce  a clinical- 
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ly  diagnostic  chain  of  events  progressing 
with  varying  rapidity  and  intensity.  In  the 
first  group  there  is  immunologic  evidence 
of  invasion,  based  on  the  finding  of  polio- 
myelitis virus  in  the  throats  of  children 
who  are  symptom-free.  The  majority  of 
susceptibles  in  the  second  group  react  to 
implantation  of  virus  in  the  nasopharynx 
or  the  intestinal  tract.  These  individuals 
are  known  to  have  subclinical  disease  with 
recognizable  changes  in  the  spinal  fluid. 

The  incubation  period  in  poliomyelitis 
has  many  and  varied  implications,  since 
the  time  required  for  these  initial  reactions 
to  become  clinically  obvious  is  not  exactly 
known.  Abundant  evidence  exists  of  a rapid 
development  of  the  carrier  state  and  dis- 
charge of  virus  in  the  stools  during  epidemic 
periods.  In  man,  the  virus  is  present  and 
excreted  3-6  days,  and  often  11,  19,  or  25 
days  before  recognizable  clinical  symptoms 
or  signs  appear.  Extreme  variability  of 
the  incubation  period  is  further  emphasized 
by  familial  outbreaks  of  the  disease  in 
which  a range  of  from  3 to  as  long  as  35 
days  has  been  observed,  in  many  cases 
averaging  from  4-10  days.  This  period  of 
incubation  is,  for  epidemiologic  purposes, 
now  accepted  as  quite  accurate.  Important 
in  this  connection  also  are  some  field  studies 
showing  as  high  as  80  per  cent  of  susceptible 
children  with  signs  and  symptoms  of  polio- 
myelitis in  the  early  phase  within  5-21  days 
after  exposure  to  clinical  cases. 

From  the  public  health  standpoint  the 
importance  of  diagnosis  of  the^ initial  phase 
of  poliomyelitis  cannot  be  overestimated. 
A difficult  situation  is  created  for  physi- 
cians, the  health  officers,  and  the  community 
by  three  groups  of  cases  having  symptoms 
very  much  alike  in  severity  and  frequency. 
First,  there  are  patients  who  develop  clas- 
sical poliomyelitis  with  paralysis ; second, 
contacts  who  are  exposed  to  classical  cases ; 
finally,  contacts  exposed  to  proven  abortive 
non-paralytic  cases  of  poliomyelitis.  Ap- 
proximately 80  per  cent  of  patients  with 
mild  or  moderate  infection  recover  com- 
pletely in  48-72  hours,  yet  many  such  will 
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harbor  the  virus  in  their  nasopharyngeal 
secretions  for  several  days  thereafter,  and 
in  the  intestinal  discharges  for  weeks.  In 
this  large  group,  also,  early  invasion  of  the 
central  nervous  system  is  common,  precisely 
at  a time  when  the  virus  is  being  excreted 
in  the  stools.  This  observation  is  sup- 
ported by  the  finding  of  persistent  abnor- 
malities in  spinal  fluid  protein  in  children 
with  mild  illness  following  contact  exposure 
to  the  disease.  At  best,  case  reporting  is 
very  unsatisfactory  and  brings  into  question 
the  value  and  fitness  of  isolation  and  quar- 
antine procedures.  It  is  said,  on  the  basis 
of  comparable  epidemiologic  studies  in  the 
well-known  communicable  diseases,  that  for 
every  case  of  poliomyelitis  reported,  one 
hundred  are  missed.  If,  as  it  is  now  sus- 
pected, widespread  natural  immunization  of 
mass  populations  is  taking  place,  then  our 
methods  of  prevention  and  control  of  epi- 
demic poliomyelitis  must  steer  a different 
course. 

What  is  known  of  the  factors  which  de- 
termine why  some  individuals  develop  para- 
lytic poliomyelitis,  others  in  the  same  en- 
vironment escape  the  disease  entirely,  and 
yet  others  develop  a transitory  illness  that 
cannot  be  recognized  clinically  as  acute 
poliomyelitis  without  paralysis?  Dosage  of 
virus  is  regarded  as  a predisposing  factor. 
In  some  epidemics  explosive,  disease  has 
occurred  with  multiple  cases  in  a number 
of  families  at  the  same  time.  To  cite  one 
example,  a localized  outbreak  among  chil- 
dren in  a small  eastern  city  a few  years 
ago  could  be  traced  to  massive  infection 
following  direct  exposure  to  sewage  at  an 
outfall  site  where  the  youngsters  waded  and 
“fished”  for  coins  and  valuables.  Insults 
to  the  upper  respiratory  mucous  membrane 
are  known  to  favor  penetration  of  virus  to 
regional  nerves  and  the  bulbar  area,  fol- 
lowing common  colds  and  especially  ton- 
sillectomies. Instances  of  bulbar  polio- 
myelitis following  tonsil  operations  have 
occurred  often  enough  to  condemn  the  prac- 
tice during  an  epidemic.  A third  contribu- 
tory factor  mentioned  frequently  is  exhaus- 
tion due  to  exposure,  chilling  and  fatigue- 
stress,  in  general,  as  a “trigger  mechanism,”  . 
which  produces  a fulminating  bulbar  paral- 


ysis. Case  histories  often  tell  a story  of  tap 
dancing  to  exhaustion,  followed  by  swim- 
ming or  other  overstrenuous  activities 
which  have  preceded  an  acute  attack  by  a 
matter  of  hours  or  a day.  In  the  very 
young,  active  play  and  exhaustion  precipi- 
tate a sudden  onset  of  paralytic  disease, 
especially  in  the  so-called  “dromedary  type” 
of  poliomyelitis,  which  is  commonly  mis- 
taken for  a “mild  indisposition”  of  short 
duration. 


What  help  can  the  laboratory  offer  in  the 
diagnosis  of  poliomyelitis?  Highly  signifi- 
cant are  the  cerebrospinal  fluid  findings. 
The  globulin  content  is  increased  slightly 
in  the  early  stages  of  the  disease  and  to  a 
marked  degree  in  the  later  stages.  The 
total  cell  count,  with  lymphocytes  predomi- 
nating, shows  an  increase  during  the  first 
two  weeks,  and  fluctuates  in  a wide  range, 
up  to  500,  with  an  average  of  60-200  cells, 
as  observed  in  the  recent  Arkansas  epi- 
demic. A normal  count,  regardless  of  the 
type  of  involvement,  is  seen  in  from  7-10 
per  cent  of  cases.  “Sugar”  content  is 
normal.  Meningitis  is  differentiated  by  un- 
usually high  cell  counts  (polymorphonuclear 
leucocytes  chiefly),  the  presence  of  specific 
organisms  in  stained  smears  or  cultures, 
and  a decreased  “sugar”  content.  Infec- 
tious encephalitides,  lymphocytic  chorio- 
meningitis, mumps  and  encephalomyelitis 
are  differentiated  by  serologic  methods  in 
the  first  two  weeks.  Guillan-Barre  syn- 
drome, which  exhibits  a decreased  cell  count 
and  a globulin  increase,  and  tick  fever 
paralysis  may  be  difficult  to  diagnose  in 
the  first  weeks. 

Mechanisms  of  Immunity  in 
Poliomyelitis 

Knowledge  of  the  distribution  of  anti- 
body in  relation  to  man  has  contributed 
much  to  an  understanding  of  the  mode  of 
infection,  dissemination  and  control  of  viral 
diseases. 

The  role  of  neutralizing  antibody  to  im- 
munity in  poliomyelitis  was  not  well  under- 
stood prior  to  Armstrong’s  discovery  in 
1939  of  a strain  of  virus  pathogenic  for 
rodents — the  so-called  Lansing  poliomy- 
elitis strain — and  the  use  of  mice  for  intra- 
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cerebral  neutralization  tests.  As  a result,  it 
is  now  possible  to  make  studies  of  antibody 
distribution  in  the  human  population  on  a 
large  scale.  Some  of  the  observations  can 
be  summarized  as  follows: 

Immunity  to  this  mouse-adapted  strain 
was  revealed  in  approximately  70  per  cent 
of  human  sera. 

Incidence  of  positive  (immune)  sera  in- 
creased with  the  age  of  persons  tested. 

Other  studies  (1945)  showed  that  86  per 
cent  of  children  10-14  years  of  age  had  al- 
ready developed  neutralizing  antibody  to 
the  Lansing  virus. 

Several  years  later  (1948)  it  was  found 
that  the  antibody  was  present  in  the 
nasopharynx  and  also  in  the  serum  of  60 
per  cent  and  75  per  cent,  respectively,  of 
a group  of  adults  among  whom  were  includ- 
ed 5 convalescent  poliomyelitis  cases. 

The  epidemiologic  significance  of  these 
observations  is  obvious  and  confirms  much 
of  the  pioneer  work  done  by  Flexner  and 
associates  and  of  subsequent  groups  of  in- 
vestigators. In  brief,  there  is  a natural 
development  of  antibody  in  man  resulting 
from  exposure  to  the  virus  even  in  the  ab- 
sence of  known  infection ; the  nasopharynx 
and  oropharynx  are  portals  of  entry  of 
virus;  antibody  content  of  nasopharyngeal 
washings  or  secretions  of  the  oropharynx 
is  inversely  correlated  with  recovery  of 
virus  from  such  patients  after  onset  of 
the  disease. 

Immunologically  different  strains  of 
poliomyelitis  virus 

The  existence  of  more  than  one  strain  of 
virus  has  been  suspected  for  a long  time. 
In  the  early  work  of  Flexner  and  associates, 
reference  is  made  to  difficulties  in  adapt- 
ing strains  for  animal  inoculation  and  to 
the  subsequent  recovery  of  newly  isolated 
virus  strains  from  various  parts  of  the 
world.  Later,  Paul  and  Trask  and  others 
offered  convincing  proof  by  means  of  cross- 
immunity and  neutralization  tests  in 
monkeys,  which  were  inoculated  with 
homologous  and  heterologous  virus  in  chal- 
lenging doses  of  test  material.  On  this 
basis,  second  attacks  of  poliomyelitis  in 
man  have  been  interpreted  to  mean  infec- 


tion with  strains  of  virus  that  are  im- 
munologically unrelated. 

Recent  investigations  point  to  the  exis- 
tence of  at  least  twelve  strains  of  poliomy- 
elitis virus  from  human  cases  in  the  United 
States  and  Middle  East.  These  cannot  be 
distinguished  from  the  Lansing  virus,  and 
have  its  pathogenic  property  of  infecting 
rodents.  Although  repeatedly  associated 
with  typical  cases  of  poliomyelitis,  this 
Lansing  strain  has  not  yet  been  incrimi- 
nated often  enough  to  establish  it  as  the 
etiologic  agent. 

A method  is  now  available  for  detecting 
and  classifying  types  of  virus  occurring  in 
epidemics.  The  obvious  application  of  this 
procedure  is  seen  in  renewed  attempts  to 
prepare  a polyvalent  “vaccine.”  To  this 
end,  experiments  in  monkeys  with  inacti- 
vated virus  and  active  strains  have  been 
relatively  successful  thus  far  in  developing 
resistance  to  intracerebral  inoculation  of 
massive  doses  of  homologous,  but  not 
heterologous  virus. 

In  man,  circulating  antibody  to  at  least 
one  strain  of  virus  can  be  said  to  exist. 
Among  the  strains  of  poliomyelitis  already 
identified,  striking  differences  are  found, 
indicating  a strong  possibility  of  subdivid- 
ing them  within  a group  as  large  and 
varied  as  that  of  the  viral  encephalitides. 
A new  viru§,  recently  isolated  by  Melnick 
and  associates  from  patients  diagnosed 
as  non-paralytic  poliomyelitis  or  aseptic 
meningitis,  adds  yet  another  strain  to  the 
growing  collection. 

Strain  characteristics  and  properties 
of  poliomyelitis  viruses 

These  may  be  summarized  briefly,  as 
follows : 

1.  Immunologic  test  differences,  already 
mentioned,  provide  a most  satisfac- 
tory method  of  separation. 

2.  Endemic  and  epidemic  characteristics. 

Sera  from  persons  in  tropical  countries 

as  a rule  have  shown  a higher  percentage 
of  antibodies  to  the  standard  strains,  such 
as  the  M.V.  and  Aycock,  than  have  sera  in 
temperate  zones ; that  is  to  say,  where  epi- 
demic and/or  tropical  poliomyelitis  exists, 
the  percentage  of  positive  sera  is  higher 
than  in  areas  where  epidemic  poliomyelitis 


March,  1950 


IMMUNITY  IN  POLIOMYELITIS — Eberson 


77 


is  more  frequent.  The  same  results,  al- 
though yet  in  a preliminary  stage  of  in- 
vestigation, can  be  observed  with  tests  be- 
ing made  with  the  Lansing  strains. 

3.  Differences  in  virulence  and  severity  of 
experimental  disease. 

Infectivity  by  various  routes  of  inocula- 
tion, such  as  oral  or  intracutaneous,  have 
been  demonstrated,  but  are  uncertain  cri- 
teria as  bases  for  classification. 

Narrow  host  range  and  a limited  property 
of  infecting  animals  other  than  monkeys, 
namely  cotton  rats,  mice,  and  hamsters. 
This  new  and  remarkable  characteristic  of 
some  strains  of  poliomyelitis  virus,  as  ex- 
emplified by  the  Lansing  strain,  is  a prop- 
erty of  one  group  of  viruses.  These  are 
immunologically  alike  and  related  to  the 
“pioneer”  M.V.  strain,  which  at  the  moment, 
is  not  yet  regularly  adapted  to  mice  in  the 
same  degree  as  the  Lansing  group  of  vi- 
ruses. 

A wide  distribution  throughout  the  world 
of  the  Lansing-like  strains  bespeaks  wide- 
spread seeding  of  poliomyelitis  virus  ca- 
pable of  producing  inapparent  infections, 
although  not  commonly  implicated  in  epi- 
demic poliomyelitis  in  the  United  States. 

The  immediate  practical  importance  of 
recognizing  multiple  virus  strains  and  their 
immunogenic  properties  will  be  measured 
by  whatever  progress  we  can  foresee  in  ap- 
plying control  measures  that  are  concerned 
with  specific  immunity  in  human  poliomy- 
elitis. 

A study  of  recurrent  epidemics  of  this 
disease  makes  plain  the  need  for  a large 
scale  investigation  that  will  throw  some 
light  on  the  possible  host  reservoirs  of  the 
virus  and  the  source  of  interepidemic  seed- 
ing of  the  poliomyelitis  virus.  What  and 
where  is  the  “overwintering”  mechanism? 
The  role  of  migratory  birds,  their  possible 
insect  vectors  and  of  wild  life  in  the  dis- 
semination of  virus  has  yet  to  be  examined 
thoroughly. 
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REPORT  OF  COMMITTEE  ON  MEMOIRS 

To  the  House  of  Delegates : 

As  Chairman  of  the  Memoirs  Committee,  I should 
like  to  make  the  following  report: 

Our  records  indicate  that  fifty-six  of  our  mem- 
bership departed  this  life  within  the  past  calendar 
year. 

Year  in  and  year  out  the  clock  of  time  ticks  out 
the  fleeting-  hours,  the  loom  of  life  weaves  on,  as 
the  threads  of  man’s  influence  are  forever  woven 
into  the  warp  and  woof  of  the  finished  fabric.  The 
relentless  march  of  time  rolls  on,  unfolding  in  its 
wake  the  age-old  scroll  of  life,  upon  whose  pages 
are  forever  inscribed  the  deeds  we  have  done,  the 
ambitions  we  have  cherished,  the  achievements  we 
have  accomplished,  the  heartaches  and  disappoint- 
ments we  have  suffered,  the  tears  we  have  shed, 
and  the  sunshine  and  happiness  we  have  left  be- 
hind. 

Man’s  life  is  like  a frail  bark  tossed  and  bil- 
lowed upon  the  restless  sea  of  life,  and  however  we 
may  steer,  his  frail  craft  sooner  or  later  goes  down 
and  is  forever  submerged  beneath  those  turbulent 
and  restless  waves  of  time  and  space. 

Those  members  who  passed  from  this  earthly 
sphere  dreamed  a dream  and  they  strove  for  the 
attainment  of  that  vision,  and  all  of  them,  I am 
sure,  came  into  some  degree  of  a realization  of 
those  ideals  which  are  cherished  by  every  practi- 
tioner of  medicine.  We  can  draw  inspiration  from 
their  lives  and  try  to  emulate  the  fine  example  and 
high  standards  of  service  which  they  set  in  their 
relations  to  their  patients,  their  fellow  men,  their 
state,  and  their  nation. 

These  feeble  words  are  the  least  that  we  can 
do  to  show  our  appreciation  to  the  departed  mem- 
bers of  the  Tennessee  State  Medical  Association. 

I move  you,  sir,  that  this  House  of  Delegates 


stand  for  one  minute  of  silent  prayer  as  a token  of 
love  and  respect  for  our  departed  members. 
Sincerely, 

Charles  R.  Henry,  M.D.,-  Chairman 


Report  of  the  June  and  Decemrer 
Meetings  of  the  House  of  Delegates 
of  the  American  Medical 
Association 

The  two  sessions  of  the  Delegate  Meetings 
of  the  American  Medical  Association  in 
1949  had  the  same  undercurrent  feeling  as 
has  marked  other  recent  gatherings,  namely, 
the  realization  of  the  necessity  of  devoting 
time,  which  heretofore  has  been  undividedly 
given  to  a report  of  and  the  dissemination 
of  recently  accrued  medical  knowledge,  with 
the  necessity  of  developing  techniques 
devoted  to  the  spreading  of  information 
about  the  attempt  of  certain  departments 
of  government  pledged  to  the  enacting  of 
Compulsory  Health  Insurance.  In  spite  of 
this  background,  the  sessions  were  marked 
with  the  usual  vigorous  prosecution  of 
developing  programs  dealing  with  teach- 
ing, standardization,  and  the  development 
of  new  techniques.  Recognition  of  those 
who  had  rendered  outstanding  services  were 
paid  in  the  form  of  awarding  of  the  Dis- 
tinguished Service  Medal  to  Dr.  Seale  Har- 
ris of  Alabama,  the  Presidency-Elect  to  Dr. 
Elmer  Henderson  of  Louisville,  Kentucky, 
former  Chairman  of  the  Board  of  Trustees, 
and  the  re-election  of  Dr.  F.  F.  Borzell  of 
Philadelphia  as  Speaker  of  the  House.  Dr. 
Borzell  in  his  address  to  the  House  sounded 
the  keynote,  which  marked  the  entire  ses- 
sion and  has  continued  to  speak  for  the 
large  majority  of  American  physicians  at- 
testing to  the  fact  that  the  motivation  of 
the  House  of  Delegates  of  the  A.  M.  A. 
spring  solely  from  a sense  of  primary  re- 
sponsibility to  insure  for  our  people  the 
maintenance  of  a quality  of  medical  service 
equaled  nowhere  else  in  the  world. 

The  address  of  President  Sensenich  at- 
tested to  the  fact  that  defense  is  not  the 
sole  occupation  of  the  profession  even  now, 
and  discussed  four  major  problems  dealing 
with  Medical  Education,  National  Emer- 
gency Service,  the  probable  need  of  financial 
aid  to  some  schools,  and  the  unfortunate 
participation  of  some  medical  schools  in  the 
active  practice  of  medicine. 
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The  report  of  the  Board  of  Trustees,  the 
Treasurer,  and  the  various  bureaus  are  car- 
ried in  the  Journal,  and  need  not  be  en- 
larged upon.  There  were  many  committee 
reports  dealing  with  Medical  Economics, 
such  as  that  regarding  several  resolutions 
from  states  relative  to  the  raising  of  fees 
for  insurance  examinations,  and  which  re- 
sulted in  the  Director  of  the  Bureau  of  Med- 
ical Economics  stating  that  generally  the 
fees  for  insurance  examination  in  the  Unit- 
ed States  had  risen  36  per  cent,  whereas 
the  cost  of  living  had  risen  71  per  cent.  He 
recommended  that  any  standard  fee  should 
neither  rise  as  high  or  fall  as  low  as  the 
extremes  of  fluctuation  in  the  general  price 
levels,  cost  of  living,  or  the  general  fee 
schedules  of  physicians. 

The  Committee  on  Rural  Health  called 
attention  to  its  eleven-point  program,  which 
too  is  published  in  the  Journal  for  those 
who  would  inform  themselves.  The  Red 
Cross  Committee  reported  the  beginning  of 
a plan  of  study  of  Blood  Bank  situation 
throughout  the  United  States. 

The  Committee  on  Nursing  Problems  an- 
nounced the  formation  of  a Committee  for 
the  Improvement  of  the  Care  of  the  Patient, 
composed  of  representatives  of  the  A.  M.  A., 
A.  H.  A.,  A.  N.  A.,  and  the  National  League 
of  Nursing  Education,  the  first  joint  effort 
for  forum  discussion  of  all  those  large 
groups  interested  in  the  Healing  Arts. 

For  years  the  question  of  Corporate  Prac- 
tice of  Medicine  and  the  need  for  possible 
legislation  for  its  control  has  been  agitated, 
and  a committee  appointed  for  study  of  this 
problem  after  making  exhaustive  research 
into  the  status  of  legislation  in  each  of  the 
states,  reported  as  follows: 

“Because  the  majority  of  court  decision 
concerning  the  Corporate  Practice  of  Medi- 
cine, Dentistry,  Optometry,  and  Law  sup- 
port the  general  rule  that  a corporation  may 
not  practice  such  profession  directly,  or  in- 
directly through  the  employment  of  licensed 
personnel;  because  Medical  Practice  Acts 
seem  definitely  to  preclude  the  licensing  of 
any  other  than  a natural  person  to  practice 
Medicine ; and  because  court  decisions  seem- 
ingly opposed  to  the  general  rule  actually 
find  real  or  fancied  exceptions  to  the  general 
rule  rather  than  deny  it,  it  is  not  believed 


that  legislation  to  simplify  legal  interpre- 
tations is  necessary  at  the  present  time.” 

Among  resolutions  acted  upon  and  rec- 
ommended for  passage  were: 

The  establishment  of  a Committee  on 
General  Practice. 

Creation  of  a single  membership  in  the 
A.  M.  A. 

The  establishment  of  annual  dues  begin- 
ning in  1950  to  be  made  available  for  the 
advancement  of  the  Association’s  National 
Education  Campaign. 

A committee  to  be  appointed  to  study  the 
problems  of  displaced  physicians. 

The  affiliation  of  medical  students  with 
the  A.  M.  A. 

That  a stamp  like  reproduction  of  Sir 
Luke  Fildes’  picture  of  “The  Doctor”  be 
produced  in  quantities  adequate  for  pur- 
poses outlined. 

Elevation  of  the  position  of  the  Surgeon 
General. 

The  establishment  of  a section  of  Military 
Medicine  and  Surgery. 

Favoring  passage  of  H.  R.  3039  and  S. 
1698. 

That  the  Chief  Medical  Director  of  the 
Veterans  Administration  be  completely  re- 
sponsible for  the  Medical  Care  and  Hospital 
Service  Program  of  the  Veterans  Adminis- 
tration. 

That  opposition  to  S.  1411  and  H.  R.  3942 
and  H.  R.  4660  be  publicized. 

That  a special  committee  from  the  House 
of  Delegates  and  Board  of  Trustees  be  ap- 
pointed to  confer  with  Congress  relative  to 
legislation  aimed  at  meeting  the  objectives 
of  the  A.  M.  A.  program  in  its  effort  to 
making  Medical  Care  more  readily  accessi- 
ble to  the  American  people. 

To  seek  amendment  to  the  federal  law 
so  as  to  allow  free  choice  of  physicians  to 
federal  employees. 

A resolution  relative  to  the  treatment  of 
nonservice-connected  disabilities  by  the  phy- 
sician of  the  veterans  choice,  and  in  a local 
hospital,  the  fee  for  services  to  be  paid  by 
a Prepaid  Medical  Insurance  provision  of 
the  federal  government  in  case  of  proven 
indigency  was  at  first  lost  and  then  later 
was  referred  for  action  to  the  Board  of 
Trustees. 

The  Reference  Committee  on  Medical 
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Education  recommended  the  studying  and 
the  classification  of  foreign  medical  schools. 
A revised  text  of  the  essentials  of  residency 
training  and  to  approve  the  newly  formed 
American  Board  of  Preventive  Medicine 
and  Public  Health.  They  further  recom- 
mended that  Graduate  and  Postgraduate 
Education  for  the  General  Practitioner  be 
made  more  widely  available,  and  that  a 
two-year  rotating  internship  for  General 
Practitioners  be  set  up  as  rapidly  as  possi- 
ble; that  the  American  College  of  Surgeons 
continue  their  activity  in  hospital  stand- 
ardization ; that  the  Council  of  Medical  Ed- 
ucation inspect  all  hospitals  in  the  United 
States  and  grant  approval  to  those  meeting 
proper  standards. 

In  addition  to  many  unmentioned  resolu- 
tions, recommendations,  etc.,  the  House  also 
received  and  approved  a report  from  Whit- 
taker and  Baxter,  heard  talks  from  repre- 
sentatives from  the  Canadian  and  the  Brit- 
ish Medical  Association,  and  whose  remarks 
may  be  gotten  from  the  published  report. 
The  House  approved  those  sections  of  the 
Hill  and  Taft  Bills  that  were  consistent  with 
the  stated  policy  of  the  A.  M.  A.  and  urged 
the  combining  of  the  approved  features  of 
these  bills  into  a single  Bipartisan  Bill. 

Following  the  election  of  officers,  the 
House  adjourned  until  the  Interim  Session 
of  December  6. 

On  December  6 the  House  met  in  Wash- 
ington with  all  but  three  of  its  delegates 
present. 

Dr.  Andy  Hall  of  Mount  Vernon,  Illinois, 
was  made  recipient  of  the  General  Practi- 
tioners medal.  Dr.  F.  F.  Borzell,  Speaker 
of  the  House,  in  his  address  again  bewailed 
the  fact  that  the  delegates  were  having  to 
devote  time  to  affairs  outside  of  advanc- 
ing scientific  knowledge.  He  suggested  a 
change  in  the  By-Laws  to  enable  the  ap- 
pointment of  a Committee  on  Publicity  of 
House  Activities,  and  of  making  the  Com- 
mittee on  Insurance  and  Medical  Service 
one  of  the  regular  Reference  Committees. 

President  Ernest  Irons  in  his  address  re- 
minded the  delegates  that  officers  of  many 
State  and  County  Societies  were  being 
searched  for  evidence  that  the  medical  pro- 
fession is  exceeding  its  responsibilities  in 
relation  to  the  provision  of  medical  care. 


He  drew  attention  to  England's  one  year’s 
efforts  under  Socialism,  to  the  articles  in 
the  British  press,  and  to  the  parallelism  that 
is  taking  place  in  America  under  the  “eco- 
nomic and  social  planners.”  The  necessity 
was  pointed  out  for  each  physician  to  cease 
trying  to  convert  physicians  who  were  al- 
ready converted  and  to  talk  to  his  patients, 
telling  them  of  the  threats  to  their  liberties. 

The  Board  of  Trustees,  reporting  on  busi- 
ness referred  previously,  advised  that  Sen- 
ate Bill  1453  be  opposed  on  the  grounds  that 
it  did  not  meet  the  requirements  of  point 
No.  12  of  the  A.  M.  A.  twelve-point  pro- 
gram. While  several  points  had  been 
changed  as  a result  of  hearings  on  this  bill, 
there  still  remains  several  provisions  that 
were  objectionable.  This  bill  has  since  been 
passed  by  the  Senate,  and  its  companion 
bill,  H.  R.  5940,  still  not  passed,  should  be 
opposed  on  the  ground  that  as  written  it 
remains  a threat  to  the  academic  freedom 
of  medical  schools.  The  resolution  concern- 
ing free  choice  of  physicians  by  federal 
employees  remains  in  reference  owing  to 
the  death  of  one  of  the  group  being  con- 
sulted. On  the  question  of  Corporate  Prac- 
tice of  Medicine,  the  Trustees  recommended 
the  appointment  of  a special  committee  for 
study,  in  cooperation  with  the  A.  H.  A.  and 
American  Academy  of  Hospital  Administra- 
tors. The  Trustees  strongly  urged  the  es- 
tablishment of  grievance  committees  in  all 
states  as  a machinery  for  taking  disciplin- 
ary action  on  members  who  overcharge  or 
who  otherwise  violate  the  Principles  of 
Medical  Ethics.  They  announced  the  for- 
mation of  an  Inter-Association  Committee 
on  Health,  composed  of  three  members  each 
of  the  A.  M.  A.,  A.  D.  A.,  A.  H.  A.,  A.  N.  A., 
A.  P.  H.  A.,  and  A.  of  Public  Welfare. 

Dr.  Elmer  Henderson,  reporting  as  Chair- 
man of  the  Coordinating  Committee  of  the 
National  Education  Campaign  and  of  the 
A.  M.  A.,  stated  that  the  Medical  Profession 
was  making  definite  progress,  and  the  aban- 
donment of  the  fight  for  Compulsory  Health 
Insurance  in  mid-session  of  the  last  Con- 
gress was  not  a happenstance.  To  consider 
the  victory  won  would  be  foolish.  The  Pres- 
ident and  Mr.  Ewing  have  announced  they 
will  carry  the  issue  to  the  congressional 
campaigns  next  year ; at  the  grass  roots 
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the  battle  will  be  won  or  lost.  The  A.  M.  A. 
State  or  County  Associations  cannot  sup- 
port or  oppose  candidates  for  office,  but 
every  doctor  has  a right  to  support  candi- 
dates who  believe  in  maintaining  American 
freedom,  and  not  only  the  right  but  the 
sacred  obligation  to  do  so.  Now  is  the  time 
to  stand  up  and  be  counted. 

The  Council  on  Medical  Education  and 
Hospitals  presented  revised  editions  of  Es- 
sentials for  Acceptable  Schools  of  Occupa- 
tional Therapy,  for  Physical  Therapy,  for 
Medical  Technologists,  and  for  Medical  Rec- 
ord Librarians.  These  are  published  in  the 
issue  of  the  J.  A.  M.  A.,  December  17. 

The  Council  on  Scientific  Assembly  pre- 
sented regulations  governing  procedures  for 
those  desiring  to  present  televised  pro- 
grams. They  also  recommended  that  the 
request  for  the  creation  of  a Section  on 
Military  Medicine  and  Surgery  be  denied 
at  this  time,  but  that  space  on  the  program 
at  the  San  Francisco  session  be  given  for 
the  presentation  of  a program  on  Military 
Medicine  and  Surgery. 

Dr.  McVay,  Chairman  of  the  Council  on 
Medical  Service,  reported  that  the  Council 
under  the  reorganization  plan  of  1948  was 
dividing  medical  care  activities  into  seven 
categories,  and  a correlating  committee  with 
one  or  more  Council  members  on  its  rostra, 
formed  to  consider  data  submitted  to  it. 
These  correlating  committees  are:  (1)  Cor- 
relating Committee  for  Extension  of  Hos- 
pital and  Other  Facilities;  (2)  on  Medical 
Care  of  Industrial  Workers;  (3)  on  Indigent 
Care;  (4)  on  Medical  Care  of  Veterans; 
(5)  on  Prepayment  Hospital  and  Medi- 
cal Service;  (6)  on  Relations  with  Lay- 
Sponsored  Voluntary  Health  Plans;  (7)  on 
Maternal  and  Child  Care.  The  Council  has 
on  hand  desirable  materials  for  Health  In- 
surance, British  Health  Act.,  etc.  There  is 
reported  the  introduction  into  sixteen  leg- 
islatures bills  to  provide  cash  payments 
during  periods  of  non-occupational  disabil- 
ities. Of  these  sixteen  (including  Tennes- 
see), only  two  states,  namely,  Washington 
and  New  York,  passed  such  legislation.  The 
Council  urges  each  County  Medical  Society 
to  participate  actively  in  existing  health 
councils  in  their  communities,  and  to  set 
up  provisions  for  handling  emergency  med- 


ical calls,  which  has  been  done  already  in 
twenty-nine  states. 

On  June  30  it  is  assumed  that  sixty-five 
million  Americans  were  protected  by  hos- 
pitalization insurance  and  thirty-nine  mil- 
lion by  surgical  benefits.  Blue  Cross  has 
enrolled  around  thirty-one  million,  and  ap- 
proximately thirteen  million  are  covered  by 
medical  benefits. 

New  important  and  successful  resolutions 
introduced  were:  One  to  establish  annual 
dues  for  active  membership  in  the  A.  M.  A. ; 
one  on  Medical  and  Hospital  Care  of  Vet- 
erans with  nonservice  connected  disabili- 
ties; one  on  Guiding  Draft  Legislation  for 
Physicians;  one  on  Opposition  to  S.  1453 
and  H.  R.  5940 ; one  on  Opposition  to  S. 
1411 ; one  to  establish  State  Grievance  Com- 
mittee; one  to  encourage  the  development 
of  general  practice  sections  on  every  hos- 
pital staff ; one  to  increase  fees  for  life  in- 
surance examinations;  one  to  urge  each 
State  Medical  Association  to  promote  en- 
rollments in  approved  voluntary  health  in- 
surance plans  and  to  help  liberalize  benefits 
of  these  plans ; one  to  have  a joint  committee 
for  the  House  of  Delegates  and  the  Board 
of  Trustees  to  consider  the  desirability  of 
appointing  a committee  of  nonmedical  men 
to  assist  in  our  campaign  against  compul- 
sory health  insurance. 

We  would  especially  call  attention  to  the 
reports  of  the  Committee  on  Blood  Banks, 
to  be  seen  in  the  J.  A.  M.  A.  December  24, 
1949,  page  1242,  and  to  the  so-called  “Hess 
Report,”  which  was  concerning  the  corpo- 
rate practice  of  medicine. 

The  Council  of  National  Emergency  Med- 
ical Service,  praising  the  Secretary  of  De- 
fense for  establishing  the  Office  of  Medical 
Services,  reaffirmed  their  desire  to  be  of 
service  to  the  Secretary.  A resolution  re- 
questing the  National  Security  Resources 
Board  describe  to  the  A.  M.  A.  the  present 
status  of  preparation  for  civil  defense  in 
the  event  of  a national  emergency,  particu- 
larly as  related  to  health  problems  arising 
through  use  of  special  weapons  of  warfare. 
The  Council  further  pointed  out  their 
interest  in  the  development  of  a common 
method  of  examination,  classification,  and 
assignment  of  man  power  according  to 
physical  requirements  of  the  Armed  Forces. 
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The  report  of  the  Committee  on  Displaced 
Physicians  will  be  of  interest  to  those  who 
are  aware  of  existing  shortages  of  medical 
personnel,  and  of  the  possible  alleviations 
of  shortages  through  this  avenue. 

Points  selected  for  the  next  meeting  in 
June  is  San  Francisco,  in  December  will  be 
Denver,  while  the  regular  session  will  re- 
turn to  Atlantic  City  in  1951. 

R.  B.  Wood,  M.D. 

H.  B.  Everett,  M.D. 

C.  M.  Hamilton,  M.D. 


TREASURER’S  REPORT 

The  following  audit  of  the  books  is  presented  as 
my  report. 

DAUGH  W.  Smith,  M.D.,  Treasurer 
The  Chairman  and  Board  of  Directors,  Tennessee 

State  Medical  Association,  Nashville,  Tennessee. 
Sirs  : 

We  have  made  an  examination  of  the  Cash  Re- 
ceipts and  Disbursements  records  of  the  Tennessee 
State  Medical  Association,  Nashville,  Tennessee,  for 
the  year  ended  December  31,  1949.  The  results  of 
our  examination  are  presented  in  the  following  com- 
ments and  on  the  Exhibit  and  Schedules  designated 
as  follows : 

Exhibit  “A” — Statement  of  Cash  Receipts  and 
Disbursements,  Year  Ended  December  31,  1949. 

Schedule  A-l — Cash  in  Banks. 

Schedule  A-2 — Statement  of  Income  Receipts  by 
Months. 

Schedule  A-3— Disbursements,  MEDICAL  JOUR- 
NAL. 

Schedule  A-4 — Salaries  and  Wages. 

Schedule  A-5 — General  Expenses. 

Schedule  A-6 — Board  of  Trustees,  Committee  and 
Convention  Expenses. 

Schedule  A-7 — Social  Security  Tax  Expense  Paid. 

Schedule  A-8 — Investments,  Etc. 

CASH  IN  BANKS,  $2,929 

Cash  in  banks  was  verified  direct  with  the  depos- 
itories. All  cash  receipts  appearing  on  the  records 
were  traced  into  the  depositories.  Cash  disburse- 
ments were  verified  by  examination  of  all  canceled 
checks  as  to  signatures  and  endorsements,  the 
amounts  and  payees  thereon  being  compared  with 
the  entries  in  the  disbursement  record. 

INVESTMENTS,  $77,575.18 

The  Association  had  funds  invested  in  the  total 
amount  of  $77,575.18  at  December  31,  1949.  In- 
vestments consisted  of  the  following  items: 


First  Mortgage  Real  Estate  Notes  $59,619.18 

U.  S.  Bonds — Series  “F”  (Maturity  Value 
$9,400)  6,956.00 

U.  S.  Bonds — Series  “G”  11,000.00 


$77,575.18 

The  principal  balances  of  the  First  Mortgage 


Real  Estate  Notes  were  verified  by  examination  of 
the  Association’s  account  on  the  books  of  the  First 
Mortgage  Company,  Nashville,  Tennessee.  United 
States  Defense  and  Savings  Bonds  were  presented 
for  our  examination. 

On  Schedule  A-8  the  items  comprising  invested 
funds  are  listed,  and  for  the  purpose  of  record,  all 
investments  are  carried  at  cost.  In  addition  to  the 
above  listed  investments  there  is  also  shown  on 
Schedule  A-8  the  amount  of  $412.66,  Cash  on  De- 
posit with  First  Mortgage  Company,  Nashville, 
Tennessee,  available  for  investment. 


GENERAL 

As  shown  on  Exhibit  “A,”  there  was  an  excess  of 
Income  Disbursements  over  Income  Receipts  in  the 
amount  of  $2,467.31,  and  an  excess  of  Capital 
Receipts  over  Capital  Disbursements  in  the  amount 
of  $378.08,  making  a net  excess  for  the  year  of 
Disbursements  over  Receipts  of  $2,089.23. 

A fidelity  bond  of  $10,000  on  the  Treasurer,  Dr. 
D.  W.  Smith,  was  placed  in  effect  for  one  year 
from  April  12,  1949.  Office  Furniture,  Fixtures, 
and  Equipment  were  insured  against  loss  by  fire 
to  the  extent  of  $500. 

The  records  are  maintained  on  a cash  receipts 
and  disbursements  basis,  and  we  have  not  attempted 
to  prepare  a schedule  of  assets  and  liabilities  at 
the  close  of  the  year  December  31,  1949.  However, 
items  of  expense  incurred  during  the  year  1949,  and 
unpaid  at  the  end  of  the  year,  as  well  as  American 
Medical  Association  assessments  collected  from 
members  and  not  remitted  to  the  American  Medical 
Association  at  the  end  of  the  year  consisted  of  the 
following: 

Social  Security  Tax  for  the  last  quarter  of  1949 

(payable  in  January,  1950),  $ 23.74 

Withheld  Income  Tax  for  the  last  quarter  of  1949  420.64 

McQuiddy  Printing  Company,  for  December,  1949, 

Journal  and  Office  Supplies  1,175.84 

Tennessee  Press  Service,  Inc.,  for  Newspaper 
Clippings  and  Reproductions  of  news  releases 
for  December.  1949  74.00 

Miss  Grace  Dawson,  Shorthand  Reporting  28.65 

Nashville  Linen  Service,  December,  1949  1.02 

Capitol  Engraving  Company,  Half-Tones,  Etch- 
ings, Etc.  49.47 


Subtotals — Expenses  $1,773.36 

American  Medical  Association  Assessments,  Col- 
lected from  Members  and  Unremitted  at  Decem- 
ber 31,  1949  3,200.00 


Total  $4,973.36 

Respectfully  submitted, 

Osborn  & Page, 
Certified  Public  Accountants. 

March  6,  1950. 

EXHIBIT  “A” 

Statement  of  Cash  Receipts  and  Disbursements  for 
Year  Ended  December  31,  1949 


Income — 

Receipts  (Schedule  A-2): 

Dues  $29,462.00 

American  Medical  Association  Mem- 
bership Assessments  38,300.00 

Interest  on  Investments  275.00 

Advertising  15.775.75 

Exhibit  Space  2.635.00 

Rosters,  Subscriptions,  Copies  of 
Journal,  Etc.  157.80 

Refunds  48.15 

Sale  of  Booklets  and  Pamphlets  981.04 

Sundry  18.00 


Total  Income  Receipts  $87,652.74 
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Disbursements — 

Medical  Journal  (Schedule  A-3).  $10,250.45 

Salaries  and  Wages  (Schedule  A-4)  15.408.55 

General  Expenses  (Schedule  A-5)  11.406.40 

Board  of  Trustees,  Committee  and 

Convention  Expense  (Schedule  A-6)  5.241  49 

Transfers  to  Capital  Fund  9,701.21 

Postgraduate  Instruction  3,003.00 

Assessments  Remitted  to  American 
Medical  Association  35,050.00 

Social  Security  (Schedule  A-7)  112.17 

Tax  Payments  Deducted  from 
1948  Salaries: 

Social  Security  $ 14.30 

Withholding  Tax  367.80  382.10 


$90,552.37 

Less — Deductions  Fourth  Quar- 
ter,  1949 ; 

Social  Security  $ 11.72 

Withholding  Tax  420.60  432.32 


Total  Disbursements  $90,120.05 


Broadway  National  Bank,  Church  Street  Office — 

Balance  per  Bank  Statement  and  Confirmation  $ 72.50 

Total  Cash  in  Banks — Exhibit  "A”  $2,929.00 

SCHEDULE  A-3 

Disbursements,  Medical  Journal,  Year  Ended 
December  31,  1949 


Printing  $ 4,691.25 

Extra  Copies  1,196.50 

Mailing  720.00 

Color  Cover  1.080.00 

Color  Advertising  980.00 

Extra  Composition  and  Extra  Pages  584.00 

Inserts  and  Half  Tones 232.75 

Paper  Stock  Increases,  Etc.  385.00 

Indexes  and  Rosters  133.00 

Sales  Tax 201.95 

Auditor’s  Report  46.00 


Excess  of  Disbursements  over  Income  Receipts  $ 2,467.31 

Capital — 

Receipts : 

Principal — First  Mortgage 

Loan  $10,772.52 

Interest — First  Mortgage 
Loan  1,625.36 

Transfer  from  General 
Fund  9,701.21  22.099.09 


Disbursements: 

Purchase  of  Mortgage  Notes  21,721.01 

Excess  of  Capital  Receipts  over  Capital 
Disbursements  378.08 


Total — To  Exhibit  "A” $10,250.45 

SCHEDULE  A-4 

Salaries  and  Wages  Year  Ended  December  31,  1949 

Dr.  W.  M.  Hardy $ 4,450.00 

V.  O.  Foster  6,000.00 

Miss  Willard  Batey  2,700.00 

Mrs.  Bettye  K.  Foster 1,050.00 

Miss  Margaret  Rawls  , ',18.55 

Mary  Love  (Maid)  472.50 

Edna  Anderson  (Maid) . . . . 17.50 


$ 2,089.23 

General  Investment 

Represented  by — Fund  Fund 

Fund  Balances  (Cash) 

December  31,  1949  $ 2,929.00  $ 412.66 

Fund  Balances  (Cash) 

December  31,  1948  5,396.31  34.58 


S 2,467.31  $ 378.08  $2,039.23 


SCHEDULE  A-l 

Cash  in  Banks  December  31,  1949 

American  National  Bank — 

Balance  per  Bank  Statement  and  Confirmation  $5,606.21 


Add — Deposit  in  Transit  8.55 


$5,614.76 

Deduct — Outstanding  Checks: 

Capitol  Engraving  Company  $ 13.07 

Commercial  Letter  Shop  2.25 

Dr.  H.  H Shoulders  57.64 

Dr.  W.  M.  Hardy  169.40 

V.  O Foster  228.50 

Willard  Batey 97.55 

Margaret  Rawls  55.95 

Mary  Love  17.33 

Charles  L.  Cornelius  2,000.00 

Price-Bass  Company  2.50 

Marshall  & Bruce  Company  2.65 

Nashville  Linen  Service  1.02 

Capitol  Engraving  Company  36.40 

Tennessee  Press  Service,  Inc.  74.00  2,758.26 


Balance  in  American  National  Bank  $2,856.50 


Total — To  Exhibit  “A"  $15,408.55 

SCHEDULE  A-5 

General  Expenses  Year  Ended  December  31,  1949 


Office  Rent $ 1,233.96 

Postage  and  Express 819.71 

Stationery,  Office  Supplies,  and  Expense  1,184.51 

Linen  Service  13.20 

Letter  and  Duplicating  Service  216.45 

Lights,  Telephone,  and  Telegraph  519.19 

Office  Equipment — Chairs  and  Filing  Cabinets  550.50 

Extra  Work — Office  120.50 

Storage  on  Books  30.00 

Accountants  Services 158.00 

Attorneys  Fees  3,000.00 

Treasurer’s  Fidelity  Bond  25.00 

Copyright  Fees  48.00 

Lock  Box  Rent  3.60 

Dr.  D.  W.  Smith,  Honorarium  100.00 

Florals  48.33 

Tennessee  Legislative  Service  76.75 

Bank  Charges  on  Non-Par  Checks  .44 

Printing  Medical  Pamphlets  and  Booklets  1,154.96 

Press  Clippings  and  Releases  1,085.00 

Reprints  of  Articles,  Etc.  491.30 

Refunds — Membership  Dues  357.00 

Refunds — American  Medical  Association  Assess- 
ments 50.00 

Refunds — Advertising  45.00 

Refunds — Exhibit  Space  75.00 


Total — To  Exhibit  “A"  $11,406.40 


SCHEDULE  A-2 

Statement  of  Income  Receipts  by  Months  Year  Ended  December  31.  1949 


Total 

Dues 

Vmerican 

Medical 

Association 

Assessments 

Interest  on 
Investments 

Advertising 

Exhibit 

Space 

Rosters, 
Subscriptior 
and  Extra 
Copies  of 
Journals 

Booklets  am 
Pamphlets 

Cuts, 

Releases, 

Etc. 

Refund  of 

Convention 

Expense 

Sundry 

January 

$20,288.19 

$ 7,850.00 

$11,325.00 

$ 1.091.19 

$22.00 

February 

17,279.41 

8.670.00 

7,425.00 

1,177.41 

7.00 

March 

16,354.48 

5,730.00 

7,875.00 

$137.50 

1,312.98 

$1,295.00 

4.00 

April 

12,722.78 

4.075.00 

6,550.00 

1,269.63 

775.00 

5.00 

$48.15 

May 

3,351.98 

585. CO 

1,125.00 

1,033.88 

565.00 

12.00 

W 

O 

June 

2,946.51 

692.00 

725.00 

1,524.26 

5.25 

July 

1,600.95 

255.00 

150.00 

1,187.70 

3.00 

5.25 

August 

2,202.18 

450.00 

400.00 

1,203.22 

4.00 

$133.50 

11.46 

September 

2,345.09 

150.00 

550.00 

137.50 

1,108.39 

399.20 

October 

2,779.49 

345.00 

925.00 

1,426.49 

1.00 

82.00 

November 

2.403.71 

225.00 

700.00 

1,215.83 

4.00 

236.34 

7.54 

$15.00 

December 

3,377.97 

435.00 

550.00 

2,224.77 

4.00 

130.00 

31.20 

3.00 

$87,652.74 

$29,462.00 

$38,300.00 

$275.00 

$15,775.75 

$2,635.00 

$66.00 

$981.04 

$91.80 

$48.15 

$18.00 
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SCHEDULE  A-6 


Board  of  Trustees,  Committee  and  Convention 


Expenses  Year  Ended  December  31,  1949 


American  Medical  Association  Meetings — 
Travel,  Hotel,  Meals 
Committee  Members’  Travel  Expense 
Sundry  Travel  Expense— Officers 

Badges  

Signs 

Programs  for  Meetings 
Rental — Exhibition  Space 
Banquet  Tickets 
Reporting  Services 
Buttons 

Expenses  for  Guests  of  Association 
Registration  Cards 


$1,067.10 
1,357.1 1 
731.79 
61.20 
38.76 
279.18 

527.00 

275.00 
477.58 
351.61 

58.07 

17.09 


Total — To  Exhibit  "A” 


$5,241.49 


SCHEDULE  A-7 


Social  Security  Tax  Expense  Paid 

Year 

Ended 

December  31,  1949 

Fourth  Quarter,  1948 

First  Quarter,  1949— Total  for  Quarter 
Less — Amount  Withheld 

$72.96 

36.48 

$ 14.30 
36.48 

Second  Quarter,  1949 
Less — Amount  Withheld 

$77.60 

38.80 

38.80 

Third  Quarter — 1949 
Less — Amount  Withheld 

$45.18 

22.59 

22.59 

Total — To  Exhibit  “A” 

$112.17 

SCHEDULE  A-8 

Investments,  Etc.,  December  31,  1949 


■o 

O) 


3 

crs: 


2 noo 
— • o T 

.SfSS 


First  Mortgage  Real  Estate 
M.  E.  Hooper 
Charles  E. 

Schofield 
Roy  T.  Doss 
William  A. 

Lauderdale 
Reba  W.  Hayes 
Nannie  C.  King 
J.  R.  Henderson 


Harry  K.  Morton 
S.  H.  Eason 
Henry  Binkley 
J.  Dudley  Fish 
Annie  Gill  Reese 
Robert  A.  Taylor 
John  T.  Sweatt  $ 7,937.48 


Notes — 

$ 2,418.23 

6,362.59 

1,925.00 

1,779.49 

3,000.00 

3,044.16 

13,057.39 

2,839.02 

5.960.28 

3.382.29 
2,279.88 
2,058.87 

563.49 


H.  C.  Alexan- 
der, Jr.  4,383.53 

Ragan  Hall  6,500.00 

Verlinda  L. 

Stanfield  2,900.00 

Total  Real  Es- 
tate Notes.  $21,721.01  $48,670.69 

Bonds — (At  Cost)  — 

$1,400.00  Par  Series  “F”  Defense 
Bonds — April,  1942 
$8,000.00  Par  Series  “F”  Defense 
Bonds — December,  1943 
$6,000.00  Par  Series  “G”  Defense 
Bonds — April,  1943 
$5,000.00  Par  Series  “G”  Defense 
Bonds — April,  1948 


$ 2,418.23 

2,480.06 

1,925.00 

108.42 

436.36 

1,178.69 

250.68 

488.43 
301.94 

212.93 
320.34 

416.94 
94.65 

66.54 

73.31 


$10,772.52 


$ 3,882.53 


1.671.07 

3.000.00 

2.607.80 
11.878.70 

2,588.34 

5,471.85 

3.080  35 
2,066.95 
1,738.53 

146.55 

7,842.83 

4,316.99 

6,426.69 

2,900.00 

$59,619.18 


$ 1,036.00 
5,920.00 
6,000.00 
5,000.00 


Total  Bonds  17.956.00 

Total  Investments  $77,575.18 

ash—  „ 

Available  for  Investment,  on  Deposit 
First  Mortgage  Company: 

Investment  Fund  Balance  December 

31,  1948  $ 34.58 

Transfer  from  General  Fund  9,701.21 

Collection  on  Principal  10,772.52 

Interest  Collections  1,625.36 


Notes  Purchased: 

John  T.  Sweatt 
H.  C.  Alexander,  Jr. 
Ragan  Hall 
Verlinda  L.  Stanfield 


$22,133.67 

$7,937.48 

4,383.53 

6.500.00 

2.900.00  21,721.01 


Balance  Available  for  Investment  December  31 

1949  $ 412.66 


REPORT  OF  THE  SECRETARY-EDITOR 
FOR  THE  YEAR  1949 

This  report  will  be  somewhat  of  a summary  of 
the  activities  of  this  office,  many  details  of  which 
have  been  published  during  the  year. 

Prepayment  Insurance 

Following  the  instructions  of  the  House  of  Dele- 
gates, this  plan  has  been  put  into  operation  and  the 
policies  of  eighteen  companies  have  been  approved. 
More  than  100,000  Tennesseans  are  now  covered  by 
the  plan  and  1,600  physicians  have  signed  the  Par- 
ticipating Agreement.  A definite  report  of  those 
covered  at  the  end  of  March,  1950  will  be  in  hand 
for  publication  at  the  April  meeting. 

Membership 

Membership  of  the  Society  has  shown  a slight  in- 
crease during  1949.  The  total  number  of  active 
and  veteran  members  during  the  year  was  2,040. 

A study  of  the  distribution  of  the  physicians  in 
the  State  was  made  by  Drs.  Hutcheson  and  Tucker 
and  published  in  the  January,  1950  issue  of  the 
JOURNAL.  This  study  covers  the  whole  profession 
in  Tennessee,  but  to  a very  large  extent  it  shows 
the  distribution  of  our  membership. 

Ccnst'tutian  and  Ey-Laws 

In  January  an  official  letter  went  to  the  secre- 
tary of  each  county  medical  society  notifying  him 
of  a proposed  amendment  to  the  constitution.  In 
addition  to  this  constitutional  amendment,  there 
was  an  amendment  to  the  by-laws  proposed  on  the 
last  day  of  the  Chattanooga  meeting.  The  wording 
of  this  by-law  amendment  was  also  included  in 
the  official  notice. 

In  addition  to  these  amendments  it  appears  that 
some  of  the  committees  that  were  dropped  on  the 
last  revision  of  the  constitution  and  by-laws  should 
be  reinstated. 

The  Industrial  Health  Committee  of  the  Ameri- 
can Medical  Association  has  been  very  active  and 
our  state  has  not  been  represented  this  year,  in- 
asmuch as  we  have  no  Industrial  Health  Commit- 
tee. 

Another  important  committee,  Rural  Health 
Committee,  was  discontinued  and  we  would  sug- 
gest that  the  committee  should  be  reestablished. 

American  Medical  Association  Assessment 

During  the  year  frequent  mention  was  made  of 
the  American  Medical  Association  Assessment  of 
$25.00.  The  final  figures  show  that  through  this 
office  $38,550.00  were  sent  to  the  American  Medi- 
cal Association  for  the  assessment  of  1,542  mem- 
bers. About  twenty  others  sent  their  assessment 
directly  to  the  American  Medical  Association. 

American  Medical  Association  Dues 

Inasmuch  as  the  American  Medical  Association 
is  now  collecting  dues  through  the  state  organiza- 
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tions,  and  as  the  American  Medical  Association  has 
taken  the  position  that  each  state  association  should 
decide  whether  its  members  must  also  join  the 
American  Medical  Association,  it  is  necessary  that 
this  House  take  action  to  clarify  this  question. 
We  believe  that  this  can  best  be  done  by  passing' 
an  amendment  in  the  form  of  an  additional  sec- 
tion to  Chapter  IX  of  the  By-Laws.  Following  is 
the  wording  which  would  accomplish  this  purpose: 

Chapter  IX  Section  4. 

“In  addition  to  the  State  dues,  as  provided  in 
Sections  1 and  3 above,  the  Secretary  or  Treasurer 
of  each  component  society  shall  collect  and  for- 
ward the  Secretary  of  this  association  such  sums 
from  each  active  member  as  are  set  annually  by 
the  House  of  Delegates  of  the  American  Medical 
Association  as  dues  or  assessments.  Funds  so 
collected  and  remitted  to  the  Secretary  of  this  as- 
sociation shall  be  sent  to  the  American  Medical 
Association  to  the  credit  of  the  members  paying 
the  dues  or  assessments.” 

A good  deal  of  space  has  been  given  in  the 
Journal  to  the  question  of  American  Medical  As- 
sociation dues  and  while  a very  large  majority  of 
our  members  are  paying  these  dues,  we  believe 
that  we  should  have  some  action  by  the  House  of 
Delegates  to  permit  physicians  to  join  the  state 
society  without  becoming  members  of  the  Ameri- 
can Medical  Association,  or  action  of  the  House  to 
prevent  membership  in  this  Association  without 
American  Medical  Association  membership. 


Public  Service 

The  public  service  program  has  been  increased 
during  the  year.  The  Board  of  Trustees,  officers 
and  committee  members  have  given  generously  of 
their  time  in  carrying  out  this  portion  of  the  pro- 
gram. The  report  of  the  Assistant  Secretary  will 
show  the  extent  to  which  this  work  has  been 
carried  on. 


Journal 


Last  year  we  showed  in  a table  the  comparative 
income.  We  are  reproducing  the  same  information 
comparing  1948  and  1949. 

The  1949  Journal  contained  450  pages  of  scien- 
tific, editorial,  News  and  Abstracts.  This  com- 
pares with  492  pages  published  in  1948. 


Dues 

Journal  Ptg. 
Investments 
Ad  Revenue 
Ad  Pages 


19Jf8 

$26,611.50 

8,699.48 

63,661.27 

15,170.43 

486 


19U9 

$29,462.00 

10,250.45 

77,575.18 

15,755.75 

496 


New  Business 

Three  other  matters  have  been  brought  to  the 
attention  of  our  Association  by  the  House  of  Dele- 
gates of  the  American  Medical  Association  and 
this  House  of  Delegates  should  take  some  action 
on  these  questions. 

1.  Grievance  Commit  lees * 

A resolution  by  the  House  of  Delegates  of  the 
American  Medical  Association  urges  each  state  or 
county  society  to  establish  a Grievance  Committee 


to  hear  complaints  from  those  who  think  they  have 
been  overcharged  by  physicians  and  to  take  what- 
ever action  it  seems  best  under  the  facts  developed 
from  the  complaints  of  the  patients.  Members  of 
our  Council  could  be  instructed  to  act  as  a 
Grievance  Committee  and  promote  local  commit- 
tees in  all  county  societies.  Even  the  existence  of 
such  a committee  would,  we  believe,  be  advantage- 
ous to  the  profession  and  its  help  might  be  called 
for  occasionally. 

2.  Health  Councils. 

Local  medical  societies  in  all  the  states  are  urged 
to  take  an  active  part  in  assisting  the  formation  and 
work  of  health  councils  in  each  locality.  In  many 
places  this  work  is  being  done  and  without  medical 
guidance  mistakes  are  being  made  which  could  be 
prevented  if  the  local  medical  societies  were  active 
in  the  formation  and  work  of  the  council. 

3.  Emergency  Calls. 

Night  calls  and  other  emergencies  are  a real 
problem  in  many  localities.  By  the  organization 
of  the  local  emergency  call  committee  this  service 
could  be  rendered  and  the  medical  profession  re- 
lieved of  much  criticism — some  of  which  criticism 
may  be  justifiable. 

It  is  respectfully  requested  that  these  three  sub- 
jects be  given  careful  consideration  by  the  House 
of  Delegates. 

Respectfully  submitted, 

W.  M.  Hardy,  M.D. 
Secretary-Editor 


REPORT  OF  THE  ASSISTANT  SECRETARY 

The  Assistant  Secretary,  working  under  the 
supervision  of  the  Secretary-Editor  and  the  Board 
of  Trustees,  engages  in  a variety  of  activities 
which  are  too  numerous  to  mention  in  detail.  These 
activities  may  be  classified  for  the  purpose  of  this 
report  into  the  following  divisions : 

Public  Relations 

Public  relations  embraces  all  of  the  activities  of 
the  Association  which  are  designed  to  favorably 
influence  public  opinion  toward  the  medical  pro- 
fession and  its  objectives.  While  public  service 
programs  and  publicity  are  public  relations  instru- 
ments, there  are  other  activities  which  are  pre- 
ponderantly of  public  relations  merit.  These  in- 
clude : 

1.  Liaison  with  other  agencies  and  organizations, 
both  public  and  private,  and  governmental  and 
civic. 

2.  Consultant  services  to  other  groups  and 
agencies  interested  in  health  and  medical  care 
such  as  public  health,  school  health,  and  many 
voluntary  health  organizations. 

3.  Preparation  and  distribution  of  pamphlets, 
brochures,  news  releases,  etc.  which  are  designed 
to  acquaint  the  public  with  the  ideals,  objectives 
and  programs  of  the  Association. 

Publicity 

Our  publicity  program  is  designed  to  “inform” 
the  public  of  the  activities  of  the  Association— a 
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reporting  of  actions  to  the  public.  Media  used  are 
newspapers,  radio  and  special  bulletins  and  in- 
formational material.  Formal  news  releases  are 
the  most  widely  used  instruments  for  publicity 
purposes. 

Public  Service 

This  phase  of  the  Assistant  Secretary’s  work  em- 
braces the  preparation  and  distribution  of  a weekly 
health  column  entitled  “Healthful  Living  for  Ten- 
nesseans” to  all  of  the  newspapers  in  the  state. 

Other  public  service  programs  include  the  main- 
taining and  distribution  of  a full  library  of  the 
transcribed  radio  programs  produced  by  the  AMA 
to  radio  stations  over  the  state  under  the  sponsor- 
ship of  the  local  medical  society.  The  Assistant 
Secretary  accepts  speaking  engagements  over  the 
state  as  a public  service  of  the  State  Association 
and  the  local  medical  societies.  His  usual  subjects 
are — “socialized  medicine,”  voluntary  prepaid 

health  insurance  (The  Tennessee  Plan)  and  other 
subjects  related  to  medical  economics.  Eighteen 
civic  and  professional  clubs  were  addressed  last 
year. 

Services  to  the  Profession 

The  Assistant  Secretary  is  glad  to  render  serv- 
ices to  local  medical  societies  in  setting  up  their 
public  service  programs.  He  works  closely  with 
the  various  standing  and  special  committees  of 
the  Association,  assisting  them  in  their  work  in 
every  possible  way.  The  facilities  of  the  office  of 
the  Assistant  Secretary  are  reasonably  available 
to  all  of  the  Committees,  the  Board  of  Trustees  and 
the  Officers  for  assisting  them  in  their  work ; par- 
ticular assistance  during  the  past  year  has  been 
given  to  the  Association’s  Committees  on  Prepaid 
Insurance,  Education,  Veterans’  Affairs  and  School 
Health. 

Many  other  routine  and  unclassified  activities 
are  carried  on  by  the  Assistant  Secretary,  but 
they,  like  those  classified  above,  are  designed  to  ex- 
tend the  services  of  the  Association  to  the  general 
and  special  publics  and  to  the  medical  profession. 

V.  O.  Foster 


JOINT  REPORT  OF  COMMITTEE  ON  POST- 
GRADUATE INSTRUCTION  IN  CANCER 
AND  THE  CANCER  COMMITTEE 

The  Committee  on  Postgraduate  Instruction  in 
Cancer  was  not  authorized  to  proceed  with  the 
course  until  April  1947.  Dr.  Lyndon  E.  Lee,  Jr., 
of  the  University  of  Michigan  was  secured  as  in- 
structor for  the  course  July  13,  1947,  and  the  actual 
instruction  was  begun  on  September  15,  1947.  The 
course  was  completed  on  September  2,  1949.  The 
Committee  was  very  fortunate  in  its  choice  of  Dr. 
Lee  as  instructor.  He  possessed  a very  compre- 
hensive knowledge  of  his  subject,  was  an  able 
speaker,  and  a tireless  worker  in  the  field.  He 
was  very  anxious  to  serve  our  physicians  as  a 
consultant  and  frequently  traveled  many  additional 
miles  to  make  his  services  available.  The  Commit- 
tee feels  that  the  physicians  of  the  state  could  very 


profitably  have  made  a more  frequent  and  wide  use 
of  his  service  which  he  so  freely  and  willingly  gave. 
Only  31  per  cent  of  the  doctors  availed  themselves 
of  this  consultation  service.  Of  the  2,205  physi- 
cians in  the  state,  only  a little  more  than  half 
enrolled  in  the  course.  One  thousand  one  hundred 
twenty-eight  Tennessee  physicians,  or  51.1  per  cent, 
enrolled.  Seventy-eight  physicians  from  neighbor- 
ing states  took  the  course.  In  addition,  there  were 
137  residents  and  interns  and  48  doctors  from  the 
Armed  Services  were  enrolled.  This  makes  the 
entire  enrollment  for  the  course  1,391.  Sixty-four 
and  nine-tenths  per  cent  of  the  enrollees  attended 
at  least  80  per  cent  of  the  lectures  and  received  a 
certificate  of  attendance.  When  the  percentage  was 
based  upon  100  per  cent  enrollment,  the  average 
attendance  for  the  entire  course  was  75  per  cent. 
This  percentage  of  attendance  and  percentage  of 
certificates  issued  is  practically  the  same  as  the 
previous  courses  given  by  the  State  Medical  Asso- 
ciation. 

As  has  been  mentioned  before,  31  per  cent  of  all 
the  physicians  enrolled  called  upon  the  instructor 
as  a consultant.  In  all,  there  were  1,384  consulta- 
tions, and  Dr.  Lee  performed  111  major  operations 
during  his  two  years’  stay  in  this  state.  Dr.  Lee 
has  prepared  very  careful  and  complete  tables  that 
give  a summary  of  the  consultation  service  and 
type  of  malignancy  discovered  as  a result  of  these 
consultations.  The  Committee  believes  that  this 
study  should  be  published  in  the  JOURNAL,  but  is 
entirely  too  lengthy  to  be  included  in  this  Commit- 
tee report. 

In  addition  to  his  duties  as  instructor,  Dr.  Lee 
engaged  in  many  extracurricular  activities.  He 
gave  thirty-one  lectures  to  lay  people  which  were 
attended  by  2,171  persons.  He  also  gave  one  radio 
talk  and  twenty-six  lectures  to  dental  and  other 
medical  groups  which  were  attended  by  663  dentists 
or  nurses. 

The  following  is  the  report  of  the  auditor  on  the 
receipts  and  expenses  incurred  by  the  Committee 
from  January  1,  1947,  to  August  3,  1949. 

Statement  of  Cash  Received  and  Cash  Disbursed, 
January  1,  1947  to  August  31,  1949 

(Schedule  A) 


Cash  Received 

Cash  in  Bank  January  1, 
1947 — From  Gynecology 

$ 551.11 

Cash  on  Hand  January  1, 
1947 — From  Gynecology 

4.98 

Cash  Advance — Tennessee 
State  Medical  Association 

5,000.00 

Contributions  (Exhibit  A-l) 

58,881.03 

Enrollment  Fees 

12,413.00 

Sale  of  Lecture  Manuals 

109.55 

Claim  for  Shipping  Freight 

41.14 

Sale  of  Instructors  Equip- 
ment   

81.40 

Refund  on  Office  Eqifipment 

22.50 

Total  Cash  Received  and  to 
Be  Accounted  For 


$77,104.71 
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Cash  Disbursed 
Salaries: 
Instructors 
Field  Director 
Secretarial 


Travel : 
Instructors 
Field  Director 
Selection  of 
Instructor 
Secretary  to 
Conventions 


$21,800.20 

16,500.00 

5,314.46 


$43,614.66 

$10,916.66 

8,859.17 

850.37 

145.57 


20,771.77 

Refund  of  Advance — Tennes- 
see State  Medical  Associa- 
tion 5,000.00 

Refund  of  Contributions  to 

Gynecology  551.11 

Other  Disbursements  (Exhib- 
it A-2)  7,119.15 


Office  Equipment  Purchased  1,567.12 

Artist  Work — Exhibit  Expense  (Charts)  33.30 

Petty  Cash  Disbursements — Freight  and 

Miscellaneous  Expense  83.15 

Petty  Cash  Short  .02 

Miscellaneous  Expense,  Notary  Fees, 

Funeral  Wreaths,  Advertising,  etc.  44.92 


Total  Other  Disbursements  $ 7,119.15 

You  will  note  cash  on  hand  of  $48.02.  This  has 
been  almost  completely  wiped  out  by  mailing  a 
copy  of  “Cancer  News”  which  contained  a very 
complete  and  well-illustrated  account  of  our  Post- 
graduate Course  on  Cancer  to  all  the  doctors  in 
Tennessee  who  took  the  course  in  Cancer. 

The  Committee  wishes  to  express  its  apprecia- 
tion to  the  Tennessee  Division  of  the  American 
Cancer  Society,  the  Tennessee  Department  of 
Health,  the  University  of  Tennessee,  and  Vander- 
bilt University  for  their  support,  both  financial  and 
otherwise,  which  made  it  possible  for  the  Tennessee 
State  Medical  Association  to  give  this  Postgraduate 
Course  in  Cancer. 


Total  Cash  Disbursed  August 


31,  1949 

77,056.69 

Cash  on  Hand  and  in  Bank 
August  31,  1949 

$ 

48.02 

Summary : 

Cash  in  Bank 

$ 

31.21 

Cash  on  Hand 

16.81 

Cash  on  Hand  and  in 
Bank  as  Shown  Above 

$ 

48.02 

Statement  of  Contributions  Received,  January  1, 
1947,  to  August  31,  1949 

(Exhibit  A-l) 

Tennessee  Division,  American  Cancer 


Society,  Inc.  $20,000.00 

Tennessee  State  Medical  Association  7,417.00 

University  of  Tennessee  1,250.00 

Vanderbilt  University  1,250.00 

Tennessee  State  Health  Department  28,964.03 


Total  Contributions  $58,881.03 


Statement  of  Other  Disbursements,  January  1, 


1947,  to  August  31,  1949 

(Exhibit  A-2) 

Instructors  Equipment  $ 862.32 

Mimeographing  and  Printing  1,957.97 

Postage  and  Express  761.37 

Telephone  and  Telegraph  622.11 

Refunds  and  Cancellations  of  Tuitions  54.50 

Extra  Clerical  Expenses  158.40 

Luncheon  Expenses  191.88 

Stationery  and  Office  Supplies  600.21 

Auditing  100.00 

Maintenance  and  Repairs— Office  Equip- 
ment and  Fixtures  81.88 


Respectfully, 

C.  H.  HEACOCK,  M.D.,  Chairman 
Postgraduate  Instruction  Committee  in  Cancer. 


COMMITTEE  ON  POSTGRADUATE  INSTRUC- 
TION-PSYCHIATRY, AS  APPLIED  TO  THE 
PRACTICE  OF  MEDICINE 

The  following  partial  report  is  given  for  the 
course  in  Psychiatry,  as  Applied  to  the  Practice  of 
Medicine.  The  instructor,  Dr.  Ralph  P.  Townsend, 
opened  with  instruction  September  1,  1949,  in  West 
Tennessee  in  a Circuit  of  teaching  centers  in  Jack- 
son,  Brownsville,  Covington,  Bolivar,  and  Selmer. 
At  present  writing  two  circuits  have  been  complet- 
ed. In  February  the  course  was  interrupted  for 
several  weeks  because  of  the  acute  illness  of  the 
instructor. 

At  the  end  of  the  second  circuit,  a subcommittee 
meeting  was  held  to  revise  the  course  outline  for 
the  reason  that  reports  from  those  taking  the  course 
advised  that  instruction  was  too  technical  for  use 
by  men  in  medical  practice.  The  Committee  now 
believes  that  more  information  will  be  included  of 
value  to  the  profession  as  a whole.  Although  many 
declared  they  were  receiving  practical  benefits  from 
the  instruction,  your  Committee  felt  there  were  not 
enough  making  this  declaration. 

The  Committee  is  gratified  because  of  the  num- 
bers registering  for  this  course.  Although  here- 
tofore approximately  1,400  have  taken  previous 
course,  we  felt  if  600  or  700  registered  for  this  one, 
it  would  be  well  worth  while  for  our  profession. 
But  it  is  clear  now  that  approximately  1,000  will 
take  the  course  in  Psychiatry,  as  Applied  to  the 
Practice  of  Medicine  by  the  end  of  the  two  years. 
Your  Committee  is  therefore  convinced  of  the 
widespread  interest  in  this  subject. 
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Donations  to  the  Tennessee  State  Medical  Asso- 
ciation Fund  for  Postgraduate  Education  continue 
to  come  in.  We  are  grateful  for  them  and  encour- 
age other  donations. 

We  wish  to  express  our  appreciation  for  the  lib- 
eral financial  assistance  given  in  this  program  by 
the  Tennessee  State  Medical  Association,  the  Com- 
monwealth Fund,  by  our  two  medical  colleges, 
Vanderbilt  and  the  University  of  Tennessee,  the 
State  Department  of  Health,  with  U.  S.  Public 
Health  Funds,  and  particularly  to  the  State  Health 
Commission  for  the  continued  encouragement  of 
Dr.  R.  H.  Hutcheson,  Commissioner,  given  to  the 
profession  during  previous  and  present  programs. 
These  agencies  have  made  possible  a program  of 
postgraduate  training  in  Tennessee  for  physicians 
that  is  near  at  home,  whereby  the  expenditure  of 
time  and  funds  is  greatly  reduced. 

This  Committee  at  all  times  is  open  to  sugges- 
tions for  the  betterment  of  this  postgraduate  pro- 
gram. 

Respectfully  submitted, 

W.  C.  Colbert,  M.D.,  Chairman 
T.  S.  HILL,  M.D.,  Co-Chairman 
Henry  Brackin,  M.D. 

E.  T.  Brading,  M.D. 

0.  N.  Bryan,  M.D. 

Frank  Luton,  M.D. 

J.  O.  Manier,  M.D. 

A.  M.  Patterson,  M.D. 

Carroll  Turner,  M.D. 

W.  L.  Williamson,  M.D. 


THE  LEGISLATIVE  AND  PUBLIC  POLICY 
COMMITTEE 

Since  the  State  Legislature  was  not  in  session 
during  the  past  year,  your  Committee  has  confined 
its  efforts  to  national  legislation. 

The  fight  against  the  Truman-Ewing  Compulsory 
Health  Insurance  proposal  has  continued  unabated. 
The  opposition  to  government  control  of  medical 
practice  has  been  spearheaded  by  Whittaker  and 
Baxter,  directors  of  the  A.  M.  A.’s  campaign  in 
which  all  state  societies  have  assisted. 

In  Tennessee  we  have  distributed  more  than  one- 
half  million  pieces  of  literature,  provided  hundreds 
of  speakers  for  lay  audiences,  and  secured  67  reso- 
lutions from  state  and  local  organizations  opposing 
the  Truman-Ewing  Plan. 

Special  credit  is  due  to  many  individual  physi- 
cians, local  medical  societies,  and  the  State  Asso- 
ciation Headquarters  for  assistance  in  this  effort. 

Urgent  and  immediate  action  of  your  Committee 
was  necessary  when  Mr.  Truman  introduced  his 
Reorganization  Plan  No.  1 which,  if  approved  by 
the  House  and  Senate,  would  have  elevated  the 
Federal  Security  Administration  to  Cabinet  status 
as  a Department  of  Welfare.  The  Plan  provided 
that  all  governmental  functions  pertaining  to 
health,  education,  and  public  welfare  be  consoli- 
dated into  the  new  department. 


The  medical  profession,  realizing  that  the  Presi- 
dent’s Reorganization  Plan  No.  1 was  not  in  accord 
with  the  Hoover  Commission’s  Report,  and  that 
health  and  medical  care  would  be  subordinated  to 
education  and  welfare  programs,  opposed  the  Plan. 

Our  efforts  were  twofold: 

1.  We,  by  telegrams,  letters,  etc.,  opposed  the 
approval  of  the  President’s  Plan  in  the  Senate. 
(The  House  had  already  approved  it.) 

2.  We  supported  the  Fulbright-Taft-IIunt  Reso- 
lution S.  147  to  reject  the  President’s  Plan. 

Telegrams  from  physicians  and  laymen  from  all 
over  Tennessee  reached  the  Senate  Committee  and 
our  representatives.  These  efforts  were  bolstered 
by  similar  action  by  other  state  medical  associations 
and  the  A.  M.  A. 

The  Fulbright  Resolution,  S.  147,  passed  the 
Senate  on  August  16  by  a vote  of  60  to  32. 

Since  then,  your  Committee’s  attention  has  been 
and  is  now  focused  on  the  so-called  “fringe  bills” 
such  as  the  School  Health  Bill  which  would  socialize 
the  practice  of  it  xlicine  for  about  one-sixth  of  our 
population.  Other  proposals  in  Congress  will,  if 
adopted,  eventually  embrace  such  a large  part  of 
the  total  population  as  to  bring  about  Socialized 
Medicine  in  piecemeal  fashion. 

It  is  admitted  by  administration  leaders  that  the 
big  over-all  Truman-Ewing  Plan  for  Compulsory 
Health  Insurance  is  hopelessly  reposed  in  committee 
for  this  session  of  Congress,  and  for  the  time  being 
attention  to  the  fringe  bills  and  the  promotion  of 
our  own  Voluntary  Prepaid  Insurance  Plan  is  our 
present  task. 

Respectfully  submitted, 

C.  M.  Hamilton,  M.D.,  Chairman 
Kyle  C.  Copenhaver,  M.D. 

Frank  Harris,  M.D. 

Webb  B.  Key,  M.D. 

T.  R.  Ray,  M.D. 

W.  M.  Hardy,  M.D  , ex  officio 
N.  S.  SHOFNER,  M.D.,  ex  officio 


REPORT  OF  ADVISORY  COMMITTEE  TO 
WOMAN’S  AUXILIARY 

The  Advisory  Council  of  the  Woman’s  Auxiliary 
to  the  Tennessee  State  Medical  Association  has  been 
pleased  to  serve  in  this  capacity  during  1949.  Al- 
ways we  have  been  ready  to  assist  and  advise  the 
auxiliary  members  when  they  have  called  on  us. 

In  the  fight  against  Compulsory  Health  Insurance 
and  Socialized  Medicine,  teamwork  has  been  a 
major  factor.  We  appreciate  the  fact  that  before 
any  contacts  were  made,  such  as  talks  to  lay 
groups,  etc.,  the  ladies  consulted  their  Advisory 
Committee. 

It  has  been  a pleasure  to  have  had  this  oppor- 
tunity. 

JOHN  D.  Hughes,  M.D.,  Memphis,  Chairman 
CHARLES  C.  Trabue  IV,  M.D.,  Nashville 
Moore  J.  Smith,  Jr.,  M.D.,  Chattanooga 
L.  Alton  Absher,  M.D.,  Knoxville 
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REPORT  OF  THE  COMMITTEE 
ON  EDUCATION 

Your  Committee  on  Education  has  channeled 
most  of  its  activities  through  the  office  of  the 
Assistant  Secretary  of  the  Association,  Mr.  V.  0. 
Foster.  Most  of  these  activities  are  designed  to 
acquaint  the  public  with  the  high  quality  of  our 
present  system  of  medical  care  and  to  alert  the 
public  to  the  dangers  involved  in  the  proposed  com- 
pulsory health  insurance  scheme  of  inferior  medi- 
cal care. 

These  activities  also  embrace  projects  in  health 
education  for  the  general  public  and  for  special 
publics. 

Newspaper  Publicity 

Regular  news  releases  have  been  carried  by 
newspapers  and  the  wire  services  describing  the 
objectives  and  projects  of  the  Association.  Wide 
publicity  has  been  received  of  the  annual  meeting, 
the  work  of  various  other  Committees,  and  the 
public  service  programs  of  the  Association.  A great 
majority  of  the  newspapers  also  carry  our  weekly 
health  column  entitled  “Healthful  Living  for  Ten- 
nesseans.” The  column  is  written  by  Mr.  Foster 
and  approved  by  our  Committee  before  release  to 
the  newspapers. 

Radio  Activities 

The  state  office  maintains  a library  of  all  of  the 
transcribed  radio  programs  produced  by  the  AMA. 
During  the  past  year  over  400  quarter  hours  of 
these  programs  were  broadcast  over  more  than  15 
stations  in  Tennessee  under  the  sponsorship  of 
local  societies.  The  Committee  has  continued  its 
health  education  by  radio  to  the  elementary  schools. 
More  than  50,000  school  children  have  participated 
in  our  “Health  Heroes”  broadcists  which  deal  with 
twelve  of  the  common  subjects  in  health  education 
courses.  This  project  was  originated  here  in  Ten- 
nessee and  has  attained  national  recognition.  The 
Assistant  Secretary  was  requested  by  the  Ameri- 
can Medical  Association  to  discuss  this  plan  of 
health  education  over  a national  hook-up  on  NBC 
again  this  year. 

Public  Addresses 

During  the  past  year,  Mr.  Foster  has  addressed 
eighteen  civic  and  professional  clubs  over  the  state 
on  “socialized  medicine,”  and  other  subjects  such 
as  medical  economics  and  our  own  plan  of  prepaid 
insurance.  Dozens  of  physicians  have  made  similar 
addresses. 

Liaison  with  Other  Agencies 

Close  liaison  has  been  maintained  with  scores  of 
other  agencies — governmental  and  private — inter- 
ested in  health  and  medical  care. 

Distribution  of  Literature 

More  than  one-half  million  pieces  of  literature 
on  the  dangers  of  socialized  medicine  have  been 
distributed  and  more  than  50,000  copies  of  a 
brochure  describing  The  Tennessee  Plan  of  volun- 
tary, prepaid  insurance  sponsored  by  the  Associa- 
tion have  been  circulated.  We  have  worked  closely 
with  the  AMA’s  educational  compaign  directed  by 
Whitaker1  and  Baxter.  Informational  materials 


dealing  with  a variety  of  subjects  have  been 
furnished  upon  request  by  students  and  the  gen- 
eral public. 

Respectfully  submitted, 

W.  C.  Chaney,  M.D.,  Chmn. 
John  M.  Lee,  M.D. 

R.  C.  Robertson,  M.D. 

C.  H.  Sanford,  M.D. 

D.  C.  Seward,  M.D. 

R.  B.  Wood,  M.D. 


REPORT  OF  COMMITTEE  ON 
SCIENTIFIC  WORK 

A copy  of  the  official  program  will  be  submitted 
as  evidence  of  the  work  of  this  committee. 

It  is  called  to  your  attention  that  following  the 
instructions  of  1948  the  scientific  program  of  the 
Association  is  limited  to  two  days.  After  these 
two  two-day  sessions  we  would  like  to  ask  the 
House  of  Delegates  to  again  consider  whether  fu- 
ture sessions  should  be  two  days  or  more. 

Respectfully  submitted, 

W.  M.  Hardy.  M.D. 
Secretary- Editor 


PROGRAM  OF  THE  ONE  HUNDRED 
FIFTEENTH  ANNUAL  MEETING  OF 
THE  TENNESSEE  STATE  MEDICAL 
ASSOCIATION,  MEMPHIS 
APRIL  11,  12,  1950 

TUESDAY  MORNING,  APRIL  11 

Call  to  Order  and  Address  of  Welcome,  E.  G.  KEL- 
LY, M.D.,  Chairman,  Local  Committee  on  Ar- 
rangements 
Announcements 

Presentation  of  Gavel  to  N.  S.  SHOFNER,  M.D., 
President 

Prenatal  Influences 

Ralph  V.  Platou,  M.D.,  New  Orleans,  Guest  of 
Pediatric  Society 

Symposium:  The  Use  of  Isotopes  in  Polycthemia 
Vera  and  Certain  Diseases  of  the  Thyroid 

Moderator,  GEORGE  T.  WILHELM,  M.D.,  Knox- 
ville 

Protection  Problems  Associated  with  the  Handling 
of  Radioactive  Elements 

George  K.  Schweitzer,  A.B.,  A.M.,  Ph.D., 
Professor  of  Biochemistry,  University  of  Tennes- 
see, Knoxville 

Radiological  Aspects  in  the  Use  of  Phosphorus  and 
Iodine 

Frank  T.  Rogers,  M.D.,  Knoxville 

Clinical  and  Hematological  Observations  in  Case 
of  Polycythemia  Vera  and  Certain  Diseases  of 
the  Thyroid 

J.  B.  ELY,  M.D.,  Knoxville 
Etiological  Aspects  of  Enuresis 

Ralph  Townsend,  M.D.,  Yonkers,  New  York, 
Instructor 


TUESDAY  AFTERNOON,  APRIL  II 

Presiding,  W.  K.  OWEN,  M.D.,  Pulaski,  Vice-Presi- 
dent for  Middle  Tennessee 
Non-Traumatic  Intracranial  Hemorrhage 

Robert  A.  Waters,  M.D.,  Chattanooga,  and 
AUGUSTUS  McCravey,  M.D.,  Chattanooga 
Malignant  Tumors  of  the  Stomach 

BARTON  McSwaIN,  M.D.,  Nashville,  and 
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Douglas  H.  Riddell,  M.D.,  Nashville, 
Co-Author 

To  Discuss:  James  N.  Proffitt,  M.D.,  Mary- 
ville 

T.  C.  MOSS,  M.D.,  Memphis 
Geriatric  Surgery 

B.  F.  Byrd,  Jr.,  M.D.,  Nashville 

To  Discuss:  Chas.  E.  Haines,  M.D.,  Nashville 
R.  F.  Stappenbeck,  M.D.,  Chatta- 
nooga 

Intestinal  Obstruction  in  Infants  and  Newborn 

James  A.  Kirtley,  Jr.,  M.D.,  Nashville,  and 
James  C.  Overall,  M.D.,  Nashville 
To  Discuss:  J.  GILBERT  Eblen,  M.D.,  Knoxville 
Harwell  Wilson,  M.D.,  Memphis 

TUESDAY  NIGHT,  8:00  P.M.,  APRIL  11 

Presiding,  Malcolm  T.  Tipton,  M.D.,  Union  City, 
Vice-President  for  West  Tennessee 

Presidential  Address 

N.  S.  SHOFNER,  M.D.,  Nashville 

Address 

Elmer  L.  Henderson,  M.D.,  Louisville,  Ken- 
tucky, President-Elect,  American  Medical  Asso- 
ciation 

Essay  Contest  State  Winner 

Presented  by  Mrs.  H.  D.  Gray,  Memphis,  State 
Chairman  of  Contest  Committee 

WEDNESDAY  MORNING,  APRIL  12 

Presiding,  R.  C.  Kimbrough,  M.D.,  Madisonville, 
Vice-President  for  East  Tennessee 
The  Citizenship  Responsibilities  of  the  Physician 
Robert  Robins,  M.D.,  Camden,  Arkansas,  Mem- 
ber, National  Democratic  Executive  Committee; 
Speaker,  Congress  of  Delegates,  American  Acad- 
emy of  General  Practice 
Epithelioma  of  the  Face  and  Scalp 
A.  H.  Lancaster,  M.D.,  Knoxville 
To  Discuss:  Ralph  R.  Braund,  M.D.,  Memphis 
R.  N.  Buchanan,  Jr.,  M.D.,  Nash- 
ville 

Symposium:  Gastrointestinal  Diseases 

Moderator,  Fay  B.  Murphy,  M.D.,  Chattanooga 
Esophagus  and  Stomach 

A.  M.  Patterson,  M.D.,  Chattanooga 
The  Small  Intestine 

Cecil  Newell,  M.D.,  Chattanooga 
The  Large  Intestine 

E.  T.  Newell,  Jr.,  M.D.,  Chattanooga 
The  Rectum  and  Anus 

O.  C.  Gass,  M.D.,  Chattanooga 
X-Ray  Diagnosis 

J.  M.  Higgason,  M.D.,  Chattanooga 

Pathology 

Jack  Adams,  M.D.,  Chattanooga 

The  Pulmonary  Vessels  in  Roentgenological 
Diagnosis 

W.  B.  Seeman,  M.D.,  St.  Louis,  Missouri,  guest 
of  Radiological  Society 

WEDNESDAY  AFTERNOON,  APRIL  12 

Hypertension 

Edward  T.  Brading,  M.D.,  Johnson  City 
To  Discuss:  R.  B.  WOOD,  M.D.,  Knoxville 
Lamb  B.  Myhr,  M.D.,  Jackson 
Liquid  Therapeutic  Diet 

C.  J.  Speas,  D.D.S.,  Nashville 

To  Discuss:  John  B.  Youmans,  M.D.,  Nashville 
W.  C.  Chaney,  M.D.,  Memphis 
Endocrinology  in  Early  Pregnancy 

George  A.  Mitchell,  M.D.,  Chattanooga 
To  Discuss:  C.  S.  McMurray,  M.D.,  Nashville 
Frank  E.  Whitacre,  M.D.,  Mem- 
phis 


Surgical  Lesions  of  the  Small  Intestine 

Frank  Yates,  M.D.,  Memphis 
To  Discuss:  CLARENCE  E.  GILLESPIE,  M.  D., 
Memphis 

C.  C.  Trabue  IV,  M.D.,  Nashville 

WEDNESDAY  EVENING,  APRIL  12 

ANNUAL  BANQUET 

PROGRAM  OF 

TENNESSEE  ACADEMY  OF  OPHTHAL- 
MOLOGY AND  OTOLARYNGOLOGY 
APRIL  10,  1950— HOTEL  PEABODY 

Registration,  8:30  A.M. 

Relationship  of  Hypothyroidism  to  Otolaryngology 

Morris  Adair,  M.D.,  Nashville 
To  Discuss:  W.  Likely  Simpson,  M.D.,  Mem- 
phis 

Herbert  Duncan,  M.D.,  Nashville 
Retinal  Detachments 

John  M.  Wilson,  M.D.,  Johnson  City. 

To  Discuss:  J.  Wesley  McKinney,  M.D.,  Mem- 
phis 

R.  O.  Rychener,  M.D.,  Memphis 
The  Use  of  Radioactive  Isotopes  in  Otolaryngology 

Herbert  Duncan,  M.D.,  Nashville 
To  Discuss:  Richard  R.  Overman,  Ph.D., 
Memphis 

Diagnosis  and  Treatment  of  Intraocular  Foreign 
Bodies 

Dan  Fisher,  M.D.,  Memphis 
To  Discuss:  J.  Wesley  McKinney,  M.D.,  Mem- 
phis 

J.  B.  Stanford,  M.D.,  Memphis 
Plasma  Cell  Tumors  of  the  Paranasal  Sinuses — 
Report  of  Two  Cases 
Lamar  Knight,  M.D.,  Knoxville 
To  Discuss:  W.  W.  WlLKERSON,  Jr.,  M.D., 
Nashville 

Charles  D.  Blassingame,  M.D., 
Memphis 

Congenital  Pigmentary  Glaucoma — Twenty-Year 
Old  Patient 

I.  L.  Arnold,  M.D.,  Chattanooga 

Diagnosis  and  Treatment  of  Fracture  of  Floor  of 
Orbit 

Herbert  Anthony,  M.D.,  Memphis 
To  Discuss:  R.  0.  Rychener,  M.D.,  Memphis 
Philip  Meriwether  Lewis,  M.D., 
Memphis 

Surgical  Treatment  of  Frequently  Encountered 
Eye,  Ear,  Nose,  and  Throat  Malignancies 
Milton  Adams,  M.D.,  Memphis 
To  Discuss:  M.  L.  Trumbull,  M.D.,  Memphis 
Vonnie  A.  Hall,  M.D.,  Memphis 
Potential  Epilepsy  Activated  by  Acute  Frontal 
Sinusitis.  Orbital  Abscess,  and  Osteomyelitis 
of  Frontal 

John  Turley,  M.D.,  Memphis 
To  Discuss:  C.  D.  Hawkes,  M.D.,  Memphis 

A Neurosurgical  Case  Report — Bilateral  Macular 
Representation 

Kate  S.  Zerfoss,  M.D.,  Nashville 

Difficulties  Encountered  with  Stone  Jordan 
Implants 

Richard  A.  Miller,  M.D.,  Memphis 
To  Discuss:  James  E.  Wilson,  M.D.,  Memphis 
Cocktail  Party,  Cadet  Room,  Hotel  Peabody,  follow- 
ing meeting. 

Dinner,  Cadet  Room,  Hotel  Peabody,  following 
Cocktail  Party. 
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The  Management  of  the  Urinary  Tract  Infection  in 
Children 
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Howell  D.  Woodson,  M.D.,  Memphis 

Common  Problems  of  the  Orthodontist  and  the 
Pediatrician 

Faustin  N.  Weber,  D.D.S.,  Memphis 

Present  Status  of  Immunization  in  Pediatrics 
J.  Cyril  Peterson,  M.D.,  Nashville 
The  Diagnosis  and  Treatment  of  Adrenal 
Insufficiency  in  Infancy 

Joseph  C.  Jaudon,  M.D.,  St.  Louis,  Missouri 

Cystic  Fibrosis  of  the  Pancreas  and  Related 
Conditions 

Ralph  V.  Platou,  M.D.,  New  Orleans,  Louisi- 
ana 

Atelectasis  and  Bronchiectasis  in  Childhood 

Duane  Carr,  M.D.,  Memphis 
Business  Session 
Banquet 

PROGRAM  OF 

TENNESSEE  DIABETES  ASSOCIATION 

HOTEL  PEABODY,  MEMPHIS 
APRIL  10,  1950 

Coronary  Thrombosis  and  Diabetes  Mellitus 
Albert  Weinstein,  m.d.,  Nashville 
The  Use  of  Radioactive  Isotopes  in  Studies  on  the 
Metabolism  of  Diabetic  Animals 
D.  B.  ZILVERSMIT,  Ph.D.,  Memphis 
Necrobiosis  Lipoidica  Diabeticorum 
Benjamin  Gendel,  M.D.,  Memphis 
Ionic  Metabolism  in  Diabetic  Acidosis,  Diabetic 
Coma,  and  Insulin  Shock 
Richard  R.  Overman,  Ph.D.,  Memphis 
Some  Interesting  Problems  of  Juvenile  Diabetics 
Amos  Christie,  M.D.,  Nashville 
Business  Meeting  and  Election  of  Officers 
Fellowship  Hour 
Dinner  Meeting 

Guest  Speaker,  Henry  T.  Ricketts,  M.D.,  Ex- 
ecutive Council  of  the  American  Diabetes  Asso- 
ciation, Associate  Professor  of  Medicine,  Univer- 
sity of  Chicago,  Chicago 


PROGRAM  OF  THE 

TENNESSEE  ACADEMY  OF  GENERAL 
PRACTICE 

HOTEL  PEABODY 
MONDAY,  APRIL  10,  1950 

1:30  P.M. 

Registration 
2:00  P.M. 

The  Psychological  Language  of  the  Organs 

David  A.  Boyd,  Jr.,  M.D.,  Section  of  Neurology 
and  Psychiatry,  Mayo  Clinic,  Rochester,  Minne- 
sota 

Peritoneoscopy  in  the  Diagnosis  of  Intra- 
Abdominal  Conditions 

James  D.  Schuler,  M.D.,  Madison  College 

Business  Session 
Dinner 

Guest  Speaker 


PROGRAM 

TWENTY-SECOND  ANNUAL  MEETING  OF  THE 

WOMAN’S  AUXILIARY 

TO  THE 

TENNESSEE  STATE  MEDICAL 
ASSOCIATION 

MEMPHIS,  APRIL  11,  12,  13,  1950 
HOTEL  PEABODY 
TUESDAY,  APRIL  11 

10:00  A.M. — Registration 

5:00  P.M.  to  7:00  P.M. — Cocktails  and  Dinner  for 
Doctors  and  Wives  at  Memphis  Country  Club 


8:00  P.M. — Presentation  of  Health  Essay  Contest 
Winner 

Reading  of  Health  Essay.  (See  General  Program) 

WEDNESDAY,  APRIL  12 
9:00  A.M. — General  Session 
1:00  P.M. — Luncheon 

Guest  Speaker,  Mrs.  David  Allman,  President 
of  Woman’s  Auxiliary  to  the  American  Medical 
Association 

Installation  of  Officers 
Awarding  of  Cups 

7:00  P.M. — Annual  Banquet — Doctors  and  Wives 
THURSDAY,  APRIL  13 
9:30  A.M. — Post  Convention  Board  Meeting 

Called  to  order  by  Mrs.  Park  Nicely. 


TENNESSEE  PATHOLOGICAL  SOCIETY 

Hotel  Peabody 
April  10,  1950 
8:30  A.M.  Slide  Seminar 
12:30  P.M.  Lunch 
2:00  P.M.  Slide  Seminar,  continued 
6:30  P.M.  Social  Hour  at  Memphis  Country 
Club,  followed  by  Dinner  and  Annual 
Business  Meeting. 

WM.  W.  TRIBBY,  M.D.,  Chairman. 


TENNESSEE  STATE  SOCIETY  OF 
ANESTHESIOLOGISTS 
April  12,  1950 
John  Gaston  Hospital 

1:00  P.M. — Business  meeting  and  Annual  Election 
of  Officers 

1:30-2:30 — Clinical  Demonstration  Conduction 
Anesthesia 

John  Gaston  Hospital 
Mary  Frances  Poe,  M.D.  and  Staff 
2:30-3:00 — The  Use  of  Nitrous  Oxide  and  Curare 
Technic  in  Caesarian  Sections 

Director  Dept.  Baptist  Memorial  Hospital 
Ray  G.  Stark,  M.D. 

3 00-3:30 — Recent  Concepts  in  Shock  Therapy 

Mary  Frances  Poe,  M.D.  and  Clayton 
Brodine,  M.D. 

3:30-4:00 — Anesthetic  Management  of  Patients 
with  Fractured  Hips 

Leonard  J.  Vernon,  M.D. 


DEATHS 


John  Richard  Gott,  M.D.,  Murfreesboro; 
University  of  Nashville  Medical  Depart- 
ment, 1898 ; aged  74 ; died  December  23, 
1949. 


Clarence  Tyler  Cox,  M.D.,  Hollow  Rock; 
St.  Louis  College  of  Physicians  and  Sur- 
geons, 1920 ; aged  62 ; died  December  22, 
1949. 
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John  Leonard  Wright,  M.D.,  Trimble; 
Vanderbilt  University  School  of  Medicine, 
Nashville,  1904;  aged  80;  died  January  19, 
1950. 


Aubrey  Crafton  Gose,  M.D.,  Memphis; 
Duke  University  School  of  Medicine,  Dur- 
ham, 1937 ; aged  37 ; died  February  7,  1950. 


Paul  William  Foster,  M.I).,  Lewisburg; 
Vanderbilt  University  School  of  Medicine, 
Nashville,  1924;  aged  54;  died  February  19, 
1950. 


Frederick  William  Fiedler,  M.D.,  Mem- 
phis; University  of  Tennessee  College  of 
Medicine,  Memphis,  1913;  aged  62;  died 
January  24,  1950. 


Charles  Franklin  Anderson,  M.D.,  Nash- 
ville; Vanderbilt  University  School  of  Med- 
icine, Nashville,  1906;  aged  68;  died  March 
1,  1950. 


Isaac  Barnes,  M.D.,  Whitwell ; Chattanoo- 
ga Medical  College,  1908;  aged  68;  died 
February  20,  1950. 


Alfred  Moore,  M.D.,  Memphis;  Memphis 
Hospital  Medical  College,  1895 ; aged  77 ; 
died  January  6,  1950. 


D.  D.  Howser,  M.D.,  Lafayette;  Univer- 
sity of  Tennessee  College  of  Medicine,  Mem- 
phis, 1907;  aged  71;  died  March  8,  1950. 


AND  WE  QUOTE 


Laboratory  Personnel 
Dear  Dr.  Hardy: 

As  you  know,  there  is  a very  acute  short- 
age of  trained  personnel  to  assist  physi- 
cians, particularly  in  the  rural  areas.  In  an 
attempt  to  partially  alleviate  this  condition 
the  University  of  Tennessee  College  of  Med- 
icine is  offering  an  eleven  weeks’  course  for 
Physician’s  Office  Attendants. 

This  course  trains  the  student  to  do  qual- 
itative urinalysis,  red  and  white  blood  cell 
counts,  hemoglobin  and  blood  sugar  deter- 
minations, sedimentation  rates,  hematocrit 


readings,  and  certain  bacterial  stains  (gram 
and  acid-fast). 

If  any  physician  is  interested  in  securing 
the  services  of  such  persons  and  knows  of 
anyone  who  might  be  interested  in  taking 
the  course,  we  would  be  very  glad  to  send 
detailed  information. 

We  feel  that  students  who  receive  this 
training  would  be  of  real  assistance  to  phy- 
sicians by  acting  as  receptionists  and  car- 
rying out  routine  laboratory  procedures. 

Inquiries  should  be  addressed  to  Assist- 
ant Dean,  874  Union  Avenue,  Memphis  3. 

Very  sincerely  yours, 

F.  L.  Roberts,  M.D.,  Assistant  Dean. 


SECRETARY'S  LETTER 

George  F.  Lull,  M.D.,  Secretary  and  General  Manager 
American  Medical  Association 
535  North  Dearborn  Street,  Chicago  10,  Illinois 


Dear  Doctor: 

In  these  times  when  the  government  is 
offering  everybody,  from  babies  to  oldsters, 
something  for  nothing,  including  socialized 
medicine,  a sharpie  economist  has  just  come 
up  with  an  idea  of  how  babies  could  retire 
at  birth. 

Here  is  the  plan  as  it  was  relayed  recently 
to  Charles  E.  Bradley,  Ph.D.,  of  the  Ameri- 
can Medical  Association  Bureau  of  Medical 
Economic  Research: 

Every  newborn  child  in  the  United  States 
would  receive  from  the  government  a prom- 
issory note  for  $20,000  at  three  per  cent 
interest,  payable  in  twenty  years. 

The  three  per  cent  would  return  $50 
monthly  to  go  to  the  child’s  parents  until  the 
child  is  twenty. 

Each  year,  during  the  twenty  years,  the 
government  would  pay  $1,000  into  a sinking 
fund  for  the  retirement  of  the  note;  and 
when  the  child  reached  the  age  of  twenty, 
the  government  would  give  him  or  her  the 
$20,000  it  had  paid  into  the  sinking  fund. 

Boys  and  girls  of  twenty  who  elected  to 
get  married  would  thus  have  a capital  of 
$40,000,  and  work  would  forever  be  unnec- 
essary! 

If  they  would  undertake  to  have  four 
children,  they  would  receive  $50  a month 
for  each  child  until  he  reached  the  age  of 
twenty;  and  there  would  be  enough  left  of 
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their  original  $40,000  to  care  for  them, 
without  work,  for  the  remainder  of  their 
lives. 

But  there  are  other  advantages:  People 
of  all  ages  would  be  for  it;  nobody  would 
ever  have  to  work  again ; it  would  cost  the 
government  only  $1,600  per  person  annual- 
ly ; it  would  automatically  end  the  agitation 
for  birth  control. 

It  is  further  suggested  that  the  parents, 
in  addition  to  the  $50  for  each  child,  or  $200 
a month  for  four  children,  could  invest  their 
$40,000  in  government  bonds  at  three  per 
cent  and  have  an  added  income  of  $100,  or 
a total  of  $300  per  month. 

Then  they  could  leave  the  original  $40,000 
to  be  divided  among  the  children  after  they 
died ; so  each  of  their  children  would  now 
start  off  with  a capital  of  $30,000  instead 
of  $20,000.  Likewise,  each  married  couple 
would  have  $60,000  instead  of  the  original 
$40,000,  and  so  on  from  generation  to  gen- 
eration. 

Hotel  Reservations  for  San  Francisco 
Session 

The  Palace  Hotel  has  been  selected  as  the 
meeting  place  of  the  A.  M.  A.  House  of 
Delegates  at  the  San  Francisco  session,  June 
26-30. 

Tentative  reservations  have  been  made  at 
the  Palace  for  delegates  and  officers  of  the 
Association.  Since  it  has  been  impossible 
to  secure  enough  rooms  at  the  Palace,  some 
of  the  officers  of  the  Association  and  officers 
of  the  sections  will  be  staying  at  the  St. 
Francis  and  Sir  Francis  Drake  hotels. 

All  delegates  and  officers  are  requested 
not  to  write  directly  to  the  hotels,  because 
requests  for  reservations  will  not  be  hon- 
ored unless  they  are  received  from  my  office. 
Within  two  weeks  a letter  will  be  mailed  to 
each  delegate  and  officer  of  a section,  asking 
what  accommodations  are  desired.  The  re- 
quests then  will  be  forwarded  to  the  hotels 
indicated.  Delegates  and  officers  are  asked 
not  to  request  hotel  reservations  until  they 
receive  the  letter. 

All  others  who  plan  to  attend  the  sessions 
are  requested  to  fill  in  the  hotel  application 
blank  which  has  been  appearing  in  The 
Journal  from  time  to  time  and  send  it  to 
Dr.  William  H.  Rustad,  Chairman  of  the 


Subcommittee  on  Hotels  of  the  Local  Com- 
mittee on  Arrangements,  Room  200,  61 
Grove* Street,  San  Francisco  2,  California. 

Mention  of  Irons’  Name  Worth  $500 
The  question  on  one  of  the  popular  radio 
give-away  shows  is : “Who  is  the  president 
of  the  American  Medical  Association?” 

The  person  giving  the  right  answer  will 
get  more  than  $500  in  prizes. 

The  WGN  announcer  asked  the  question 
many  times  without  getting  the  correct  an- 
swer. When  he  phoned  one  home,  a woman 
laughed  heartily  and  said  : “Oh,  that’s  easy.” 
“Well,  just  the  same,  I’ll  have  to  ask  you 
the  question.” 

The  announcer  repeated  the  question,  and 
the  woman  answered : “Why,  it’s  Dr.  Fish- 
bein.” 

The  announcer  explained  later  that  the 
A.  M.  A.  had  its  headquarters  in  Chicago 
and  invited  listeners  to  call  the  A.  M.  A.  and 
learn  the  name  of  the  president. 

Ever  since  then,  A.  M.  A.’s  chief  telephone 
operator,  Marge  Judge,  has  been  tearing  her 
hair.  Her  switchboard  has  been  swamped 
for  days  with  callers  asking : “Who  is  the 
president  of  the  A.  M.  A.?” 

A.  M.  A.  Ships  1,912  Films  During  19 $9 
Ralph  P.  Greer,  Secretary  of  the  A.  M.  A. 
Committee  on  Medical  Motion  Pictures,  re- 
ports that  a total  of  1,912  films  were  shipped 
to  various  medical  groups  during  1949  as 
compared  with  1,750  in  1948.  His  report 
shows  that  forty-five  medical  societies  used 
177  films;  fifty-four  medical  schools,  408 
films;  thirty-six  veterans  administration 
hospitals,  205  films ; 190  civilian  hospitals, 
624  films;  ten  service  hospitals,  fifty-three 
films ; and  miscellaneous  groups,  445  films. 

School  Health  Conference 
Fred  V.  Hein,  Ph.D.,  of  the  Bureau  of 
Health  Education,  represented  the  A.  M.  A. 
at  the  recent  conference  on  advanced  prep- 
aration in  school  health  education,  physical 
education,  and  recreation  held  at  Pere  Mar- 
quette, Illinois,  State  Park. 

The  purpose  of  the  meeting  was  to  de- 
velop criteria  and  standards  which  would 
assure  sound  preparation  for  teachers  in 
these  fields.  Dr.  Hein  said  that  “if  ways 
can  be  found  to  implement  the  reports  de- 
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veloped  through  self-evaluation  and  accred- 
itation of  the  colleges  and  universities  of- 
fering such  majors,  the  medical  profession 
can  look  forward  to  better  health  teaching 
in  our  schools,” 

Comments  on  Washington  Clinical  Session 

After  the  Washington  Clinical  Session, 
a questionnaire  was  mailed  to  565  physi- 
cians whose  names  were  picked  at  random 
from  the  registration  list. 

They  were  invited  to  give  their  frank 
opinions  of  the  scientific  program,  including 
the  clinical  presentations,  scientific  exhibit, 
television,  and  motion  pictures.  They  were 
asked  to  tell  what  they  liked,  what  they  did 
not  like,  and  what  could  be  done  better  at 
future  sessions. 

The  response  was  very  good.  More  than 
80  per  cent  replied  to  the  questionnaire. 

Most  of  the  replies  expressed  complete 
approval.  Small  groups  for  clinical  presen- 
tations won  almost  unanimous  approval, 
provided  some  arrangement  could  be  made 
to  prevent  overcrowding.  There  were  nu- 
merous comments,  some  very  caustic,  on  the 
lack  of  adequate  seating  arrangements,  and 
various  methods  of  “traffic  control”  were 
suggested.  Many  physicians  wanted  a few 
general  lectures  in  a large  room. 

There  were  a great  number  of  favorable 
comments  on  the  scientific  exhibit  while  the 
fracture  exhibit  especially  won  commenda- 
tion from  the  doctors.  Only  seven  replies 
out  of  a total  of  424  reporting  on  the  scien- 
tific exhibit  said  it  was  “poor.” 

Television  proved  popular  generally,  but 
many  suggested  that  the  programs  include 
more  clinical  material  rather  than  so  much 
surgery.  The  number  who  saw  motion  pic- 
tures was  limited,  but  those  who  did  see  the 
films  considered  them  a very  useful  teaching 
medium  with  the  subjects  well  chosen  for 
the  general  practitioner. 

Brookings  Workers  Visit  A.  M.  A. 

Three  staff  members  of  the  Brookings 
Institution  in  Washington  spent  several 
days  at  A.  M.  A.  headquarters  recently  dis- 
cussing the  Institution’s  study  of  “Availa- 
bility of  Medical  Service  in  the  United 
States.”  This  study,  the  most  comprehen- 
sive ever  conducted  in  the  health  service 


field,  will  require  several  years  to  complete. 

The  three  staff  members  were:  Mr.  Ben- 
jamin B.  Kendrick,  research  associate,  who 
will  devote  most  of  his  time  to  the  broader 
aspects  of  the  study  relating  to  voluntary 
and  compulsory  health  insurance;  Miss  Stel- 
la Lackey,  assistant  to  Dr.  George  W.  Bach- 
man, senior  staff  member,  who  is  to  devote 
her  time  to  an  over-all  study  of  private 
practice,  hospitals,  and  clinics,  and  to  co- 
ordinate information  which  will  be  gathered 
concerning  union  activities,  industry,  and 
philanthropy;  and  Dr.  Emma  Ward,  who  is 
making  a specific  study  of  medical  services 
in  industry  and  medical  care  programs  pro- 
vided by  industry. 

While  the  three  workers  “headquartered” 
with  the  A.  M.  A.  Council  on  Medical  Serv- 
ice during  their  visit,  they  contacted  many 
of  the  other  staff  and  bureau  heads  for  the 
purpose  of  ascertaining  the  type  and  quan- 
tity of  data  available  to  them  in  the  A.  M.  A. 
building. 

It  is  likely  that  the  Brookings  people  will 
be  contacting  state  medical  associations 
soon  for  assistance  in  securing  certain  in- 
formation from  the  various  states. 

Collectioyi  of  Membership  Dues  Presents 
Problem 

Misunderstanding  over  the  collection  of 
A.  M.  A.  membership  dues  and  the  1949 
assessment  voted  by  the  House  of  Delegates 
presents  a problem  of  no  small  magnitude. 

A.  M.  A.  Comptroller  Edward  A.  Hoffman 
enlists  the  help  of  county  and  state  medical 
society  secretaries  in  solving  the  problem. 

Since  the  first  of  the  year  checks  by  the 
thousands  have  been  pouring  into  the  A. 
M.  A.’s  accounting  department.  Some  of 
them  are  marked  “Special  Assessment, 
American  Medical  Association”;  others, 
“Special  Assessment  1950”;  others  are  sim- 
ply marked  “Dues”  or  “American  Medical 
Association  Dues”  or  “1950  Dues.” 

In  one  memo  to  me,  Mr.  Hoffman  said : 
“I  also  received  today  from  another  state 
separate  remittance  reports  covering  var- 
ious counties.  Attached  to  each  report  are 
from  one  to  six  checks.  Instructions  from 
the  state  secretary  read : ‘In  payment  of 
assessments,’  though  some  of  the  checks  at- 
tached to  the  report  are  marked  ‘American 
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Medical  Association  dues  for  1950.’  Many 
of  the  checks  carry  a January  date.” 

For  clarification,  here  is  what  Mr.  Hoff- 
man says  should  be  done: 

1.  Remittances  for  membership  dues 
should  NOT  be  sent  direct  to  the  A.  M.  A. 
by  county  societies.  The  remittances  should 
be  channeled  through  the  office  of  the  state 
society  where  member  payments  are  re- 
corded. 

2.  Individual  physicians  should  NOT  for- 
ward membership  dues  directly  to  A.  M.  A. 
headquarters.  This  poses  a problem  well 
described  by  one  state  secretary : “I  suggest 
that  it  would  be  best  if  the  A.  M.  A.  did  not 
accept  direct  payment.  Any  number  of 
complications  will  arise  if  this  is  done.  For 
example : Direct  payment  may  be  offered  by 
an  individual  delinquent  in  his  county  and 
state  societies.  Direct  payments  will  not 
run  through  the  books  of  this  society,  thus 
making  it  difficult  to  keep  our  own  records 
current,  particularly  in  follow-up  collection 
efforts.” 

Consequently,  any  checks  received  at  A. 
M.  A.  headquarters  from  individual  physi- 
cians will  be  forwarded  to  the  secretary  of 
the  state  in  which  he  resides. 

All  checks  in  payment  of  A.  M.  A.  mem- 
bership dues  must  pass  through  the  office 
of  each  state  society.  The  state  society  sec- 
retary will  receive  an  acknowledgment  from 
the  A.  M.  A.  for  the  payment.  The  member 
will  be  credited  on  the  membership  rolls  of 
the  A.  M.  A.  and  a certificate  and  pocket 
card  will  be  forwarded  to  him  directly. 

Membership  assessments  levied  by  the 
House  of  Delegates  and  which  were  payable 
in  1949  should  likewise  be  channeled 
through  the  state  secretary’s  office. 

All  checks  should  specify  whether  they 
represent  the  assessment  or  membership 
payment. 

Who  Is  Exempt  from  Paying  A.  M.  A. 

Dues  ? 

The  A.  M.  A.  Board  of  Trustees  has  set- 
tled the  controversial  question  of  who  is 
exempt  from  paying  dues  to  the  Association. 

The  following  decisions  were  made  by  the 
Board  in  regard  to  physicians  who  shall  pay 
dues  to  the  Association: 

1.  The  county  shall  determine  when  the 


payment  of  dues  is  a hardship,  but  in  no 
case  will  the  A.  M.  A.  dues  be  remitted  un- 
less the  county  and  state  dues  also  are  re- 
mitted. 

A person  in  actual  training  for  not  more 
than  five  years  after  his  graduation  from 
medical  school  will  be  exempted,  provided 
he  also  is  exempted  from  state  and  county 
dues. 

2.  The  dues  of  a physician  who  joins  his 
county  society  after  July  1 will  be  $12.50; 
if  he  joins  before  the  1st  of  July,  his  dues 
will  be  $25  for  that  year. 

3.  A physician  who  transfers  from  one 
state  or  county  to  another  will  not  be  ex- 
pected to  pay  the  dues  a second  time,  but  a 
physician  must  pay  once. 

For  this  year  (1950)  only,  the  A.  M.  A. 
will  pay  the  state  societies  the  accounting 
expenses  of  collecting  dues,  not  to  exceed 
ten  cents  per  member.  After  this  year,  the 
A.  M.  A.  dues  should  be  billed  with  state  or 
county  dues. 

Robins  Accuses  Democrats  of  Lobby  Plot 

Dr.  R.  B.  Robins,  Democratic  National 
Committeeman  for  Arkansas,  who  is  fight- 
ing socialized  medicine  with  every  ounce  of 
energy  he  can  muster,  hit  the  front  pages 
of  newspapers  all  over  the  country  recently 
when  he  charged  the  Democratic  National 
Committee  with  violating  the  federal  lob- 
bying act  for  mailing  socialized  medicine 
propaganda. 

He  asked  for  an  accounting  from  National 
Chairman  William  M.  Boyle  about  the  use 
of  party  funds  in  mailing  from  national 
headquarters  in  Washington  propaganda 
from  the  “Committee  for  the  Nation’s 
Health,”  which  he  called  a lobbying  organi- 
zation as  yet  unregistered. 

He  also  asked  that  the  Justice  Depart- 
ment and  the  House  Appropriations  Com- 
mittee investigate  alleged  violations  of  the 
Federal  Criminal  Code  by  Oscar  Ewing, 
Federal  Security  Administrator,  in  lobbying 
for  President  Truman’s  Socialized  Medicine 
program.  He  accused  Ewing  and  his  sub- 
ordinates of  “shamelessly  misusing”  secu- 
rity agency  appropriations.  He  cited  a 1919 
law  making  it  a criminal  offense  to  use  fed- 
eral funds  for  lobbying. 
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Office  for  Rent 

There  is  an  ideal  opening  for  a young 
doctor  who  wants  permanent  location  in  a 
town  of  about  four  thousand  near  zinc 
mines  and  other  industries. 

The  building  was  occupied  by  Dr.  T.  E. 
Wright.  It  is  fully  equipped,  and  further 
information  can  be  secured  by  writing  Mrs. 
T.  E.  Wright,  501  E.  Andrew  Johnson  High- 
way, Jefferson  City,  Tennessee. 


On  December  16,  1949,  at  a meeting  of 
the  Board  of  Directors  of  the  American 
Farm  Bureau  Federation,  the  following 
resolution  was  adopted : 

“That  every  State  Farm  Bureau 
ought  to  make  a special  effort  to  con- 
tract their  State  Medical  Society;  that 
we  bring  this  matter  of  cooperation 
with  State  Medical  Societies  to  the  at- 
tention of  the  State  Farm  Bureaus  by 
action  of  this  Board,  and  suggest  that 
they  give  study  to  ways  in  which  they 
can  continue  and  improve  Rural  Medi- 
cal Service.” 


PHYSICAL  THERAPY  IN  TENNESSEE 

The  Tennessee  State  Medical  Association  had  a 
standing  committee  on  Physical  Therapy  for  many 
years.  There  were,  however,  few  recognized  Phys- 
ical Therapists  in  the  state.  By  recognized,  we 
mean  those  who  had  such  training  as  to  make 
them  eligible  to  be  members  of  the  American  Phys- 
ical Therapy  Association.  Since  there  were  so  few 
recognized  Physical  Therapists,  and  since  the  ac- 
tivities of  these  were  so  limited,  and  the  general 
interest  in  Physical  Therapy  appeared  so  little,  the 
standing  committee  was  discontinued  along  with 
some  other  committees  in  order  to  streamline  the 
organization  of  the  Association. 

In  the  last  three  or  four  years,  however,  there 
has  been  a large  increase  of  active  Physical  Ther- 
apists in  Tennessee.  In  1942  the  five  members  of 
the  American  Physical  Therapists  Association  who 
were  actively  employed  in  various  sections  of  the 
state  applied  for  and  received  a charter  from  the 
Association  to  establish  a Tennessee  Chapter.  At 
present  there  are  thirty-eight  active  members  of 
the  Tennessee  Chapter  of  the  American  Physical 
to  increase  as  soon  as  other  Physical  Therapists 
who  are  now  working  in  Tennessee  transfer  their 
memberships. 

The  purpose  of  this  communication  is  to  draw 


the  attention  of  the  members  of  the  Tennessee  State 
Association  to  this  increase  in  numbers  of  Physical 
Therapists  and  their  activity  amongst  us  and  to 
describe  something  of  the  type  of  training  these 
Physical  Therapists  have  had  and  of  their  standard 
of  work.  While  each  State  Chapter  has  its  own 
by-laws  and  officers,  its  objectives  and  its  organi- 
zation are  similar  to  those  of  the  National  Organi- 
zation. Their  object  is  “to  promote  the  art  and 
science  of  medicine  through  an  understanding  and 
utilization  of  the  functions  and  procedures  of  phys- 
ical therapy  in  the  prevention,  treatment,  or  alle- 
viation of  human  ailments  and  the  maintenance  of 
or  restoration  of  health. 

“In  order  to  accomplish  these  objects  the  Amer- 
ican Association  of  Physical  Therapy  and  its  com- 
ponent chapters  attempt  to  (1)  establish  and  main- 
tain adequate  professional  and  scientific  standards 
for  physical  therapists  who  practice  under  the 
prescription,  direction,  and  supervision  of  licensed 
physicians;  (2)  to  aid  in  the  establishment  of  edu- 
cational standards  and  in  scientific  research  in 
physical  therapy;  (3)  to  maintain  by  means  of  a 
single  registry  a list  of  physical  therapists  compe- 
tent and  qualified  to  administer  adequately  physical 
therapy  under  the  prescription,  direction,  and  su- 
pervision of  licensed  physicians;  (4)  to  promote  a 
widespread  utilization  of  such  list  to  the  end  that 
the  facilities  and  methods  employed  in  physical 
therapy  may  augment  effectively  the  services  of 
American  medicine.” 

To  be  eligible  for  active  membership  in  the 
American  Physical  Therapists  Association  an  indi- 
vidual must  possess  the  educational  qualifications 
and  training  which  has  been  prescribed  by  the 
Association  in  conjunction  with  the  educational 
standards  set  up  by  the  American  Medical  Asso- 
ciation. There  are  now  some  thirty-one  schools  in 
the  United  States  approved  by  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association  for  training  physical  thera- 
pists. 

The  American  Physical  Therapy  Association  has 
adopted  a Code  of  Ethics  under  which  each  chapter 
and  each  member  must  operate.  This  code  clearly 
outlines  the  responsibility  of  the  physical  therapist 
to  the  physician,  to  the  patient,  and  to  his  or  her 
associates. 

Current  officers  of  the  Tennessee  Chapter  of  the 
American  Physical  Therapists  Association  are  Eliz- 
abeth Speltz,  President,  and  Lieutenant  Lucy  R. 
Benjamin,  Secretary,  both  employed  in  Memphis. 

J.  J.  Ashby,  M.D. 


WOMAN'S  AUXILIARY 

The  Woman’s  Auxiliary  to  the  Nashville 
Academy  of  Medicine  and  the  Davidson 
County  Medical  Society  gave  a benefit 
bridge  and  canasta  party  February  15  for 
the  benefit  of  the  Nurses  Home  at  General 
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Hospital.  This  Auxiliary  assisted  in  the 
distribution  of  plastic  hearts  throughout  the 
city  to  aid  in  the  recent  heart  campaign. 
A dinner  dance  was  given  on  the  evening 
of  February  27  at  Club  Plantation  to  honor 
the  husbands  of  the  members  of  this  group, 
and  a delightful  evening  was  enjoyed  by  all 
who  attended. 


Medical  Auxiliary  Nominates  Officers 

The  State  Board  of  the  West  Tennessee 
Section  of  the  Woman’s  Auxiliary  to  the 
Tennessee  State  Medical  Association  met 
Tuesday  in  the  home  of  Mrs.  Clyde  Cros- 
well,  495  North  McLean,  to  nominate  the 
officers  and  chairmen  from  this  section  to 
serve  for  the  coming  year. 

The  state  meeting  will  be  held  in  Mem- 
phis, April  11,  12,  and  13,  at  which  time  this 
ticket,  with  those  of  Middle  and  West  Ten- 
nessee will  be  presented  for  the  general  as- 
sembly to  vote  on. 

The  following  are  the  officers  and  chair- 
men from  West  Tennessee:  Mrs.  Elisha  Far- 
row, Bells;  Mrs.  Rex  Hughes,  Milan;  Mrs. 
Harry  Jacobson,  Mrs.  Harold  Boyd,  Mrs. 
W.  H.  Gragg,  Mrs.  L.  M.  Graves,  Mrs. 
Michael  W.  Holehan,  Mrs.  Roland  Myers, 
Mrs.  Horace  Gray,  Mrs.  Ernest  Kelly,  and 
Mrs.  Croswell,  all  of  Memphis. 

Following  this  meeting,  the  local  Enter- 
tainment Committee  for  the  delegates  and 
visitors  who  will  attend  the  convention  here 
in  April  discussed  plans.  Those  present 
were  Mrs.  Kelly,  Mrs.  Holehan,  Mrs.  Gragg, 
and  Mrs.  William  C.  Colbert. 

Mrs.  H.  H.  Hudson, 
Publicity  Chairman. 
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Davidson  County: 

February  21:  The  Pediatric  Department 
of  Vanderbilt  University  School  of  Medicine 
entertained  members  of  the  Society  in  the 
staff  dining  room.  Following  a delightful 
dinner  a scientific  program  was  given  in  the 
school  auditorium. 

Dr.  Amos  Christie,  chief  of  the  Pediatric 
Department,  presented  and  called  upon  Dr. 


John  B.  Youmans,  who  was  to  become  Dean 
of  the  Medical  Department  on  March  1.  Dr. 
Youmans  was  welcomed  back  to  Nashville 
and  expressed  his  pleasure  in  returning  to 
the  school.  He  also  discussed  the  problem 
of  medical  schools  not  supported  by  taxa- 
tion. 

The  scientific  program  was  handled  in 
three  sections  by  Dr.  Christie,  Dr.  J.  C. 
Peterson,  and  Dr.  Randy  Batson.  The  gen- 
eral topic  was  “Recent  Advances  in  Pedi- 
atrics.’’ 

William  S.  McCann,  M.D.,  University  of 
Rochester  School  of  Medicine,  addressed  the 
Academy  March  7.  Dr.  McCann’s  subject 
was  “The  Relationship  of  the  Respiratory 
System  to  Circulatory  Disorders.”  This  is 
the  second  annual  lecture  sponsored  by  the 
Nashville  Society  for  Internal  Medicine. 


Knox  County 

February  14 : “Diagnosis  and  Treatment 
of  Peripheral  Vascular  Disease,”  by  Dr. 
Charles  Zirkle.  Discussion  by  Dr.  J.  B.  Ely. 

February  28:  Dr.  W.  W.  Hubbard,  Chief 
of  the  Tuberculosis  Hospitalization  Pro- 
gram for  the  State  of  Tennessee,  spoke 
about  the  program  of  Tuberculosis  in  Ten- 
nessee, and  especially  about  the  work  that 
will  be  done  at  Beverly  Sanitarium  when 
the  new  addition  now  under  construction  is 
completed. 


Roane  Comity: 

The  Roane  County  Medical  Society  meets 
on  the  last  Tuesday  of  the  month  at  the  Oak 
Ridge  Hospital,  7 :30  P.M. 

Programs : 

January:  Preview  of  Radio  transcrip- 
tions, “Doctors  Orders,”  to  be  sponsored  by 
Society  over  Oak  Ridge  and  Harriman  sta- 
tions. 

February:  Two  films,  “Addiction  and  Ha- 
bituation to  Barbiturate”  and  “Use  of  the 
Brown  Electro-Dermatome.” 

March:  Marguerite  Ciaramelli,  M.D.,  An- 
esthesiologist at  Oak  Ridge  Hospital,  “Pre- 
operative Medication,”  “Use  of  Intravenous 
Procaine.” 

Officers  for  1950 

President,  Howard  Curl,  Oak  Ridge 
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Vice-President,  Robert  Hicks,  Rockwood 
Secretary-Treasurer,  William  P.  Hardy, 
Oak  Ridge 

Delegate,  Dana  W.  Nance,  Oak  Ridge 
Alternate  Delegate,  Dr.  L.  A.  KillefFer, 
Harrimari 

Censors:  John  DePersio,  Oak  Ridge;  Stat- 
ton  Jones,  Harriman;  John  Crews,  Oak 
Ridge 

William  P.  Hardy,  M.D.,  Secretary 


OTHER  MEDICAL  SOCIETIES 


The  Fourth  Annual  Convention  of  the 
Association  for  Physical  and  Mental  Reha- 
bilitation will  be  held  May  23-27,  1950,  in 
Memphis.  Convention  headquarters  will  be 
Hotel  Peabody. 

The  program  has  been  planned  to  attract 
physicians,  therapists,  and  others  engaged 
in  the  field  of  rehabilitation. 

Anyone  desiring  information  relative  to 
the  program  of  the  convention,  reservations, 
etc.,  should  contact  the  Convention  Chair- 
man, Mr.  Clement  G.  McNamara,  Physical 
Medicine  Rehabilitation  Service,  Kennedy 
V.  A.  Hospital,  Memphis  15,  Tennessee. 


Andrew  Jackson  Academy  of  General 
Practice 

Physicians  in  general  practice  from  Da- 
vidson and  surrounding  counties  held  their 
regular  bimonthly  meeting  at  the  Colonial 
Hotel,  Springfield,  on  Thursday  night,  Feb- 
ruary 2. 

Following  dinner,  to  which  the  wives  had 
been  invited,  Dr.  J.  Allen  Kennedy,  Nash- 
ville, delivered  an  illustrated  lecture  on 
“The  Treatment  of  Four  Cardiovascular 
Diseases  Frequently  Seen  in  General  Prac- 
tice.” 

The  four  diseases  discussed  by  Dr.  Ken- 
nedy were  congestive  heart  failure,  cerebral 
vascular  accidents,  coronary  thrombosis, 
and  cardiac  arrhythmias. 

During  the  scientific  session,  the  ladies 


completed  the  organization  of  a Woman’s 
Auxiliary  to  the  Academy,  adopting  a con- 
stitution and  by-laws,  and  electing  perma- 
nent officers.  Mrs.  D.  J.  Johns,  Nashville, 
was  elected  president. 

The  April  meeting  of  the  Academy  will  be 
held  in  Nashville. 
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GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


Carcinoma  of  the  Cervix.  J.  H.  Randall,  M.D., 
W.  C.  Keettel,  M.D.,  H.  C.  YVillumsen,  M.D.,  and 
J.  W.  Scott,  M.D.,  Iowa  City,  Iowa.  American 
Journal  of  Obstetrics  and  Gynecology,  Vol.  59, 
No.  2,  p.  295,  February,  1950. 

From  July,  1926,  to  September  1,  1947,  983  cases 
of  cervical  carcinoma  were  treated  chiefly  by  irra- 
diation therapy  at  State  University  of  Iowa  Hos- 
pitals with  an  absolute  five-year  survival  rate  of 
30.4  per  cent.  During  the  years  1926  to  1937,  the 
absolute  five-year  survival  rate  was  25.7  per  cent, 
but  increased  to  37  per  cent  for  the  years  1937  to 
1942.  There  has  been  marked  improvement  in  end 
results  from  irradiation  therapy  due  to  improve- 
ment in  technique.  The  most  important  single  fac- 
tor in  end  results  is  the  stage  of  the  disease.  The 
histologic  character  of  epidermoid  carcinomas  has 
little  effect  upon  final  results.  Patients  who  are 
young  or  senile  and  those  who  are  febrile  or  have 
an  inverting  type  of  growth  generally  respond  less 
well  to  irradiation.  Complications  are  inevitable 
when  irradiation  is  given  to  the  limits  of  tolerance. 
There  is  a definite  primary  mortality  of  one  to  two 
per  cent  from  irradiation  treatment  of  cervical  can- 
cer to  the  point  of  tissue  tolerance. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Significance  of  Nonoccupational  Disability.  Robert 
C.  Page.  Archives  of  Industrial  Hygiene  and 
Occupational  Medicine,  Vol.  1,  No.  1,  January, 
1950. 

This,  without  question,  is  one  of  the  most  impor- 
tant problems  confronting  management  at  the  pres- 
ent time.  Its  incidence  in  an  organization  is  a 
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measure  of  the  adequacy  of  management  and  em- 
ployee relations,  over-all  efficiency,  and  basic  mo- 
rale. Nonoccupational  disability  affects  the  initi- 
ative of  the  individual  worker,  his  willingness  to 
serve,  in  addition  to  affecting  labor  relations  and 
profits.  The  total  cost  of  absenteeism  resulting 
from  nonoccupational  causes  may  mount  to  as  much 
as  1.8  per  cent  of  the  total  pay  roll.  Absenteeism, 
and  especially  decreased  efficiency,  also  make  daily 
inroads  on  the  productivity  of  executive  personnel, 
which  ordinarily  cannot  be  measured. 

Industry,  with  proper  medical  assistance,  can 
secure  morbidity  data  easily  and  efficiently.  Mor- 
bidity rates  have  been  sought  by,  and  in  their 
absence  estimates  have  been  utilized  by  some  who 
believe  the  present  system  of  medical  care  is  inad- 
equate and  that  it  should  be  replaced  by  govern- 
ment-controlled plans.  While  current  data  does 
present  a large  amount  of  previously  unmet  medical 
needs,  physicians  believe  programs  such  as  theirs 
can  meet  these  needs  better  than  federal  health 
insurance  plans.  The  latter  afford  a false  sense 
of  security  to  employees  and  permits  employers  to 
feel  they  have  met  all  their  health  obligations. 

The  major  need  seems  to  be  to  keep  people  out 
of  hospitals,  rather  than  creating  additional  legis- 
lation to  provide  additional  hospital  facilities.  Ade- 
quate housing,  the  application  of  accepted  stand- 
ards of  household  sanitation,  proper  supervision  of 
water,  food,  and  milk  supplies,  will  do  much  to 
increase  the  health  of  the  public  at  large.  The  true 
responsibility  of  society  is  to  make  available  the 
means  by  which  health  may  be  pursued  and  pre- 
served— remembering  that  the  individual  citizen 
must  accept  personal  responsibility.  Laymen  too 
frequently  believe  health  can  be  bought  at  the  drug- 
store or  clinic  if  only  one  has  the  price  to  pay. 
Examinations  and  legislation  are  valueless  if  the 
individual  lacks  a real  will  to  health.  Physicians 
in  industry  are  in  a position  to  elevate  not  only  the 
employee’s  physical  status,  but  also  his  emotional 
adjustment  to  his  job,  fellow  workers,  and  even  his 
home.  Constructive  medicine  can  teach  the  em- 
ployee to  judge  his  physical  and  mental  ability  and 
to  live  within  his  limitations.  It  detects  the  incip- 
iency  of  disease  and  does  not  rely  on  symptomatic 
or  curative  measures  to  satisfy  the  presenting  com- 
plaint of  any  given  person.  Periodic  physical  ex- 
amination, reassignment  of  duties  in  keeping  with 
capacity,  and  early  discovery  of  disease  present  the 
best  methods  of  attack  in  meeting  health  needs. 
Widespread  industrial  use  of  such  a program  would 
decrease  the  alleged  need  for  a government-spon- 
sored therapeutic  or  curative  medical  plan. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


A New  Concept  in  the  Replacement  of  the  Inverted 
Uterus  and  a Report  of  Nine  Cases.  A.  B.  John- 


son. American  Journal  of  Obstetrics  and  Gyne- 
cology, Vol.  57,  p.  557,  March,  1949. 

The  author  describes  his  method  of  replacing  the 
inverted  uterus,  based  on  placing  the  ligaments  of 
the  pelvis  on  tension  to  aid  in  returning  the  fundus 
to  its  normal  position.  He  points  out  that  dimpling 
of  the  fundus  is  often  unsatisfactory.  As  the 
uterus  becomes  inverted  the  ligaments  follow  the 
fundus  through  the  pelvic  outlet,  and  they  are  not 
altered  in  tension  or  length  by  the  inversion  per  se. 
To  replace  the  uterus,  he  advises  that  the  entire 
hand  be  placed  in  the  vagina  with  the  tips  of  the 
fingers  at  the  uterocervical  junction  and  the  fundus 
in  the  palm  of  the  hand.  The  entire  uterus  is  then 
lifted  out  of  the  pelvis  and  forcefully  held  in  the 
abdominal  cavity  above  the  level  of  the  umbilicus. 
This  puts  tension  on  the  ligaments  which  are  so 
situated  as  to  cause  widening  of  the  cervical  ring 
and  then  to  pull  the  fundus  through  the  ring.  The 
fundus  should  be  held  in  this  position  for  three  to 
five  minutes  in  which  time  it  can  be  felt  receding 
from  the  palm. 

This  method  of  replacement  is  simple  and  can 
be  done  immediately  without  increasing  shock,  and, 
as  a matter  of  fact,  the  author  states  that  shock  and 
hemorrhage  are  relieved  by  the  procedure.  Nine 
cases  are  reported  in  some  detail.  General  anes- 
thesia is  necessary  and  was  used  in  all  these  cases. 
Six  patients  were  primigravidas.  The  ages  ranged 
from  nineteen  to  thirty  years.  Eight  of  the  cases 
showed  marked  hemorrhage  and  shock,  and  blood 
and  plasma  were  given  in  all  such  cases.  The  one 
case  which  was  not  shock  was  diagnosed  immediate- 
ly and  the  uterus  was  replaced  within  six  minutes. 
In  seven  cases  the  third  stage  of  labor  lasted 
thirty-one  minutes  or  less,  in  one  case  seventy 
minutes,  and  in  another  two  hours  and  thirteen 
minutes.  In  six  cases  the  period  of  inversion  was 
short,  varying  from  six  minutes  two  five  hours  and 
thirty-five  minutes.  In  one  case  the  period  of 
inversion  was  fourteen  days,  in  another  two  months, 
and  in  a third,  three  months.  In  two  cases  subse- 
quent pregnancies  wei'e  uneventful.  There  was  no 
mortality  and  all  of  the  cases  showed  normal  invo- 
lution of  the  uterus  following  replacement. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


The  Ocular  Fundus  in  Relation  to  Operations  for 
Hypertensive  Cardiovascular  Disease.  R.  W. 
Hollenhorst  and  H.  P.  Wagener.  American  Jour- 
nal of  Ophthalmology,  January,  1950. 

The  ophthalmoscopic  examination  of  patients 
with  hypertensive  cardiovascular  disease  should  be 
directed  not  only  toward  the  presence  or  absence  of 
hemorrhages,  cotton-wool  patches,  and  edema  of  the 
retina  and  optic  disc,  but  should  include  a meticu- 
lous grading  of  the  degree  of  arteriosclerosis,  an- 
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giospasm,  and  tonic  narrowing  of  the  arterioles. 
Since  the  degree  of  benefit  obtained  from  surgical 
therapy  seems  rather  definitely  to  be  inversely  pro- 
portional to  the  degree  of  organic  retinal  vascular 
change,  it  is  important  that  opthalmoscopic  ex- 
amination be  included  in  the  studies  used  for  the 


preoperative  evaluation  of  such  patients.  They 
emphasize  that  no  retinal  changes  are  an  absolute 
contraindication  to  sympathectomy,  but  the  pres- 
ence of  the  higher  degrees  of  sclerosis  and  of 
retinopathy  with  papilledema  reduces  the  proba- 
bility of  obtaining  a good  result. 


"Things  are  jolly  well  clearer  at  arm’s  length, 
notv  that  l have  this  new  trifocal”. 

Trifocal  comfort  isn’t  limited  to  his  lordship.  Doctors 
report  greater  comfort  and  better  vision  for  almost  every 
trifocal  wearer  ....  where  the  reading  addition  has 
reached  1.75  . . . UNIVIS  TRIFOCALS 

OLD  SOUTH  OPTICAL  CO. 

Nashville  2,  Tennessee 


GJ&cauUeiv 

ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 


First  in  the  South  to  Produce 

• Grade  "A”  Pasteurized  •Homogenized  •Soft  Curd  •Vitamin  "D” 

With  400  U.S.P.  Vitamin  D Units  (Activated  Ergosterol)  Added  Per  Quart 
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PSYCHIATRIC  EVIDENCE  AND  A REPORT  ON  THE  EXAMINATIONS  FOR  261 
PATIENTS 


O.  S.  HAUK,  M.D.,  Superintendent,  Central  State 

There  are  very  few  physicians  who  have 
not  or  who  will  not  be  called  upon  to  testify 
in  some  medico-legal  subject,  and  the  re- 
sponsibility upon  the  physician  is  great, 
particularly  in  criminal  cases,  as  upon  his 
testimony  may  depend  the  life  or  death  of 
the  individual. 

In  preparing  this  paper  I have  confined 
it  to  psychiatric  or  medical  evidence  in  crim- 
inal cases  only.  One  reason  is  that  most  of 
my  experience  has  dealt  with  those  who 
have  come  in  contact  with  the  law,  or  crim- 
inal cases.  I feel  that  the  public  has  a much 
greater  interest  in  those  who  have  been 
charged  with  crime  than  those  in  civil  suits 
which  is  more  or  less  an  individual  propo- 
sition. 

This  report  deals  with  261  cases  that  have 
been  referred  to  this  hospital  by  the  Crim- 
inal Courts  of  Middle  Tennessee,  particu- 
larly of  Nashville  or  Davidson  County  by 
the  Circuit  and  Criminal  Judges  over  a 
period  of  ten  years. 

Many  abuses  have  arisen  on  the  part  of 
the  legal  as  well  as  the  medical  profession, 
and  at  times  the  press  and  public  have  been 
very  critical  and  uncomplimentary  in  so- 
called,  “expert  testimony,”  to  the  point  that 
many  uncomplimentary  remarks  have  been 
made. 

There  is  no  uniformity  of  what  consti- 
tutes insanity  in  the  various  states  of  the 
Union.  For  instance,  in  our  own  state  the 
so-called  right  and  wrong  knowledge  is  the 
legal  test  of  who  is  sane  or  insane,  although 


Hospital,  Nashville 

the  conduct  and  behavior  may  be  influenced 
or  even  controlled  by  the  patient’s  delusion- 
al content.  A system  whereby  both  defense 
and  prosecution  employs  psychiatric  expert 
evidence  in  criminal  cases  without  consul- 
tation, in  my  opinion,  is  wrong  and  the 
doctors  are  not  always  to  blame  in  the  mat- 
ter, as  the  laws  in  some  states  are  such  that 
consultation  is  not  permitted. 

One  of  the  most  famous  trials  in  the  his- 
tory of  our  country  was  that  of  the  Leopold- 
Loeb  trial.  The  older  members  here  will 
probably  remember  the  time  of  the  Leopold- 
Loeb  trial,  and  for  some  time  afterwards 
the  news  and  editorials  were  condemning 
experts  who  participated  in  this  trial.  The 
experts  for  the  defense,  it  is  said,  wrote  the 
experts  for  prosecution  a note  and  proposed 
to  meet  them  in  consultation  in  examination 
of  these  two  young  men,  and  if  possible,  all 
to  make  a joint  report  to  the  court.  The 
groups  representing  each  side  were  honor- 
able and  thoroughly  ethical,  so  far  as  the 
records  showed.  The  defense  accepted,  but 
what  happened?  They  found  that  the  law 
would  not  permit  it,  although  this  was  not 
known  to  the  public. 

Not  so  long  ago  one  of  the  most  learned 
men  of  our  courts  made  the  statement  that 
our  penal  laws  were  a disgrace  to  the  Union, 
and  no  one  has  denied  this  statement. 

If  these  cases  could  be  handled  as  we  are 
handling  them  here  and  a report  made  to 
the  prosecuting  attorney,  the  judge,  and 
the  defense  counsel,  it  seems  to  me  that  this 
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would  be  of  much  help  to  the  court  in  arriv- 
ing at  a just  verdict  for  the  accused.  In  fact, 
I believe  that  in  criminal  cases  the  court 
should  appoint  competent  men,  and  the  fees 
paid  by  the  state,  in  any  case  where  a ques- 
tion of  insanity  arises,  and  that  most  usu- 
ally a report  could  be  made  in  which  there 
was  unanimous  agreement,  but  in  case  there 
was  not,  we  should  not  condemn  it,  because 
courts  themselves  oftentimes  disagree  on 
what  is  the  law,  or  the  interpretation  of 
the  law,  as  well  as  the  medical  men  do  not 
always  agree  on  the  diagnosis  or  treatment 
of  a private  case.  In  other  words,  I am  of 
the  opinion  that  legal  questions  should  be 
settled  by  the  legal  profession  and  the  med- 
ical or  psychiatric  questions  should  be  set- 
tled by  the  medical  profession  to  the  extent 
of  informing  the  court  or  jury  as  to  what 
the  medical  facts  are.  Needless  to  say  that 
the  court  has  the  final  say-so  in  the  disposi- 
tion of  the  case. 

Too  often  we  have  seen  people  who  are 
definitely  insane  and  have  been  convicted. 
The  only  way  to  save  them  from  the  electric 
chair  or  the  prison  is  by  an  appeal  in  which 
the  Supreme  Court  has  referred  them  for 
observation  and  examination.  Occasionally 
the  defendant’s  mental  condition  is  such  as 
to  be  so  apparent  to  the  court  itself,  that 
they  stop  the  trial  and  ask  for  a directed 
verdict  that  the  patient  is  insane.  As  an 
illustration,  the  following  outline  is  that  of 
a patient  who  is  here  at  the  present  time. 
The  case  of  No.  16  352,  C.  I.  Division. 

This  case  was  a young  doctor  in  our  state, 
who  was  charged  with  the  murder  of  a very 
prominent  attorney  in  his  county,  and  pre- 
vious to  that  with  a felonious  assault  charge 
against  him.  At  the  time  he  killed  his 
attorney  he  was  on  bail.  He  was  then 
removed  to  an  adjoining  county  for  safe- 
keeping where  he  was  examined  by  a very 
capable  psychiatrist,  and  a report  was  made 
to  the  court  that  he  was  a man  of  unsound 
mind  and  not  capable  of  advising  counsel 
in  the  defense  of  his  case. 

This  man  was  put  on  trial.  The  defense 
counsel  thereupon  asked  for  a change  of 
venue  which  was  promptly  denied. 

I am  quoting  from  the  Associated  Press 
dispatch  to  the  press  the  following  report: 
“Dr.  electrified  the  crowded  court- 


room at  the  opening  of  the  session  by  ris- 
ing to  his  feet  with  a shout:  ‘I’ve  dis- 
charged my  lawyers.  They  do  me  around 
just  any  old  way.  ...  I’d  be  better  off  with- 
out ’em.’  When  Judge restored  order 

after  two  officers  had  pinioned  the  strug- 
gling defendant  and  placed  him  in  hand- 
cuffs, the  jurist  declared  he  would  appoint 

and to  defend  the  physician.  To 

this  Dr. replied:  ‘In  other  words,  you 

are  going  to  do  me  just  like  you  want  to  do 
me.’  Sobbing,  the  physician  sat  down,  while 
his  sister  and  two  aunts  wept  aloud  behind 
him.” 

The  following  is  a copy  of  the  conversa- 
tion that  took  place  between  the  defendant 
and  the  court: 

“When  the  case  was  called,  and  Mr. 

and  Mr.  prepared  for  their  defense, 

Dr.  jumped  up  to  be  heard,  saying: 

‘They  are  not  my  lawyers;  these  are  not 
the  lawyers  I employed.’ 

“Judge:  Who  did  you  employ? 

“Doctor: , and  he  is  not  here. 

“Judge:  He  is  sick. 

“Doctor:  That  don’t  make  any  difference; 
I have  already  dismissed  him.  I dismissed 
him  December  23rd,  and  I am  opposed  to 
these  lawyers. 

“Judge:  Do  you  have  any  attorney? 

“Doctor:  I do  not  have  an  attorney.  I 
demand  a fair  deal. 

“Judge:  The  court  will  give  you  a fair 
deal. 

“Doctor:  I will  argue  my  own  case. 

“Judge:  You  have  to  have  an  attorney. 

“Doctor:  I don’t  believe  it. 

“Judge:  The  court  will  appoint  Mr. 

and  Mr.  as  your  attorneys. 

“Doctor:  In  other  words,  you  will  do  me 
the  way  you  want  to  do  me. 

“Court:  The  court  will  see  that  you  have 
a fair  trial. 

“Doctor:  I won’t  have  these  lawyers. 

“Court:  I appoint  these  lawyers. 

“Doctor : These  lawyers  are  not  going  to 
represent  me. 

“He  jumped  to  his  feet  and  the  officers 
grabbed  him.” 

The  defendant  finally  took  the  witness 
stand  against  the  advice  of  his  own  attor- 
neys, or  rather  the  ones  the  court  had  ap- 
pointed for  him.  It  was  not  until  then  that 
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the  state  accepted  the  fact  that  he  was  in 
no  condition  to  advise  his  attorneys  and 
ordered  a lunacy  trial,  as  the  psychiatrist, 
who  had  examined  the  defendant,  insisted 
on  from  the  first.  He  was  declared  insane 
and  sent  to  the  Criminal  Division  here, 
where  he  has  since  remained  as  a patient. 
He  was  definitely  a paranoid  schizophrenic 
and  had  been  for  some  time. 

It  might  be  of  interest  to  read  to  you  a 
copy  of  a letter  that  he  wrote  to  one  of  his 
friends  soon  after  he  came  here. 

“Dear  : 

“I  am  glad  to  hear  that  you  saw , as 

he  is  going  to  talk  to  the  doctors.  You  may 
tell  him  my  requests. 

“1.  I want  my  rights  and  liberties  that 
the  Declaration  of  Independence  declares 
and  the  Constitution  of  the  United  States 
and  the  Bill  of  Rights  guarantee  for  and  to 
me. 

“2.  I want  every  bastard  that  called  me 
a son  of  a bitch  and  a bastard  brought  in 
before  me  and  punished  in  the  manner  that 
I suggest  and  supervise. 

“3.  I want  those  application  blanks  for 
membership  in  the  Masonic  Order  that  I 
signed  returned  to  me. 

“4.  I want  one  hundred  million  dollars. 

“5.  I want  to  be  surgeon  in  chief  of  the 
best  hospital  in  the  South. 

“6.  I want  a surgical  practice  that  will 
give  me  a minimum  income  of  one  hundred 
thousand  dollars. 

“7.  I want  to  live  in  a town  where  there 
is  a First  Methodist  Church  and  a Republi- 
can Party. 

“8.  I want  a wife  that  has  the  beauty, 
talents,  and  accomplishments  of  one  hun- 
dred ordinary  women. 

“9.  I want  one  of  the  finest  estates  and 
houses,  furnished  with  the  finest  furniture 
in  the  South. 

“10.  I want  one  of  the  finest  yachts  in 
America. 

“Nothing  else  than  the  above  will  satisfy 
me.  See  how  much  money  I have  in  the 
bank  and  let  me  know.  I expect  to  see  you 
and very  soon. 

Yours  very  truly, 


Another  case  that  we  have  here  was  a 
man  of  about  sixty  some  years  of  age.  He 


had  been  a prosperous,  well-to-do  citizen, 
moved  to  a college  town  to  educate  his  chil- 
dren. For  some  time  it  had  been  noticed 
that  he  was  very  irritable,  and  he  had  had 
certain  personality  changes,  or  mood 
changes.  He  had  some  difficulty  with  some 
of  his  neighbors  over  some  trivial  matter 
and  killed  two  women.  He  barricaded  him- 
self in  a beautiful  home  that  he  owned,  the 
officers  surrounded  the  home,  and  a gun 
battle  ensued.  He  killed  one  of  the  officers 
and  seriously  injured  another.  The  patient 
received  a gunshot  wound  in  the  head,  tak- 
ing out  one  eye  and  part  of  the  skull.  After 
some  time  in  the  hospital  he  recovered,  was 
tried  and  convicted,  and  sentenced  to  be 
electrocuted. 

An  appeal  was  taken  to  the  Supreme 
Court,  and  he  was  sent  here  for  observation 
and  examination.  A report  was  made  that 
the  man  was  suffering  from  psychosis  with 
cerebral  arteriosclerosis  and  was  not  capa- 
ble of  advising  counsel  in  the  defense  of  his 
case  in  any  way. 

So  much  for  the  courts. 

The  next  case  is  that  where  doctors  were 
asked  to  examine  a man  both  by  defense  and 
prosecution.  The  doctors  who  were  for  the 
prosecution  agreed  with  the  experts  for  the 
defense  that  the  man  was  insane.  The  trial 
came  up  and  the  experts  for  the  defense 
swore  that  the  man  was  insane.  The  doc- 
tors for  the  prosecution  were  not  called. 
The  jury  ignored  the  testimony  of  the  ex- 
perts for  the  defense  and  agreed  to  elec- 
trocute the  accused.  Then  the  attorney  for 
the  defense  took  out  lunacy  proceedings 
against  the  client  and  had  him  committed 
to  the  Central  State  Hospital,  where  a num- 
ber of  physicians  unanimously  agreed  that 
the  man  was  insane.  He  was  returned  to 
court  and  a second  jury  decided  with  us, 
and  the  court  recommended  that  the  gov- 
ernor commute  his  sentence  to  life  impris- 
onment and  to  be  transferred  from  the  pen- 
itentiary to  the  Hospital  for  the  Insane,  to 
do  away  with  the  former  decision  of  only  a 
few  days  before  electrocution. 

With  the  system  employed  in  this  coun- 
try, of  employing  experts  by  each  party  to 
the  legal  controversy,  so  that  experts  are  in 
a manner  opposed  to  each  other,  however 
unprejudiced  may  be  our  intentions,  there 
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must  often  be  an  unconscious  tendency  on 
the  part  of  the  witness  to  be  biased  toward 
the  side  that  secures  and  pays  for  his  serv- 
ices. If  consultation  could  be  had  between 
both  prosecution  and  defense  experts  for 
the  purpose  of  interchanging  their  views, 
it  seems  to  me  that  this  would  be  fair  to 
the  defendant  as  well  as  protect  the  public 
and  would  certainly  bring  about  a higher 
regard  for  expert  testimony  among  the  pub- 
lic. 

Hypothetical  questions  are  often  asked  in 
a trial  of  a criminal  case  as  well  as  a civil 
case.  Rarely  do  they  accomplish  very  much, 
except  to  bring  about  confusion  of  the  court 
and  the  jury. 

Needless  to  say,  that  any  examination 
made  where  a man’s  liberty  or  life  is  at 
stake  should  be  a careful  and  thorough  ex- 
amination both  physical  and  psychiatric, 
aided  by  whatever  laboratory  aids  that  are 
necessary.  Sufficient  time  should  be  al- 
lowed for  careful  examination. 

It  is  a well-known  fact  that  members  of 
our  society  who  have  been  upright  citizens 
for  half  a century,  and  have  never  come 
into  conflict  with  the  law,  will  commit  for- 
gery or  rape  and  other  criminal  acts,  if  a 
careful  examination  had  been  made  before 
trial,  including  laboratory,  these  cases  could 
have  been  cleared  up  before  they  went  to 
the  prison. 

Another  tendency,  it  seems  to  me,  that 
the  psychiatrists  themselves  are  leaving 
themselves  open  to  criticism,  which  is  jus- 
tifiable, for  testimony  in  cases  in  which  they 
have  not  made  a complete  examination. 
Recently  the  writer  read  an  article  from 
the  Associated  Press  in  the  case  of  the 
recent  conviction  of  Mr.  Hiss.  I was  very 
muchly  interested  in  this  article  for  two 
reasons  that  seemed  to  me  very  unusual. 
The  article  is  headed : “Mental  Specialist 
Discredits  Chambers — Says  Disorder  Makes 
Him  a Chronic  Liar.” 

Further  on  in  this  article  is  the  follow- 
ing: “In  allowing  the  mental  specialist  to 
testify,  over  strong  government  objections, 
Federal  Judge  Henry  M.  Goddard  said  it 
was  probably  the  first  such  testimony  to  be 
admitted  in  a federal  trial.” 

“Replying  to  a question  by  Defense  Coun- 
sel Claude  B.  Cross,  Dr. , who  day  after 


day  watched  Chambers  in  court,  told  the 
jury: 

“ ‘Mr.  Chambers  is  suffering  from  a con- 
dition known  as  a psychopathic  personality 
— a disorder  of  character,  the  outstanding 
features  of  which  are  amoral  and  asocial 
behavior.’ 

“Such  persons,  the  psychiatrist  said,  suf- 
fer from  ‘chronic,  persistent,  and  repetitive 
lying,  stealing,  misrepresentation,  acts  of 
deception  and  drug  addiction,  alcoholism, 
abnormal  sexuality,  vagabondage,  panhan- 
dling, the  inability  to  form  stable  attach- 
ments, and  a tendency  to  make  false  accu- 
sations, in  addition  to  what  is  commonly 
known  as  lying.  This  kind  of  lying  is 
known  as  pathological  lying.’ 

“Hiss  succeeded  in  getting  Dr. ’s  tes- 

timony before  the  jury  this  time,  even 
though  it  was  ruled  out  in  the  first  Hiss 
trial,  which  ended  in  a jury  disagreement. 

“The  specialist’s  testimony  came  as  a dra- 
matic last-minute  effort  to  discredit  the 
whole  story  told  by  Chambers,  who  has  tes- 
tified that  Hiss,  formerly  a high  State  De- 
partment official,  gave  him  secret  papers 
before  the  war  for  transmission  to  a Soviet 
spy  ring. 

“Judge  Goddard  gave  in  a memorandum 
his  reasons  for  allowing  the  testimony. 

“ ‘It  is  apparent,’  he  said,  ‘that  the  out- 
come of  this  trial  is  dependent  to  a great 
extent  upon  the  testimony  of  one  man — 
Whittaker  Chambers.’ 

“ ‘The  existence  of  insanity  or  mental 
derangement  is  admissible  for  the  purpose 
of  discrediting  a witness.’ 

“The  judge  told  the  jurors  he  would  ad- 
vise them  in  his  summing  up  of  the  case 
what  weight  they  should  put  on  psychiatric 
testimony.” 

As  I recall,  this  psychiatrist,  it  is  report- 
ed, was  a teacher  on  one  of  our  university  or 
medical  schools;  that  he  had  not  examined 
the  patient;  and  that  his  evidence  was  giv- 
en, apparently,  to  the  court  and  the  jury 
from  information  that  he  had  obtained  and 
in  his  observation  of  the  witness  on  the 
stand. 

There  is  a tendency  by  some  men  of  our 
profession  to  disregard  the  organic  side  of 
mental  disease,  or,  otherwise,  that  it  is  not 
very  essential.  When  a physician  reaches 
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the  point  at  which  he  no  longer  includes  a 
physical  as  well  as  psychiatric  examination 
in  the  study  of  a case,  he  actually  ceases  to 
be  a doctor. 

It  seems  to  me  that  it  would  be  just  as 
logical  for  a patient  to  say,  “Doctor,  I have 
been  nauseated  and  have  been  vomiting  and 
there  is  a pain  in  my  stomach,”  and  expect 
a reply  without  examination,  “You  have 
appendicitis  and  should  be  operated  on  im- 
mediately.” I am  informed  that  some  of 
the  magazines  and  papers  criticized  this 
doctor  very  severely.  I think  they  were 
thoroughly  justified  in  doing  so.  It  is  these 
abuses  that  a few  men  engage  in  that  brings 
about  so  much  confusion  in  the  minds  of 
the  public. 

A brief  outline  of  what  is  taking  place  in 
Middle  Tennessee  principally  upon  which 
this  report  is  made,  is  as  follows: 

When  a question  of  insanity  arises  in 
individuals  who  have  been  charged  with  a 
felony,  the  judge,  the  prosecuting  attorney, 
and  the  defense  attorney,  either  singularly 
or  jointly,  ask  that  the  patient  be  sent  to 
this  institution  for  a period  of  observation 
and  examination.  After  the  case  has  been 
completed,  we  make  a report,  and  usually 
it  is  unanimous,  sending  the  original  to  the 
judge,  a copy  to  the  attorney  general,  and 
a copy  to  the  defense  attorney,  giving  our 
opinion.  The  remarkable  thing  is  that  over 
this  period  of  ten  years  our  reports  have 


been  accepted  by  the  defense  and  the  prose- 
cution, and  we  have  never  had  to  appear  in 
a single  one  of  the  criminal  courts  where 
most  of  these  cases  come  from,  and  in  only 
one  case  have  we  appeared  in  a federal  case. 
If  our  report  is  that  he  is  of  unsound  mind, 
that  he  is  incapable  of  advising  counsel  in 
the  proper  defense  of  his  case,  then  he  is 
committed  to  our  Criminal  Department. 

An  interesting  phase  in  reviewing  these 
cases  is  the  crime  they  have  been  charged 
with,  the  number,  the  ages  or  average  ages, 
and  the  percentage  of  each  group  that  were 
found  to  be  individuals  of  unsound  mind. 
I am  presenting  to  you  a statistical  graph 
of  our  findings. 

In  conclusion,  I have  the  utmost  respect 
and  confidence  of  our  courts,  and  I appre- 
ciate the  confidence  that  they  have  had  in 
our  work,  which  is  verified  by  their  almost 
unanimous  acceptance.  As  a whole,  the  le- 
gal profession  has  been  very  cooperative 
and  has  not  endeavored  to  coerce  or  influ- 
ence us  in  any  way.  This,  in  my  opinion, 
is  as  it  should  be.  I hope  to  see,  some  time 
or  other,  a better  definition  of  what  consti- 
tutes legal  insanity  in  our  state.  We  are 
one  of  the  few  states  that  still  retain  the 
right  and  wrong  test.  I think  the  time  has 
come  when  uniform  laws  should  be  had. 
Fortunately,  the  criminal  judges  of  our 
state  have  construed  the  right  and  wrong; 
test  with  broad  vision. 
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Introduction  and  History 

Regional  or  local  anesthesia  is  no  longer 
in  the  pioneer  phase  of  its  development,  for 
it  has  arrived  in  every  sense  to  the  point 
where  its  application  is  universal  by  all 
clinicians.  Its  advantages  are  recognized 
by  the  patient,  surgeon  and  anesthesiologist 
and  its  use  is  readily  accepted.  The  dentist, 
the  general  practitioner  and  the  surgical 
specialist  find  local  anesthesia  is  not  only 
indicated  for,  but  demanded  by  a large  per- 
centage of  their  patients.  The  more  com- 
prehensive term,  anesthesia,  is  used  rather 
than  analgesia,  though  actually,  the  appli- 
cation of  local  anesthetic  agents  to  a sen- 
sory nerve,  may  relieve  only  the  pain  and 
not  impair  the  senses  of  touch  or  temper- 
ature. The  most  effective  method  of  pro- 
ducing local  anesthesia  for  operation  on  the 
upper  extremity  is  block  of  the  brachial 
plexus  which  also  offers  the  widest  marg'n 
of  application.1 

The  main  disadvantage  of  brachial  plexus 
block  has  been  the  uncertainty  of  its  success. 
We  believe,  however,  that  this  disadvantage 
can  be  overcome  using  the  techniques  to  be 
described.  The  first  blocks  were  admin- 
istered by  Halsted  in  1884-  and  Crile  in 
1897,:!  who  injected  cocaine  into  each  nerve 
trunk  after  their  exposure  by  dissection. 
Hirschel  in  1911+  and  Kulenkampff  in  1912, 5 
were  the  first  to  inject  the  plexus  blindly. 
The  latter  was  the  first  to  utilize  the  supra- 
clavicular approach  and  was  fairly  success- 
ful in  his  attempts.  Infraclavicular,  para- 
vertebral, and  axillary  approaches  have 
had  and  do  have  their  advocates.  However, 
the  unreliability,  technical  difficulty  and 
danger  of  vascular  injury  and  intravascular 
injection  make  their  adoption  questionable. 

Anatomy 

The  brachial  plexus  is  formed  mainly  by 
the  anterior  primary  divisions  of  the  lower 
four  cervical  and  first  thoracic  nerves. 


*Read  before  the  Tennessee  State  Society  of 
Anesthesiologists  at  Nashville,  Tennessee,  May  15, 
1949. 


These  nerves,  after  leaving  the  interverte- 
bral foramina  converge  toward  the  upper 
surface  of  the  first  rib.  The  plexus  lies  on 
the  scalenus  medius  muscle  and  makes  an 
exit  between  it  and  the  scalenus  anticus. 
As  it  emerges  between  the  scalenii  muscles, 
the  plexus  crosses  the  upper  surface  of  the 
first  rib  and  passes  beneath  the  clavicle, 
almost  at  its  midpoint  on  its  way  to  the 
axilla.  The  subclavian  artery  also  runs 
between  the  same  two  scalenii  muscles  and 
crosses  the  first  rib  behind  the  clavicle  with 
the  plexus  but  lying  slightly  anterior. 

Technique 

Position  of  the  patient  is  of  the  utmost 
importance  and  cannot  be  overemphasized. 
With  the  patient  in  the  supine  position,  the 
arm  on  the  side  to  be  injected  is  pulled 
toward  the  midline  and  the  shoulder  de- 
pressed. The  head  is  turned  to  the  opposite 
direction  and  the  patient  asked  to  relax  his 
neck  muscles.  The  skin  is  prepared  and 
the  area  draped.  The  landmarks  are  identi- 
fied by  locating: 

1.  The  mid-clavicular  point,  which  is  half 
way  between  the  acromio-clavicular 
and  the  sterno-clavicular  joints. 

2.  The  pulsation  of  the  subclavian  artery. 

3.  The  external  jugular  vein,  which  if 
continued,  would  bisect  the  mid-clavi- 
cular point  and  is  rendered  prominent 
by  having  the  patient  blow  out  his 
cheeks. 

These  three  guides  are  helpful  in  the  thin, 
cooperative  individual,  however,  a raised 
shoulder,  tense  platysma  or  obesity  mark- 
edly interfere  with  the  proper  location  of 
the  previously  mentioned  landmarks. 

A skin  wheal  is  raised  one  centimeter 
above  and  paralleling  the  mid-clavicular 
point.  The  subclavian  artery  is  identified 
by  pulsation  with  the  index  or  middle  finger 
of  one  hand  while  a 22  gauge  infiltration 
needle  is  introduced  with  the  hand  just 
lateral  to  the  pulsating  finger.  The  needle 
is  directed  posteriorly,  medially  and  caudad 
toward  the  plexus  and  the  first  rib,  the 
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depth  of  which  varies  from  being  just  sub- 
cutaneous to  as  deep  as  two  inches  in  the 
obese.  The  subject  is  then  asked  to  report 
immediately  if  a shooting  or  burning  sensa- 
tion radiates  down  the  arm  or  hand  and  is 
also  warned  tactfully  to  report  this  without 
moving.  The  instant  a sensation  is  re- 
ported the  advancement  of  the  needle  is 
halted  and  the  syringe  is  carefully  adapted. 
If  one  injects  a large  volume  of  anesthetic 
agent  at  this  point,  a satisfactory  anesthesia 
results  in  a large  percentage  of  cases.  To 
insure  a greater  number  of  effective  blocks, 
a thorough  knowledge  of  the  anatomy  of  the 
cords  of  the  plexus  and  their  peripheral 
distribution  is  essential.  Then,  using  a one 
or  three  needle-  technique,  one  can  assure 
himself  of  a satisfactory  anesthesia  by  see- 
ing that  each  cord  is  individually  identified 
and  injected. 

If  one  needle  is  used,  it  must  be  with- 
drawn from  the  cord  where  the  first  pares- 
thesia was  elicited  in  order  to  find  the  adja- 
cent cords.  This  may  result  in  a lot  of  extra 
probing  as  there  is  no  guide  to  point  out 
the  exact  direction  taken  when  the  original 
paresthesia  was  obtained.  If  the  first  needle 
is  left  in  place  as  it  strikes  a cord,  one  may 
take  two  other  needles  and  insert  each  in  a 
parallel  plane,  keeping  in  mind  the  anatomi- 
cal relations  of  the  two  cords  yet  to  be 
identified.  This  results  in  minimal  probing 
as  each  needle  placed  acts  as  a further 
guide  in  finding  the  other  cords. 


Figure  1 

This  demonstrates  the  three  needle  technic  with 
one  needle  on  each  cord. 


If  the  operator’s  original  needle  pro- 
duced a paresthesia,  which  indicated  medial 
cord,  then  he  knows  that  he  must  search 
laterally  to  inject  the  posterior  cord  and 
still  more  laterally  to  produce  paresthesia 
of  the  lateral  cord.  Therefore,  to  ascertain 
which  cord  has  been  injected,  it  is  im- 
portant to  have  the  exact  knowledge  of  the 
peripheral  distribution  of  the  three  cords. 
The  lateral  and  medial  cords  must  be  anes- 
thetized for  median  nerve  distribution,  the 
medial  cord  for  ulnar  nerve  distribution 
and  the  posterior  cord  for  radial  nerve  dis- 
tribution. In  placing  the  needles,  one  must 
remember  that  the  first  rib  does  not  parallel 
the  clavicle,  but  runs  in  a more  anterior- 
posterior  direction.  By  injecting  10  to  15 
cc.  of  anesthetic  solution  into  each  needle, 
one  will  find  approximately  90%  of  his 
blocks  resulting  in  complete  anesthesia. 

There  is  still  a third  method  suggested 
by  Dr.  Ralph  Knight,  applicable  at  this 
particular  point  should  one  be  unable  to  ob- 
tain a paresthesia,  which  is  not  too  infre- 
quently the  case.  In  his  technique,  three 
needles  are  placed  parallel  to  one  another 
along  the  first  rib  at  an  interval  of  about 
one  finger’s  breadth.  Each  needle  is  then 
withdrawn  approximately  a quarter  inch 
and  about  15  cc.  of  solution  injected  in 
each.  This  gives  a barrage  of  solution  along 
the  first  rib  and  approximately  a quarter 
inch  above  it.  Infiltration  will  undoubtedly 
offer  a fairly  satisfactory  anesthesia  in  a 
rather  large  percentage  of  cases.  However, 
one  must  allow  a good  thirty  minutes  before 
stimulating  or  attempting  any  operative 
procedure.  Lundy6  states  that  this  infiltra- 
ting technic  is  very  satisfactory  as  it  avoids 
traumas  associated  with  trying  to  produce 
paresthesia  that  may  not  be  easily  obtained. 
If  the  operation  is  above  the  elbow  or  a 
tourniquet  is  to  be  employed,  it  is  necessary 
to  produce  a subcutaneous  ring  of  the  upper 
arm  near  the  axilla,  as  this  area  usually  is 
supplied  by  the  second  intercostal  nerve 
and  not  by  the  plexus. 

Anesthetic  solution  may  be  comprised  of 
procaine  or  metycaine  in  a 1.5%-2%  solu- 
tion, or  the  addition  of  pontocaine  in  a con- 
centration of  0.15%.  There  can  be  a mix- 
ture of  these  solutions  as  desired.  Addition 
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of  neosynephrin  or  epinephrine  will  mark- 
edly prolong  the  duration  of  the  block. 
Procaine  alone  will  be  effective  for  about  1 
hour  and  with  a vasopressor  agent,  its  dura- 
tion is  extended  to  lfi/2  hours.  Pontocaine, 
procaine  and  adrenalin,  or  neosynephrin 
will  offer  about  3 hours  of  anesthesia.  A 
maximum  of  50  cc.  of  2%  procaine  solution 
should  be  injected.  The  use  of  a barbiturate 
in  the  premedication  is  essential  to  decere- 
brate the  patient  against  toxic  reactions. 

The  majority  of  the  patients  are  men  as 
males  are  more  exposed  to  trauma.  Experi- 
ence shows  that  the  left  arm  is  more  sub- 
jected to  injury  than  the  right,  the  left  arm 
not  being  as  dexterous  as  is  its  fellow. 
Fortunately,  the  left  plexus  is  slightly  more 
easily  injected.7 

Onset  of  Analgesia 

Analgesia  may  be  complete  within  two 
minutes  or  may  be  delayed  as  long  as  thirty 
minutes,  usually  averaging  from  five  to  fif- 
teen minutes.  The  length  of  this  interval 
depends  directly  on  the  accuracy  of  the 
injection  as  previously  described.  If  pares- 
thesias are  elicited  from  the  brachial  plexus 
stimulation,  and  injection  is  made  directly 
onto  the  cords,  anesthesia  will  be  almost 
immediate.  However,  the  more  we  depend 
upon  infiltration,  the  closer  anesthesia  time 
will  be  to  one  half  hour.  After  injection, 
the  subject  will  often  state  he  has  sensations 
of  warmth  on  the  side  of  the  injection,  and 
may  also  have  sensations  of  pins  and 
needles  in  the  extremity.  There  is  a 
marked  rise  in  temperature  on  the  blocked 
side.  There  may  be  Horner’s  syndrome 
and  there  may  or  may  not  be  loss  of  motor 
power.  Whether  anesthesia  is  accompanied 
by  the  loss  of  motor  power  depends  on 
the  concentration  and  to  a lesser  degree  on 
the  volume  of  the  solution  injected.  lr/( 
procaine  will  give  analgesia  without  loss 
of  power,  while  after  the  injection  of  20  cc. 
or  more  of  a 2%  procaine,  analgesia  is 
usually  accompanied  by  loss  of  motor  power. 
Since  motor  fibers  are  more  resistant  than 
sensory  fibers  to  local  anesthetic  agents,  it 
follows  that  loss  of  motor  power  is  a sure 
sign  of  loss  of  sensation. 

Summary  of  Cases 

Though  the  authors  have  had  confide ?- 


able  experience  with  brachial  plexus  block, 
it  was  felt  that  in  order  to  demonstrate 
what  could  be  done  under  its  influence  and 
what  percentage  of  these  would  be  satis- 
factory, we  should  administer  and  then  re- 
view fifty  consecutive  cases.  In  this  group 
there  were  two  procaine  reactions  and  in 
neither  case  had  a barbiturate  been  admin- 
istered prior  to  the  injection  of  the  anes- 
thetic agent.  One  of  these  was  of  moderate 
severity  while  the  other  one  could  be  de- 
scribed as  only  mild.  Both  were  easily  con- 
trolled by  the  intravenous  administration 
of  pentothal  sodium.  Ninety-two  per  cent 
of  forty-six  cases  offered  complete  analgesia. 
Of  the  four  cases  which  were  unsatis- 
factory, the  following  comment  may  be 
made:  Two  were  markedly  decompensated, 
the  patients  were  extremely  uncooperative 
they  were  resting  on  two  or  three  pillows 
and  exhibiting  marked  dyspnea.  Satisfac- 
tory location  of  the  plexus  was  impossible. 
A third  patient  was  very  apprehensive  and 
stated  that  he  did  not  care  to  have  this  type 
anesthesia,  but  preferred  to  go  to  sleep.  The 
condition  of  the  patient,  however,  indicated 
that  a brachial  block  was  the  method  of 
choice.  The  attitude  of  the  patient  and  his 
poor  cooperation  caused  us  to  abandon  this 
type  of  procedure  and  substitute  another 
method.  On  a fourth  patient  we  failed  to 
ascertain  analgesia  of  the  cPstribution  of 
the  posterior  cord,  however,  the  other  two 
cords  were  complete.  Fortunately,  it  was 
not  necessary  to  have  this  one  particular 
area  blocked  and  we  were  able  to  utilize 
this  anesthesia  without  a supplement.  The 
following  surgical  procedures  were  included 
in  this  group  of  fifty  cases: 

a.  Closed  and  open  reductions. 

b.  Laceration  of  varying  degree,  includ- 
ing tendons. 

c.  Traumatic  injuries  of  all  types. 

d.  Excision  of  ganglion. 

e.  Dupuytrens  contractions. 

f.  Removal  of  foreign  bodies. 

g.  Secondary  repairs. 

h.  Neurorrhaphy. 

i.  Incision  and  drainage  of  infected 
areas. 

Precautions8 

1.  Locate  and  maintain  the  palpating 
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finger  on  the  subclavian  artery  while 
the  needle  is  being  introduced. 

2.  Identify  the  jugular  vein  before  mak- 
ing the  puncture. 

3.  Contact  the  first  rib  with  the  needle 
before  injecting  the  drug. 

4.  Test  for  the  entrance  of  the  needle  in 
the  pleural  sac  with  a drop  of  water 
and  asking  the  patient  to  take  a deep 
breath. 

5.  Perform  aspiration  to  determine 
whether  or  not  the  spinal  canal  has 
been  entered. 

6.  Withdraw  the  needle  completely  if 
blood  is  aspirated  in  the  syringe  and 
make  pressure  in  the  supraclavicular 
fossa  before  attempting  to  block  again. 

7.  Give  a barbiturate  prior  to  the  block. 

8.  Be  sure  the  patient  does  not  elevate 
his  clavicle  in  response  to  the  pain  and 
distort  the  landmarks. 

Advantages 

1.  Presence  of  shock  where  surgery  can- 
not be  delayed. 

2.  Patient  wants  to  be  awake  oi;  does  not 
desire  to  lose  consciousness. 

3.  Pulmonary  complications  such  as : 
pneumonia,  pulmonary  edema,  etc. 

4.  Conditions  which  contraindicate  any 
general  anesthetic,  such  as  cardiac 
decompensation,  severe  asthmatic,  etc. 

5.  Alcoholic  intoxication. 

6.  Aged. 

7.  Patients  may  remain  ambulatory. 

8.  May  be  used  in  dark  rooms  in  the 
presence  of  x-ray  and  fluoroscopy. 

9.  Where  explosive  mixtures  must  be 
avoided. 

10.  Where  an  anesthetist  may  not  be  avail- 
able. 

Contraindications 

1.  Presence  of  infection  of  the  extremity 
or  at  the  side  of  the  block. 

2.  Presence  of  tumor  masses  which  may 
distort  the  landmarks. 

3.  In  psychically  unsuited  patients  and 
children. 

Indications 

1.  Any  operative  procedure  of  the  ex- 
tremity, such  as  bone  graft,  plating, 
amputations,  etc. 

2.  Suturing  of  tendons  and  lacerations. 

3.  Traumatic  injuries  of  all  types. 


4.  Reduction  of  fractures  and  disloca- 
tions. 

5.  Patients  who  wish  to  stay  awake  or 
who  do  not  want  to  lose  consciousness. 

6.  The  desirability  that  the  patient  re- 
main ambulatory. 

7.  Manipulation  or  setting  of  a fracture 
in  the  x-ray  room  where  many  general 
anesthetics  are  contraindicated  be- 
cause of  explosive  hazards  and  the 
darkness  of  the  room. 

8.  Patients  who  have  recently  eaten. 

9.  Where  an  anesthetist  is  not  available. 


1. 

2. 

3. 

4. 


Complications 

Pneumothorax. 

Piercing  of  the  blood  vessels,  which  is 
of  little  importance  with  fine  No.  22 
needles. 

Brachial  plexus  injuries.  This  is  usual- 
ly quite  rare  and  transitory  in  nature, 
seldom  lasting  as  long  as  six  weeks. 
Mediastinitis  or  mediostinal  emphy- 
sema. 0 

Summary 


Brachial  plexus  block  offers  the  widest 
application  of  all  regional  anesthetics  and 
should  be  of  interest  to  all  practitioners. 
This  paper  is  presented  in  order  to  point  out 
simple  methods  for  blocking  of  the  brachial 
plexus  for  surgical  procedures  of  the  upper 
extremities.  Three  methods  have  been  de- 
scribed, clinical  results  of  fifty  cases  have 
been  reported  regarding  effectiveness  of  this 
block  and  the  type  procedures  in  which  this 
method  of  anesthesia  is  applicable.  Com- 
plications, indications,  contraindications, 
advantages  and  precautions  are  listed. 
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THE  TENNESSEE  PLAN* 

N.  S.  SHOFNER,  M.D.,  Nashville 


I take  this  opportunity  to  thank  you  for 
the  great  honor  which  I have  received  at 
the  hands  of  the  Tennessee  State  Medical 
Association  in  being  elected  to  serve  for  the 
past  year  as  its  President.  During  the  year 
I have  served  in  this  capacity  I have  learned 
that  the  office  of  President  carries  more 
honor  than  responsibility,  since  all  impor- 
tant committee  appointments  and  all  im- 
portant decisions  of  the  Association  are 
made  by  the  House  of  Delegates  at  its  an- 
nual or  called  meetings  and  in  the  interim 
by  the  Trustees.  This  is  as  it  should  be, 
but  the  office  does  give  an  opportunity  to 
meet  with  the  Board  of  Trustees  and  to 
learn  intimately  the  problems  confronting 
our  Society.  It  is  a splendid  training  pe- 
riod for  the  following  year  when  the  retir- 
ing President  becomes  a member  of  the 
Board  of  Trustees  for  one  year.  The  giv- 
ing of  this  honor  makes  the  recipient  feel 
strongly  his  obligation  to  serve  his  Associa- 
tion more  devotedly  than  ever  before.  I 
feel  this  keenly  and  pledge  myself  to  that 
end. 

The  Constitution  of  the  Tennessee  State 
Medical  Association  requires  the  President 
to  give  an  annual  address,  the  subject  being 
left  to  his  discretion.  For  some  years  past 
the  question  of  State  Medicine,  disguised 
under  the  euphemism  of  Compulsory  Health 
Insurance,  has  been  the  subject  of  fine  ad- 
dresses before  the  Association,  and  because 
of  the  wrath  engendered  in  the  minds  of  all 
of  us  by  the  efforts  to  foist  such  a mon- 
strous plan  upon  America  by  the  exponents 
of  an  alien  and  repugnant  philosophy,  there 
is  a strong  temptation  to  add  one’s  own 
crier  of  indignation  and  repudiation.  Upon 
reflection,  however,  it  has  seemed  to  me 
that  our  Association  is  now  in  a position 
to  emphasize  the  virtues  of  another,  a na- 
tive philosophy  in  medical  economics  which 
I believe  appeals  to  the  innate  common 
sense  and  independent  spirit  of  free  Amer- 
icans. I refer  to  Voluntary  Health  Insur- 
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ance  in  general  and  specifically  to  the  Ten- 
nessee Plan  which  is  now  in  operation. 

The  idea  of  voluntary  insurance  for  a 
variety  of  hazards  is  well  established  in  the 
United  States  and  has  become  an  accepted 
obligation  as  regards  risk  of  death,  theft, 
fire,  tornado,  automobile  accidents,  and 
many  others,  including  even  crop  failure. 

Insurance  against  the  risk  of  illness  is 
fairly  recent.  The  general  interest  of  the 
medical  profession  began  in  the  early  1930’s 
in  plans  whereby  people  of  modest  or  low 
incomes  could  budget  the  cost  of  catastro- 
phic illness  on  a prepayment  basis.  This 
was  probably  a result  of  the  depression 
when  many  families  found  themselves  un- 
able to  pay  for  the  basic  necessities  of  life, 
and  the  abnormal  expense  of  a surgical 
operation  caused  many  people  to  turn  their 
thoughts  to  some  form  of  prepayment  plan. 

At  this  time  many  medical  societies  be- 
gan experimenting  with  such  plans.  Many 
county  nledical  societies  established  medical 
and  dental  service  bureaus  to  aid  patients 
to  budget  their  medical  costs  on  both  a 
prepayment  and  a postpayment  plan. 

During  this  same  period,  voluntary  pre- 
payment hospital  service  plans  came  into 
existence,  and  have  received  wide  support 
from  civic  leaders,  hospital  associations, 
and  medical  societies  whose  members 
worked  closely  with  other  groups  in  such 
plans.  At  this  time  the  American  Medical 
Association  made  no  attempt  to  develop  a 
model  plan  for  prepayment  of  medical  care 
for  three  reasons : 

1.  Lack  of  experience  and  actual  data. 

2.  The  hesitancy  of  the  medical  profes- 
sion to  plunge  into  a project  without  proper 
experimentation. 

3.  Lack  of  appreciation  on  the  part  of 
the  public  of  the  desirability  of  budgeting 
for  the  cost  of  medical  care. 

However,  the  many  local  experiments  in 
the  field  were  conducted  with  the  full  knowl- 
edge and  approval  of  the  American  Medical 
Association,  and  its  Bureau  of  Medical  Eco- 
nomics prepared  reports  of  these  experi- 
ences and  made  them  available  to  all  inter- 
ested groups. 
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The  first  state-wide  plan  was  put  into 
operation  in  California  in  February,  1939, 
followed  soon  afterward  in  Michigan  in 
March,  1940.  As  the  number  of  plans  grew, 
so  did  the  variety  of  experiments  and  the 
volume  of  data  so  that  the  House  of  Dele- 
gates of  the  American  Medical  Association 
at  its  1943  meeting  created  a Council  on 
Medical  Service  to  facilitate  the  exchange 
of  data  and  to  provide  accurate  information 
on  the  development  of  plans  affecting  the 
distribution  of  medical  care. 

The  growth  of  voluntary  prepayment 
plans  has  been  phenomenal,  and  nearly  ev- 
ery state  in  the  Union  has  now  some  plan  in 
operation  or  in  process  of  being  organized. 

The  most  recent  comprehensive  figures 
from  the  Health  Insurance  Council,  com- 
posed of  leading  insurance  companies  in  the 
United  States,  show  that  voluntary  plans  of 
some  kind  protect  over  sixty-one  million 
people  for  hospitalization,  thirty-four  mil- 
lion for  surgical  costs,  and  thirteen  million 
for  medical  costs. 

The  Tennessee  State  Medical  Association 
began  a study  of  prepayment  insurance 
plans  in  1940,  and  in  1946  the  House  of 
Delegates  authorized  the  formation  of  a 
Committee  to  which  was  assigned  the  task 
of  developing  a specific  plan  for  Tennessee. 
The  committee  was  composed  of  five  doctors 
and  four  laymen.  The  principal  debate  in 
the  House  of  Delegates  centered  about  the 
question  of  whether  we  should  sponsor  a 
nonprofit  plan  operated  by  the  Association 
or  a plan  underwritten  by  old-line  insurance 
companies.  The  question  was  resolved  in 
favor  of  the  latter  method. 

Countless  meetings  of  the  Insurance  Com- 
mittee were  held,  and  its  findings  were  re- 
ported to  the  House  of  Delegates  periodi- 
cally at  both  regular  and  called  meetings 
for  approval  and  for  the  instructions. 

At  the  April,  1949,  meeting  of  the  House 
of  Delegates  the  Committee  was  able  to 
report  that  all  details  of  the  plan,  including 
basic  policy  provisions,  fee  schedules,  in- 
come limits,  participating  insurance  com- 
panies, and  a good  percentage  of  physicians 
signed  as  participating  physicians  had  been 
completed.  The  House  of  Delegates  ap- 
proved this  report,  and  the  Committee  set 
July  15,  1949,  as  the  date  when  all  approved 
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insurance  companies  could  offer  the  con- 
tract for  sale  to  the  public.  At  that  time, 
thirteen  insurance  companies  had  had  their 
policy  forms  approved  by  the  Prepaid  In- 
surance Committee. 

Since  July  15,  1949,  more  than  100,000 
policies  have  been  sold  under  the  Tennessee 
Plan,  and  the  sale  is  proceeding  rapidly. 
Eighteen  insurance  companies  are  now 
writing  the  insurance,  and  more  than  1,600 
Tennessee  doctors  are  participating  physi- 
cians. Six  other  insurance  companies  are 
in  process  of  approval  or  are  expected  to 
file  for  approval. 

The  Tennessee  Plan  has  received  the  ap- 
proval of  the  American  Medical  Association 
Council  on  Medical  Service,  signifying  that 
the  plan  meets  the  requirements  of  the 
Council  for  basic  prepayment  medical  care 
plans. 

The  Tennessee  Plan  insures  against  the 
cost  of  surgery  and  obstetrics,  but  does  not 
carry  protection  against  the  cost  of  medical 
illness.  This  is  a point  which  deserves 
study  and  has  received  study  by  the  House 
of  Delegates  and  the  Prepaid  Insurance 
Committee,  and  a subcommittee  has  been 
set  up  to  continue  the  study.  All  advice 
from  experts  in  the  insurance  field  is  to  the 
effect  that  the  hazards  of  medical  illnesses 
are  less  predictable  and  their  duration  is 
less  predictable  than  those  of  surgery  and 
obstetrics,  and  that  complete  medical  cov- 
erage would  be  so  expensive  as  to  make  it 
beyond  the  means  of  those  whom  we  are 
trying  to  help.  It  is  likely  that  insurance 
against  certain  catastrophic  medical  disease 
can  be  insured  without  too  great  expense 
and  perhaps  some  plan  of  deducting  a cer- 
tain number  of  visis  or  treatments  can  be 
used,  or  again  only  illnesses  requiring  hos- 
pitalization may  be  insured.  At  any  rate 
while  such  insurance  unquestionably  is  de- 
sirable, the  House  of  Delegates  has  felt  that 
for  the  present  we  should  begin  with  such 
a plan  as  we  have  and  try  to  expand  on  a 
sound  actuarial  basis  rather  than  start  on 
a grandiose  scale  and  possibly  be  forced  to 
contract. 

It  is  true  that  the  present  fee  schedule 
does  not  satisfy  all  members  of  the  pro- 
fession. Certain  special  groups  have  point- 
ed out  what  they  regard  as  inequities,  and 
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some  of  these  have  been  acknowledged  by 
the  Committee,  and  an  effort  is  being  made 
to  make  changes  which  will  be  acceptable  to 
these  groups.  It  must  be  understood,  how- 
ever, that  from  a practical  standpoint, 
changes  cannot  be  made  quickly  because  the 
insurance  companies  which  have  already 
made  sales  would  be  compelled  to  repeat 
the  process  of  selling  all  over  again,  for 
increased  fees  means  increased  premium 
rates,  and  to  make  changes  at  this  early 
stage  of  the  game  would  wreck  all  chance 
of  success  of  the  plan. 

It  is  the  wish  of  the  House  of  Delegates 
that  as  many  doctors  as  possible  be  encour- 
aged to  participate,  and  it  is  the  intention 
of  the  Committee  to  make  all  possible  ad- 
justments in  order  to  bring  this  about. 

As  one  of  those  who  have  worked  for  this 
plan  since  its  inception,  I can  assure  every 
member  of  the  Association  that  the  Com- 
mittee has  worked  hard  and  is  still  working 
hard  to  make  this  plan  a success. 

There  are  certain  to  be  irritating  occur- 
rences in  connection  with  such  a program 
as  we  have  undertaken,  but  there  are  ways 


of  settling  all  misunderstandings,  and  I 
predict  that  as  all  of  us  become  more  fa- 
miliar with  the  working  of  the  plan,  it  will 
become  simpler  and  be  found  more  satisfac- 
tory to  us  as  well  as  to  our  patients. 

We  must  keep  it  forever  in  mind  that  this 
insurance  plan  represents  an  effort  on  the 
part  of  the  profession  to  make  a contribu- 
tion to  the  solution  of  an  economic  problem 
which  needs  solution.  We  have  voluntarily 
agreed  to  some  sacrifice  of  income  and  con- 
venience in  order  to  accomplish  this,  and 
we  are  pointing  the  way  in  Tennessee  and 
in  the  nation  to  the  voluntary  way  to  solve 
one’s  economic  problems  by  means  of  indi- 
vidual thrift  and  initiative  free  of  compul- 
sion by  government  or  any  other  agency. 
This  is  a noble  purpose,  and  I believe  it 
will  meet  the  approval  of  the  great  mass 
of  the  people  of  Tennessee  and  of  our  great 
nation.  It  if  does  succeed,  we  can  sing 
again  with  surer  conviction  and  with  deeper 
feeling : 

“My  country,  ’tis  of  thee, 

Sweet  land  of  liberty.” 
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PSYCHOSOMATIC  MEDICINE  PRACTICABLE  BY  THE  GENERAL  PRACTITIONER* 


LUKE  ELLENBURG,  M.D.,  Greeneville 

In  considering  a subject  for  a paper  for 
this  evening,  I thought  at  length  for  some- 
thing that  might  be  applicable  in  our  prac- 
tice, something  that  might  be  useful  to  all  of 
us,  and  some  subject  which  should  be  dis- 
cussed for  the  enlightenment  of  all  of  us  and 
thus  help  us  to  deal  more  successfully  with 
problems  of  this  type. 

When  considering  my  own  practice,  and 
the  patients  I see  from  day  to  day,  it  is  my 
opinion  that  fully  70%  of  the  patients  I see 
over  15  years  of  age,  and  many  under  that 
age,  have  some  functional  disorder  as  their 
major  or  minor  complaint.  Some  of  these 
patients,  I learn  in  taking  a history,  have 
made  the  rounds,  and  have  seen  every  phy- 
sician in  the  county  and  some  elsewhere, 
they  have  tried  every  tonic  and  sedative 
remedy  that  has  ever  been  used  and  still 
they  seek  something  they  do  not  seem  to  be 
finding,  and  I do  not  mean  to  imply  that 
their  search  always  ends  when  they  reach 
me. 

It  was  after  considering  such  patients  and 
such  a high  percentage  of  patients  who  have 
functional  complaints  that  I decided  to 
write  a paper  on  the  subject  of  ‘'Psychoso- 
matic Medicine  Practicable  by  the  General 
Practitioner.”  Perhaps  there  are  things  I 
shall  read  from  this  paper  with  which  some 
will  differ  in  opinion.  I hope  this  will  be 
true  and  that  much  discussion  will  follow 
for  I feel  too,  that  I need  enlightenment  on 
much  of  this  phase  of  medicine.  I am  not 
an  authority  on  the  subject  and  I have 
relied  much  on  authors  who  are  recognized 
as  authorities,  and  on  my  own  limited  ex- 
perience for  the  material  that  follows. 

That  such  a subject  as  I have  chosen  is 
important  and  timely,  let  me  quote  a para- 
graph taken  from  a recent  article  by  Dr. 
Walter  C.  Alvarez  of  the  Mayo  Clinic.  He 
says,  “What  is  this  new  psychosomatic  med- 
icine that  we  physicians  are  now  hearing 
so  much  about?  Is  it  something  that  we 
can  disregard  and  leave  to  the  psychiatrists 

-Read  before  the  Greene  County  Medical  Society, 
1949. 


or  is  it  something  that  every  one  of  us  in 
general  practice  and  every  speciality  must 
know  about?  Actually,  practically  every 
physician  should  know  much  about  Psycho- 
somatic Medicine.  Why?  Because  without 
such  knowledge  he  is  likely  each  year  to 
make  hundreds  of  unhappy  mistakes,  to 
order  scores  of  futile  operations  and  to 
scare  half  to  death  hundreds  of  organi- 
cally sound  but  worrisome  persons.”1 

Dorland  in  his  dictionary  defines  the 
word  “Psychosomatic”  in  this  way:  pertain- 
ing to  the  mind-body  relationship;  or  hav- 
ing bodily  symptoms  of  a psychic  or  mental 
origin.2 

When  one  considers  seriously,  the  things 
that  make  up  an  individual,  he  is  soon  think- 
ing in  terms  of  multiple  complexities.  Each 
individual  is  born  with  an  heritage  of  char- 
acteristics that  goes  back  throughout  all 
the  evolving  ages ; this  is  spoken  of  as 
heredity.  This  paper  is  not  intended  to 
deal  with  these  many  influences  of  heredity, 
important  as  these  are  in  an  individual’s 
make  up,  but  it  is  intended  to  deal  more 
with  the  things  and  experiences  that  go  into 
the  behavior  pattern  of  individuals  who  are 
born  with  a more  or  less  equal  physical  and 
mental  capacity. 

Assuming  then  that  there  is  in  the  aver- 
age person  at  birth  a more  or  less  equal 
physical  and  mental  capacity,  why  is  there 
such  a difference  in  the  behavior  of  dif- 
ferent people?  “In  spite  of  the  fact  that 
the  behavior  of  a human  being  is  extreme- 
ly complex  it  can  be  looked  upon,  by  the 
observer,  as  a reaction  to  a stimulus  whether 
that  stimulus  occurs  immediately  before  the 
reaction  or  at  any  other  time,  since  we  can- 
not think  of  a reaction  as  occurring  without 
a stimulus,  whether  it  be  within  the  person 
or  outside  of  him.  The  analysis  of  be- 
havior, therefore,  will  have  to  be  considered 
on  the  basis  of  how  that  stimulus  gains  an 
entrance  into  the  personality,  what  happens 
within  the  personality  when  it  has  produced 
its  effect,  and  finally  what  the  response  to* 
it  has  been.  In  each  one  of  these  three  func- 
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tions  we  may  find  the  deviations  which  may 
serve  as  the  key  to  the  answer  why  the  per- 
son does  not  behave  in  a normal  way.  These 
differences  in  reception,  interpretation,  and 
expression  of  a stimulus  by  an  individual 
is  what  characterizes  that  person  as  a dis- 
tinct personality.’”' 

An  individual’s  behavior  is  dependent 
upon  and  determined  by  all  experiences  he 
has  had  from  the  time  he  enters  the  world 
until  the  present  moment.  Alfred  Lord 
Tennyson  expressed  this  idea  perfectly  in 
his  work  entitled  “Ulysses”  when  he  looked 
back  over  the  span  of  his  entire  life  and 
said,  “I  am  a part  of  all  that  I have  met.” 
Shakespeare  also  must  have  had  in  mind 
the  total  personality  with  all  the  experi- 
ences that  make  it  what  it  is,  when  he 
wrote  “All  the  world’s  a stage,  and  all  the 
people  in  it  merely  players,”  and  then  de- 
scribes the  periods  of  life  from  infancy  to 
old  age  and  some  of  the  experiences  char- 
acteristic of  each  period.  Cervantes  in 
his  work  “Don  Quixote”  realized  the  influ- 
ence of  environment  on  personality,  when 
he  wrote : 

“Show  me  your  company,  and  I’ll  show 
you  the  kind  of  person  you  are.”  Abraham 
Lincoln  said,  “All  of  us  are  children  of 
conditions,  of  circumstances,  of  environ 
ment,  of  education,  of  acquired  habits,  and 
of  heredity,  molding  men  as  they  are  and 
will  forever  be.” 

Every  age  period  in  life  has  certain  emo- 
tional experiences  characteristic  of  that 
period.  In  infancy  and  childhood  the  par- 
ents’ behavior  pattern  is  taken  over  by  the 
child,  and  if  parents  are  unstable,  so  will 
the  children  very  likely  be.  These  early 
influences,  with  the  disciplinary  efforts  and 
the  kind  of  child  guidance  given,  are  of  most 
importance  in  shaping  a personality.  In  the 
age  of  adolescence  the  major  influences  are 
along  the  lines  of  social  and  personal  af- 
fairs. In  the  age  of  maturity  the  problems 
are  most  often  economic,  social,  sexual,  or 
marital.  In  the  age  of  involution  the 
experiences  are  usually  economic,  sexual 
or  organic  in  character. 

Every  experience  has  some  effect  on  the 
mind  of  an  individual.  If  it  is  an  outstand- 
ing one,  it  will  remain  in  the  realm  of  our 


consciousness.  Many  other  less  outstanding 
experiences  leave  their  impression  in  the 
realm  of  the  subconscious.  But  both  kinds 
of  experiences  enter  into  shaping  one’s  be- 
havior and  in  making  one  the  type  of  per- 
sonality he  is. 

Every  experience  has  associated  with  it 
some  emotional  factor.  If  the  experience 
is  a pleasant  one  there  will  be  a pleasant 
emotion  such  as  love,  happiness,  content- 
ment and  peace  of  mind.  If  the  experience 
is  unpleasant,  the  emotion  stirred  will  be 
an  unpleasant  one,  such  as  fear,  anger,* 
worry,  dissatisfaction,  jealousy,  remorse, 
etc. 

These  emotional  experiences  that  one  has 
all  act  through  the  autonomic  nervous  sys- 
tem to  produce  a response  of  some  kind  in 
the  various  organs  and  structures  within 
one.  If  the  emotion  one  experiences  is  of 
the  pleasant  type,  then  the  various  organs 
within  the  body  will  act  in  a manner  that  is 
either  pleasant  to  the  individual  or  else  in 
such  a manner  that  the  patient  is  unaware 
of  the  response.  However,  if  the  emotion 
that  one  experiences  is  of  the  unpleasant 
type,  then  one  or  more  of  the  various  organs 
or  structures  within  the  body  will  respond 
in  a manner  that  causes  the  person  to  be 
uncomfortable,  even  though  these  organs 
may  be  normal  in  structure  by  every  stand- 
ard by  which  they  can  be  measured.  It  is 
in  people  of  this  latter  type  that  we  see 
such  pathological  physiology,  and  it  is  be- 
cause of  recognition  of  such  abnormal  re- 
sponses of  normal  organs  to  emotional 
stimuli  that  Psychosomatic  Medicine  has 
come  to  be  recognized  as  an  important  part 
of  a doctor’s  practice  no  matter  in  what 
branch  or  speciality  he  may  be. 

Nearly  every  tissue  of  the  body  is  sup- 
plied by  nerves  from  the  autonomic  ner- 
vous system.  All  these  tissues  will  have  a 
response  which  is  either  of  a contractile 
or  secretory  nature.  For  any  given  stimulus 
that  acts  through  this  part  of  the  nervous 
system  we  have  little  or  no  voluntary  con- 
trol. .However,  response  of  the  body  can 
be  conditioned  by  experiences.  This  being 
true,  then  there  is  a possibility  of  helping 
these  patients,  through  reconditioning  ex- 
periences. 
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Let  us  review  some  of  the  symptoms  that 
this  type  of  patient  may  have  and  some 
case  histories  illustrating  them. 

The  respiratory  system  is  often  the  part 
affected  when  a person  is  under  some  un- 
pleasant emotional  strain.  The  well  known 
“lump  in  the  throat”  is  a common  complaint. 
Technically  this  is  called  globus  hystericus. 
This  lump  is  a sensation  the  patient  has  and 
is  due  to  a spasm  of  the  muscles  in  and 
about  the  larynx,  and  on  routine  examina- 
tion we  find  nothing,  but  when  a patient 
has  such  a sensation,  it  is  plenty  trouble- 
some and  a real  symptom  to  him,  and  the 
greater  the  emotion  the  larger  and  more 
troublesome  the  lump.  Unless  some  organic 
disease  is  present  there  is  no  hoarseness  and 
no  difficulty  swallowing  the  food  or  drink 
and  this  is  the  important  differentiating 
characteristic.  Patients  with  functional 
loss  of  the  voice  may  be  seen.  When  the 
emotional  strain  is  great,  the  patient  feels 
often  that  he  can’t  get  his  breath.  As  he 
describes  it,  he  chokes,  he  smothers,  or  he 
just  can’t  get  air  down  into  his  lungs.  These 
symptoms  are  not  affected  but  little  by  posi- 
tion, exertion  or  rest,  or  any  of  the  usual 
things  that  affect  breathing  in  congestive 
heart  failure  or  organic  lung  disease.  The 
patient  tries  to  compensate  for  this  un- 
pleasant sensation  and  will  breathe  and 
sigh  and  heave  deeply  and  frequently.  When 
he  does  this  he  soon  produces  the  well  known 
Hyperventilation  syndrome.  This  begins 
by  a light  headed  feeling,  then  a tingling 
in  the  face,  lips  and  extremities,  then  a 
numbness  of  these  parts,  and  if  overventila- 
tion goes  on  far  enough  the  full  signs  of 
tetany  are  produced,  the  patient  may  black- 
out for  a short  while,  and  he  may  then  have 
a short  period  of  apnea.  He  often  has  the 
feeling  of  nausea  and  may  vomit.  When 
the  patient  overbreathes,  he  exhales  an  ex- 
cess of  carbon  dioxide.  This  upsets  the 
PH  of  the  blood  producing  an  alkalosis  and 
this  in  turn  lowers  the  ionized  calcium  in 
the  blood  and  thus  produces  the  tetany. 
If  he  is  made  to  rebreathe  his  own  carbon 
dioxide  the  tetanic  symptoms  will  rapidly 
disappear  as  the  PH  of  the  blood  returns  to 
normal.4  It  is  not  an  uncommon  sight  for 
a doctor  who  does  general  practice,  to  be 
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called  to  see  such  a patient  in  the  middle  of 
the  night  and  when  he  arrives,  the  friends 
and  relatives  have  all  gathered  into  the 
room,  some  fanning  the  patient,  some  hold- 
ing her,  and  as  many  rubbing  her  as  can 
find  a place  to  rub. 

Case  I 

A brief  review  of  Case  I illustrates  this 
type  of  reaction.  This  patient  was  a 16  year 
old  white  girl  whom  I was  called  to  see  one 
Sunday  afternoon  some  eight  months  ago. 
When  I arrived  the  yard  was  filled  with 
people.  The  patient’s  room  was  filled  with 
people.  These  people  had  gathered  to  help 
their  neighbor  whom  they  thought  was  ser- 
iously ill.  Sympathy  for  the  patient’s  con- 
dition was  given  frequently  by  the  visitors. 
Some  were  rubbing  her  hands,  some  rub- 
bing her  legs,  some  were  fanning  and  some 
applying  cold  compresses  to  the  girl’s  face. 
This  was  the  setting  in  which  I found  my 
patient.  The  girl  was  complaining  of  chok- 
ing and  smothering,  numbness  of  her  ex- 
tremities, weakness,  light  headedness.  She 
was  restless,  and  talked  often  of  her  expec- 
tation of  dying  any  minute.  History  re- 
vealed that  she  had  had  these  complaints 
about  3 or  4 days.  One  physician  had  seen 
her  two  days  before  and  said  it  was  due  to 
her  age  and  prescribed  red  resting  capsules. 
Another  physician  had  seen  her  the  day  be- 
fore and  said  it  was  due  to  her  stomach 
and  prescribed  some  white  medicine  for  her 
stomach.  Obviously  neither  remedy  was 
helping.  Physical  examination  was  essen- 
tially normal  except  as  given  above.  After 
getting  the  parents  off  in  a private  conver- 
sation I learned  that  the  thing  this  girl  was 
wanting  and  wasn’t  getting  was  a bicycle. 
All  the  neighbor  girls  had  bicycles  and 
would  go  riding  and  had  a lot  of  pleasure 
with  them.  This  girl  could  not  keep  up 
with  her  fellow  playmates  because  her  par- 
ents refused  to  buy  her  a bicycle.  The  par- 
ents were  advised  to  buy  her  a bicycle. 
The  symptoms  the  girl  was  having  were 
explained  to  the  patient  and  to  her  parents, 
and  advice  was  given  to  disperse  the  crowd. 
In  the  next  few  days  she  had  her  a nice 
new  bicycle  and  she  was  soon  well,  and  en- 
joying being  an  equal  member  of  her  social 
group.  This  is  a good  example  of  hyper- 
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ventilation  syndrome  which  a patient  has 
when  she  is  either  getting  something  she 
doesn’t  want  or  as  in  this  case  wants  some- 
thing, she  isn’t  getting.  In  this  case  the 
cause  was  easy  to  find  and  the  treatment 
was  simple  and  effective,  and  consisted  in 
doing  something  about  the  situation  in- 
stead of  giving  medicine. 

The  cardiovascular  system  has  its  share 
of  the  unpleasant  responses  to  psychic 
stimuli.  The  patient  usually  complains  of 
palpitation,  jumping  of  the  heart,  pound- 
ing, or  uses  some  other  similar  term.  He 
often  has  precordial  pain  and  this  is  not 
related  to  exertion,  rest,  or  position  and 
does  not  radiate,  as  does  pain  of  organic 
heart  disease.  There  are  changes  in  the 
vascular  tone  causing  either  lowering  or 
usually  elevation  of  the  blood  pressure. 
There  are  changes  in  the  skin  causing 
flushing,  or  blanching,  or  excessive  perspir- 
ation.5 

Case  II 

Case  II  illustrates  this  type  of  patient. 

This  is  a case  of  a 22-year-old  single  girl 
whom  I saw  in  the  home.  Her  complaints 
were  centered  about  her  heart.  She  had  had 
for  one  month  or  longer  palpitation,  a tight 
feeling  around  her  heart  and  pains  in  the 
left  anterior  chest.  When  I saw  her  she 
was  so  disabled  that  she  was  in  bed.  She 
was  having  a lot  of  trouble  with  her  heart. 
She  had  been  seen  by  another  physician 
whom  she  said,  told  her  that  it  was  her  heart 
that  was  causing  her  trouble.  She  thought 
after  this  that  she  had  organic  heart  trouble 
and  had  become  worse  as  time  went  on.  Ex- 
amination showed  a worried  young  woman 
with  a gloomy  mood  and  dejected  appear- 
ance, and  poorly  nourished.  Other  than  this 
the  examination  was  normal.  When  asked 
about  her  environmental  situation,  I learned 
that  this  patient  was  the  mother  on  an  8- 
month  old  illegitimate  child.  This  whole 
matter  had  worried  her  greatly.  She  was 
also  left  to  take  care  of  her  aged  grand- 
mother who  was  completely  demented  and 
required  a lot  of  work  to  look  after.  These 
things,  I am  convinced  were  sufficient  to 
cause  this  girl’s  complaints.  And  with  a 
negative  examination  of  her  heart  and  lungs 
I was  convinced  that  her  trouble  was  func- 


tional. An  effort  was  made  to  explain  to 
the  patient  the  nature  of  her  trouble.  I 
have  not  seen  her  since  but  a report  reached 
me  that  she  was  better.  My  guess  is  that 
she  was  not  cured,  because  the  causative 
situation  still  exists.  However,  the  treat- 
ment I gave  her  did  not  lead  to  further  fears 
about  organic  heart  trouble. 

The  gastrointestinal  system  is  one  of  the 
most  frequent  sources  of  trouble  of  this 
kind.  The  appetite  is  affected  by  our  emo- 
tions, all  will  agree.  Gas  on  the  stomach 
is  complained  of  often.  Most  laymen  have 
no  clear-cut  idea  of  how  air  gets  into  the 
stomach.  He  usually  thinks  it  is  caused  by 
poor  digestion  of  food  in  the  stomach,  or 
the  stomach  in  some  way  causes  food  to 
sour  and  thus  creates  the  gas.  He  often 
suspects  and  fears  some  organic  disease 
such  as  cancer  that  may  be  causing  the 
trouble  or  he  has  been  told  that  he  has  too 
much  or  too  little  acid  in  his  stomach.  The 
problem  of  gas  on  the  stomach  has  been 
well  worked  out  by  Dr.  Walter  Alvarez  at 
The  Mayo  Clinic  and  he  maintains  that  most 
of  the  gas  or  air  that  ever  gets  into  the 
stomach  gets  there  by  being  swallowed.  The 
patient  living  under  emotional  strain  with 
the  “lump  in  the  throat,”  will  frequently 
make  an  effort  to  get  this  lump  down,  he 
swallows  frequently,  usually  unaware  of  the 
fact  that  he  is  swallowing  until  this  is 
pointed  out  to  him.  When  he  swallows  so 
frequently  it  is  easy  to  understand  how  he 
swallows  air  until  his  stomach  or  esophagus 
is  so  distended  that  he  has  epigastric  dis- 
tress and  distress  referred  up  into  the  chest 
or  as  he  describes  it  “gas  pressing  around 
his  heart.”  Belching  of  gas  gives  relief  to 
these  people  if  they  are  able  to  do  so,  but  the 
distress  soon  recurs  as  more  air  is  swal- 
lowed. Heartburn  is  generally  functional 
in  origin  and  often  complained  of.  These 
symptoms  as  a rule  follow  some  emotional 
upset  and  the  severity  of  symptoms  is 
commensurate  with  the  degree  of  emotional 
tension.  Regurgitation  of  sour  stomach 
contents  and  vomiting  are  other  complaints 
which  may  be  of  a functional  type.  This 
taste  of  sourness  usually  troubles  the  pa- 
tient’s mind,  because  he  doesn’t  realize  that 
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normally  the  contents  of  the  stomach  taste 
sour  because  it  is  acid.6 

It  is  well  known  by  physiologists  that  the 
secretion  of  acid  in  the  stomach,  the  func- 
tion of  the  musculature  of  the  wall  of  the 
stomach  and  the  sphincter  muscles,  and  the 
circulatory  changes  in  the  stomach  are  all 
influenced  by  situations  that  stir  the  emo- 
tion. This  has  been  studied  directly  and 
at  length  in  people  who  have  had  gastros- 
tomies. If  these  people  are  living  under 
pleasant  circumstances  they  are  free  of 
symptoms,  but  when  they  are  under  condi- 
tions of  unpleasant  emotional  stress  symp- 
toms with  the  stomach  arise.  Characteristic 
changes  in  the  color  of  the  mucosa,  change 
in  the  quantity  of  acid  secreted,  and  changes 
in  the  muscular  action  of  the  stomach  oc- 
cur.7 

Case  III 

Case  III  illustrates  this  type  of  person. 

This  is  a case  of  a 29-year-old  white  mar- 
ried housewife  whose  complaints  were  with 
her  stomach.  For  two  years  or  more  she 
had  had  soreness  in  her  epigastrium.  She 
had  had  much  distention,  relieved  by  belch- 
ing of  air,  but  would  soon  recur.  She  had 
considerable  belching  of  sour  material  from 
her  stomach.  She  had  had  X-rays  of  the 
upper  G.I.  tract  and  gastric  analysis  done 
in  all  three  local  hospitals  and  a cholecysto- 
gram  made  in  one,  all  of  which  were  said  to 
show  no  organic  trouble.  She  stated  that 
she  was  told  that  her  trouble  was  due  to  her 
nerves.  She  had  tried  many  medicines  with 
no  relief.  Physical  examination  of  this 
patient  was  essentially  normal.  This  patient 
had  married  at  the  age  of  20.  During  the 
next  nine  years  she  had  five  children  in 
rapid  succession.  She  was  a meticulous 
mother  and  the  duties  of  her  household  were 
taxing  her  to  her  capacity.  In  addition  she 
lived  in  great  fear  of  becoming  pregnant 
again  and  used  no  precautions  to  prevent 
another  pregnancy.  An  attempt  was  made 
to  explain  to  her  the  connection  between 
her  emotions  and  her  symptoms.  She  was 
fitted  with  a diaphragm  and  given  advice 
about  contraception.  On  subsequent  visits 
she  did  seem  to  improve  but  she  just  couldn’t 
accept  the  idea  that  her  troubles  could  all  be 
caused  by  anything  other  than  organic  dis- 


ease. I feel  that  she  was  not  cured  and 
that  she  is  still  making  the  rounds.  How- 
ever, I do  believe  that  if  every  physician 
whom  she  sees  would  make  it  clear  to  her 
that  she  should  stop  looking  for  a quick, 
miraculous  way  out  of  her  troubles  or  that 
her  complaints  could  be  cured  by  taking  any 
medicine,  I think  she  would  soon  begin  to 
realize  just  what  she  must  do  if  she  is  to 
be  cured. 

The  colon  may  be  a source  of  complaints 
in  such  people.  Constipation  is  the  usual 
symptom.  Periods  of  mucous  diarrhea  may 
occur.  History  of  frequent  purgation  is  the 
rule.  X-ray  of  the  colon  will  often  show 
areas  of  relaxation  and  areas  of  spastic 
musculature.6 

With  the  urinary  system  there  may  be 
complaints  of  frequency,  urgency  and  noc- 
turia. When  the  urine  and  urinary  tract 
are  examined  they  are  normal. 

Perhaps  in  no  other  field  is  there  a great- 
er opportunity  and  need  for  the  practice  of 
Psychosomatic  Medicine  as  in  Obstetrics 
and  Gynecology,  especially  in  women  of  the 
age  of  sexual  activity.  Three  of  the  most 
important  things  that  make  for  the  happi- 
ness of  a married  couple  are  successful 
sexual  adjustment,  mutual  love,  and  fidelity. 
If  either  or  all  of  these  be  deficient  in  one 
or  both  members,  then  functional  complaints 
referable  to  the  female  pelvis  may  arise. 
Faulty  and  erroneous  ideas  about  sex  which 
were  developed  in  childhood,  fears  of  un- 
wanted pregnancies,  jealousy,  fear  that  the 
husband  is  having  extramarital  relations 
and  that  he  may  bring  in  some  venereal  dis- 
ease, all  these  are  some  of  the  reasons  why 
these  patients  develop  these  functional  com- 
plaints. The  gyn  complaints  which  may 
be  functional  are  as  follows:  changes  in 
menstrual  periods,  especially  irregular  pe- 
riods, scanty  flow,  and  periods  of  amen- 
orrhea, dysparunia,  frigidity,  and  pain  in 
the  back  and  lower  abdominal  quadrants. 
Many  such  patients  have  tried  the  gamut 
of  pills  and  shots  and  have  made  the  rounds 
without  being  relieved.  Many  such  patients 
are  subjected  to  surgery  in  an  attempt  to 
end  their  complaints.  The  surgeon  may  be 
sincere  in  his  belief  that  an  operation  is 
necessary,  but  unless  there  is  a definite 
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pathological  reason  found  for  pelvic  opera- 
tion, psychosomatic  treatment  should  be 
tried  rather  than  surgery,  and  I think  with 
better  results.  The  great  number  of  women 
seen  today  who  have  had  pelvic  surgery 
done  and  who  can  give  no  definite  diagnosis 
as  to  why  it  was  done  and  who  are  still  as 
neurotic  as  ever  or  even  more  so,  have  led 
me  to  this  belief.'’ 

Case  IV 

Case  IV  illustrates  such  a patient. 

This  is  a case  of  a 40-year-old  housewife 
who  13  years  ago  began  having  complaints 
of  irregular  periods,  and  pains  in  the  lower 
abdomen  and  back.  It  was  not  long  after 
these  complaints  began  that  she  was  ad- 
vised to  have  an  operation.  She  had  this 
operation  in  1937  and  the  left  ovary  and 
the  body  of  the  uterus  were  removed.  She 
does  not  remember  being  told  that  anything 
was  pathologically  wrong  in  the  pelvis,  but 
the  operation  was  done.  Following  this  she 
says  she  felt  better  for  a while  but  it  was 
not  long  until  her  symptoms  of  backache 
returned.  She  had,  part  of  the  time,  a mod- 
erate leukorrhea,  which  she  feared  was 
some  kind  of  a venereal  disease.  While  her 
husband  was  in  service,  during  the  war,  she 
felt  much  better  in  most  every  way.  When 
her  husband  returned  from  service  her 
symptoms  all  recurred.  Her  backache  be- 
came so  severe  that  she  was  referred  to  an 
orthopedist  who  told  her  that  the  pain  was 
not  orthopedic  but  probably  gynecological 
in  origin,  however  pelvic  examination 
showed  no  evidence  of  disease  of  the  remain- 
ing ovary  or  tubes.  She  then  went  to  an- 
other physician  who  removed  the  other 
ovary.  This  was  about  a year  ago.  She 
has  continued  to  have  all  her  symptoms 
since  this  operation.  When  asked  about  her 
husband  and  her  married  life,  it  was  learned 
that  the  husband  had  been  unfaithful  for 
many  years  and  she  lived  in  fear  that  he 
would  bring  in  a venereal  disease.  There 
had  been  such  trouble  between  them  dating 
back  to  a period  before  the  first  operation, 
and  which  has  recently  culminated  in  a di- 
vorce. Such  a history  makes  me  wonder 
if  the  pelvic  symptoms  were  not  just  a part 
of  the  many  functional  complaints  this  per- 
son had  with  all  her  body  systems  and  if 


they  were  not  all  caused  by  marital  dis- 
cord and  fear  of  venereal  disease.  This 
same  patient  had  a lot  of  trouble  with  her 
heart  and  her  stomach  which  1 feel  sure 
were  functional.  Would  anyone  suggest  re- 
moval of  either  of  these  organs  just  because 
the  patient  had  complaints  referable  to 
them  ? 

These  are  some  of  the  functional  com- 
plaints heard  very  commonly  in  practice. 
There  are  many  others. 

These  various  reactions  of  the  different 
organs  of  the  body  may  after  a period  of 
time  produce  organic  changes  which  become 
irreversible.  Hypertension  of  a neurogenic 
origin,  if  it  persists  long  enough  may  pro- 
duce changes  in  the  kidneys  and  blood  ves- 
sels in  such  a way  that  the  hypertension  will 
persist  permanently.  Peptic  ulcers  have  a 
tendency  to  occur  in  that  type  of  person  who 
is  very  energetic,  hyperactive,  and  driving 
in  his  efforts  for  accomplishment.  No  doubt 
these  influences  act  in  some  way  to  cause 
a breakdown  in  the  normal  protective  mech- 
anism of  the  stomach  and  duodenum.  The 
latest  theory  about  the  cause  of  chronic 
ulcerative  colitis  is  that  the  early  lesions 
are  caused  by  such  a breakdown  in  the  pro- 
tective mechanism  within  the  bowel  and  that 
due  to  psychic  stimuli  an  excess  of  a muco- 
lytic enzyme  called  lysozyme  is  secreted  in 
the  intestine  and  as  an  excessive  amount  of 
protective  mucous  is  destroyed  ulcerative 
lesions  begin.  These  may  become  more  and 
more  extensive  until  the  irreversible 
changes  are  produced.8 

People  with  organic  disease  of  one  organ 
or  another  will  often  have  associated  with 
the  organic  symptoms  many  complaints 
which  are  functional.  A patient  of  this  type 
then  becomes  one  for  the  doctor  to  deter- 
mine how  much  of  his  trouble  is  organic 
and  how  much  functional,  and  doing  this 
often  taxes  our  best  diagnostic  ability.  An 
example  of  this  would  be  a person  who  has 
had  rheumatic  fever  and  has  fully  recovered 
except  for  an  apical  systolic  murmur.  Some 
such  people  will  be  cardiac  invalids  for  the 
rest  of  their  lives,  others  will  lead  normal 
lives  engaging  even  in  strenuous  sports  and 
without  complaints.  Whether  such  an  in- 
dividual becomes  one  type  or  the  other  will 
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depend  on  many  factors,  perhaps  the  most 
important  factor  being  the  conservatism 
in  treatment  advised  by  the  attending  phy- 
sician ; and  the  fear  that  the  patient  has 
developed  in  his  own  mind  regarding  the 
disease  and  based  on  what  his  physician 
tells  him. 

Individuals  with  the  symptoms  already 
described  are  the  people  who  come  to  us  for 
help,  because  they  are  sick  people.  The 
person  who  has  had  an  unstable  past  or 
who  is  living  under  some  undesirable  situa- 
tion in  the  present  and  is  troubled  with  the 
problem  of  gas  on  his  stomach  is  just  as 
miserable  as,  or  even  more  miserable  than 
the  person  who  has  the  pain  of  an  organic 
lesion  such  as  a duodenal  ulcer.  These  pa- 
tients are  often  problems  in  treatment,  but 
they  still  seek  relief.  How  then  should 
they  be  managed? 

Some  of  the  methods  in  Psychosomatic 
Medicine  have  been  known  and  used  for 
many  years.  But  Psychosomatic  Medicine 
has  come  to  the  front  by  leaps  and  bounds 
in  the  past  few  decades.  Perhaps  this  is 
due  in  part  to  the  increase  in  the  frequency 
of  functional  complaints  as  living  condi- 
tions have  become  more  complex.  Most 
laymen  have  seen  or  are  familiar  with 
symptoms  produced  by  organic  disease,  but 
relatively  few  realize  the  close  connection 
between  emotional  stimuli  and  organ  re- 
sponse. This  is  because  this  phase  of  med- 
icine is  relatively  new.  The  age  in  medicine 
in  which  all  emphasis  was  placed  upon 
pathology  is  now  being  replaced  in  part  by 
the  age  in  which  symptoms  are  explained  in 
many  patients  on  the  basis  of  pathological 
physiology. 

As  in  any  other  patient  the  first  thing  is 
to  take  a history.  In  the  history  we  should 
inquire  enough  into  the  patient’s  past  and 
present  to  get  a good  idea  of  his  emotional 
make-up  and  the  situations  he  is  living 
under.  In  order  to  do  this  one  must  win 
full  confidence  of  the  patient,  build  a good 
report  from  the  beginning  and  make  the 
patient  feel  that  we  want  to  help  him.  A 
family  doctor  who  has  treated  members  of 
a family  for  years  knows  much  about  the 
family’s  circumstances  and  he  is  the  one 


who  has  always  been  a practicer  of  Psycho- 
somatic Medicine. 

“In  most  functional  neurosis  a diagnosis 
is  best  made  from  a recognition  of  a typical 
story  and  not  from  attempts  to  exclude  or- 
ganic disease.  The  trouble  with  the  latter 
technique  is  that  too  often  an  overhauling 
turns  up  some  unimportant  organic  disease 
and  then  if  one  hasn’t  already  discerned 
what  the  trouble  is,  one  is  very  likely  to  be 
thrown  off  the  diagnostic  track.  Good  signs 
of  a neurosis  are  inability  of  a patient  to  say 
what  the  main  complaint  is,  a tendency  to 
answer  a physician’s  questions  with  irrel- 
evant statements,  to  complain  too  much  of 
little  things,  to  break  in  and  not  let  a phy- 
sician finish  a sentence,  to  keep  consulting 
a long  written  list  of  symptoms,  to  tremble 
and  weep  as  the  story  is  told,  or  to  tell  a 
physician  how  to  diagnose  and  treat  a dis- 
ease. The  harder  it  is  to  get  a clear  history 
out  of  a person,  the  less  likely  he  or  she 
is  to  have  organic  disease.”10 

After  a sufficient  history  is  taken,  a thor- 
ough physical  examination  should  be  done. 
Enough  laboratory  work  should  be  done  to 
rule  out  organic  disease  which  might  be 
considered  in  differential  diagnosis.  When 
all  this  is  done,  the  information  gained 
should  be  used  to  help  the  patient.  When 
physical  examination  and  laboratory  work 
are  all  found  to  reveal  no  organic  disease, 
it  is  not  enough  to  tell  the  patient  that  all 
this  reveals  nothing  wrong.  If  the  doctor’s 
effort  stops  there  the  patient,  as  a rule,  is 
not  helped  much.  He  is  out  no  small  finan- 
cial sum  for  diagnostic  procedure  and  he 
will  go  on  to  other  doctors  seeking  help. 
This  is  the  day  of  a tendency  to  specializa- 
tion and  that  close  relationship  between 
doctor  and  patient  is  often  lacking  and  if 
no  organic  disease  is  found  the  patient  is 
often  dismissed,  completely  worked  over 
but  not  helped  much. 

In  my  opinion  it  is  also  a great  mistake 
to  try  to  explain  to  these  patients  that  his 
functional  symptoms  are  due  to  some  very 
minor  deviation  from  normal  that  we  may 
find  in  some  part  of  the  anatomy  or  in  the 
laboratory  work  or  in  our  imagination. 
As  for  example,  telling  a woman  her  breath- 
ing difficulty  is  due  to  a slightly  enlarged 
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thyroid  gland  when  the  real  trouble  is  the 
globus  hystericus,  or  that  her  gastric  dis- 
tress caused  by  air  swallowing  is  due  to  10% 
too  much  or  too  little  acid  in  her  stomach 
found  on  one  gastric  analysis,  or  that  her 
palpitation  and  precordial  distress  are  due 
to  a strained  heart  muscle  when  the  real 
trouble  is  an  intolerable  home  situation, 
Jiving  with  a worthless  husband.  When 
some  doctor  tells  these  patients  that  their 
symptoms  have  an  organic  basis  it  is  almost 
an  impossible  task  to  get  that  patient  to 
accept  any  explanation  that  it  is  functional. 
Such  a patient  grows  confused  by  so  many 
explanations  and  in  her  confusion  doubts 
them  all. 

It  is,  also  a mistake,  I think,  to  dismiss 
these  patients  with  a prescription  for  a sed- 
ative and  tell  them  only,  that  it  is  your 
nerves,  take  this  and  you  will  feel  better 
soon.  Any  sedative  only  acts  to  suppress 
the  nervous  system  and  dull  the  conscious- 
ness for  a few  hours  at  the  most,  then  its 
action  of  the  body  is  spent.  If  the  same 
situational  conditions  exist  that  cause  these 
functional  complaints  in  the  first  place,  that 
patient  must  resort  to  another  and  another 
sedative,  which  is  often  a bad  palliative 
procedure  and  certainly  not  curative.  I say 
a bad  palliative  procedure  because  many 
people  are  on  such  drugs  habitually  today 
because  they  were  given,  somewhere  back 
the  line,  some  sedative,  and  the  patient  has 
continued  the  treatment  either  by  getting 
refills  of  his  prescription,  or  by  purchasing 
the  same  drug  over  the  counter  in  any 
quantity  desired,  without  prescription,  an 
unfortunate  practice  which  does  go  on  in 
Greeneville.  It  is  my  opinion  that  sedatives, 
should  be  used  in  these  patients,  if  at  all, 
only  for  a short  time  to  act  as  a crutch 
for  the  patient  until  he  can  be  helped  by 
other  curative  methods,  and  that  no  curative 
power  for  functional  complaints  should  be 
attributed  to  these  drugs. 

Most  of  us,  I feel  sure,  have  used  treat- 
ments for  the  psychological  effect  on  the 
patient,  and  I believe  there  is  at  times  a 
place  for  such  treatment.  However,  some 
of  our  profession  have  adopted  one  form  or 
another  of  treatment  which  they  advise  al- 
most routinely  for  the  patient,  whose  com- 


plaints are  functional.  The  giving  of  in- 
jections of  estrogens,  liver  extract,  and 
various  vitamin  preparations,  the  use  of 
electric  shock  therapy,  the  quick  resort  to 
surgical  operations,  various  methods  of 
physiotherapy  using  complicated  gadgets 
and  machinery,  these  are  some  of  the  treat- 
ments used  on  these  patients.  Many  patients 
are  helped  by  such  treatments  but  the  relief 
is  too  often  a transient  thing,  and  such 
people  would  likely  be  helped  temporarily 
by  anything  that  is  new  and  spectacular. 
Much  too  often  these  patients  are  not  helped 
by  such  treatment  and  that  is  why  they 
continue  on  their  rounds.  Too  often  pa- 
tients of  low  income  level  are  drained  of 
their  financial  resources  by  such  treatments, 
when  wise  counsel  would  have  accomplished 
more  and  would  have  been  much  more  eco- 
nomical to  the  patients.  Time  and  nature 
are  great  healers  of  human  ills.  And  when 
we  order  such  treatments  for  the  psychologi- 
cal effect,  let  us  be  alert  and  not  lose  our 
perspective  as  to  which  is  giving  the  tran- 
sient relief,  and  let  us  not  be  fooled  into 
attributing  such  improvement  entirely  to 
such  methods  of  treatment.  In  the  words 
of  Shakespeare  in  Hamlet  when  Polonius 
said  to  his  son,  “This  above  all  to  thine 
own  self  be  true,  and  it  must  follow,  as  the 
night  the  day,  thou  cans’t  not  then  be  false 
to  any  man,’’  this  sound  advice  is  very  ap- 
propriate today  and  every  day. 

These  are  some  of  the  things  that  should 
not  be  done  or  done  only  with  limitations. 
What  are  the  things  that  should  be  done 
after  the  case  is  worked  up  and  no  organic 
disease  is  found  which  will  explain  the  com- 
plaints? I feel  that  sufficient  time  should 
be  taken  with  these  patients  to  try  to  help 
them  understand  what  I have  tried  to  em- 
phasize in  the  first  part  of  this  paper,  that 
one’s  personality  and  behavior  pattern  now 
is  a summation  of  all  his  past  experiences. 
He  should  be  told  in  familiar  understand- 
able terms  the  relationship  between  an  emo- 
tion and  an  organ’s  response.  Examples  of 
this  will  help  him  to  understand.  Such 
examples  as  the  heart  beating  fast  in  re- 
sponse to  fear,  the  mouth  watering  when  a 
hungry  person  thinks  of  food,  a young  lov- 
er’s appetite  leaving  him  when  his  love  af- 
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fair  is  split  up,  or  the  lump  in  the  throat 
appearing  when  a very  dear  friend  dies,  or 
even  the  act  of  burping  the  baby  to  get  rid 
of  the  air  he  swallows  so  he  will  not  cry 
with  colic,  all  these  are  examples  he  can 
grasp  and  understand  and  after  consider- 
ing these  familiar  things,  he  may  begin  to 
realize  that  there  is  a bodily  response  to 
our  emotions. 

Then  his  complaints  should  be  taken  up 
individually  and  explained  to  him  in  such  a 
way  that  he  can  understand  their  cause. 
When  a person  understands  the  cause  he  has 
gone  a long  way  toward  overcoming  his 
undesirable  symptoms,  if  he  allows  himself 
to  believe  the  explanation  and  has  the  in- 
telligence to  understand  it.  It  should  be 
emphasized  to  him  that  a heart  that  is 
normal  in  structure,  for  example,  can  give 
symptoms  if  the  emotional  stimulus  of  the 
type  and  degree  is  present  to  cause  them. 

One  of  the  most  dramatic  and  convinc- 
ing methods  of  helping  the  patient  to  under- 
stand his  symptoms  is  to  have  him  hyper- 
ventilate for  about  one  minute  and  produce 
the  symptoms  which  he  has  when  he  smoth- 
ers. Once  he  does  this  it  is  easy  to  get  him 
to  accept  the  explanation  for  the  cause  of 
the  unpleasant  symptoms  of  the  hyper- 
ventilation syndrome. 

He  should  be  given  advice  about  the  sit- 
uational experiences  that  concern  him  in 
so  far  as  a physician,  by  virtue  of  his  pro- 
fessional ability,  should  advise. 

Methods  for  diverting  his  attention  and 
interest  to  things  outside  himself  should  be 
suggested,  such  as  hobbies,  occupational 
therapy,  reading,  sports,  religious  matters, 
and  perhaps  numerous  other  things  that 
make  for  relaxation  and  happiness.  It  is 
rare  to  see  a happy  person  having  these 
functional  complaints.  If  situations  exist 
that  are  unchangeable  and  causing  the  com- 
plaints, we  will  do  him  a favor  by  telling 
him  that  he  will  very  likely  never  be  any 
better  if  that  cause  can’t  be  removed. 

He  should  be  given  reassurance  of  sound 
physical  findings  if  such  be  found,  and  if 
only  small  deviations  from  normal  are  found 
they  should  be  explained  to  the  patient  in 
their  proper  perspective,  and  not  in  a way 
that  will  create  more  fear  and  thus  aggra- 


vate the  symptoms  he  already  has.  It 
should  be  our  lot  to  try  to  relieve  trouble- 
some emotions  and  not  to  create  them. 
Case  V 

I would  like  to  briefly  review  Case  V to 
illustrate  how  a diagnosis  of  heart  disease 
without  adequate  reason,  when  given  to  a 
patient,  may  make  that  person  a neurotic 
for  the  rest  of  her  life.  This  is  a case  of  a 
67-year-old  white  housewife  whom  I first 
saw  21/2  years  ago.  Her  history  revealed 
that  10  years  before,  she  was  told  by  a 
doctor,  that  she  had  heart  trouble  and  was 
told  to  limit  her  activity  to  almost  no  work 
at  all  and  was  put  on  digitalis  which  she 
had  taken  regularly.  She  had  never  had  any 
real  symptoms  of  congestive  failure,  angina 
pectoris,  or  myocardial  infarction.  Her 
dyspnea  she  described  as  a shortness  of 
breath  only  when  she  got  nervous,  which 
was  often,  and  when  she  walked  up  the 
hills,  a symptom  which  anyone  60  years  of 
age,  I think,  would  have  on  walking  up  the 
hills  she  lives  among.  Her  symptoms 
sounded  more  functional  to  me  than  organic. 
After  some  effort  at  persuasion,  on  the 
part  of  my  office  nurse,  she  was  undressed 
and  put  on  the  examining  table.  She  stated 
that  this  was  the  first  time  that  her  chest 
had  been  bared  for  examination,  yet  she 
had  taken  treatment  for  10  years  for 
“heart  trouble.”  Examination  showed  a 
B.P.  of  160/90.  The  heart  was  not  en- 
larged. The  rhythm  was  regular.  A faint- 
ly audible,  poorly  transmitted,  apical 
systolic  murmur  was  heard.  There  was  no 
sign  of  congestive  failure  and  no  abnormal 
amount  of  arteriosclerosis.  After  examina- 
tion I felt  convinced  that  her  symptoms 
were  functional.  She  was  persuaded  to  omit 
digitalis;  reassurance  was  given.  Two 
months  later  while  on  a trip  to  Big  Bald 
Mountain  I saw  this  patient  climbing  around 
almost  as  easily  as  I could.  She  got  along 
well  so  far  as  her  cardiac  status  goes  until 
some  eight  months  ago  when  the  body  of  her 
grandson,  who  was  killed  in  the  war,  was 
returned  for  burial.  She  then  had  a flare- 
up  of  her  symptoms  with  her  heart,  and 
started  on  her  rounds.  An  E.K.G.  And 
X-rays  were  made  by  one  physician.  The 
idea  she  got  from  the  report  of  these,  was 
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that  the  blood  vessels  around  the  heart 
were  diseased  and  were  liable  to  close  off 
any  time  and  cause  sudden  death.  This 
new  diagnosis  really  put  her  to  bed  and  the 
fear  aroused  in  her  aggravated  her  symp- 
toms tremendously.  After  some  months 
this  patient  is  now  coming  to  me  again  and 
after  my  best  effort  to  reassure  her  she  is 
getting  along  well,  and  approaching  70 
years  of  age,  and  on  no  medicine  for  her 
heart. 

An  E.K.G.  may  show  evidence  of  coronary 
disease  as  is  often  found  in  these  elderly 
people,  but  I well  question  the  ability  of 
anyone  to  say,  by  means  of  an  E.K.G.  when 
or  whether  a myocardial  infarction  will 
occur.  Why  then  burden  this  patient,  who 
is  easily  emotionally  disturbed,  with  addi- 
tional fear  of  what  is  only  a possibility? 

An  abundance  of  sympathy  when  given 
by  relatives  or  friends  to  these  people  is 
like  adding  oil  to  the  flame,  it  almost  always 
makes  the  functional  complaints  worse. 
Getting  sympathy  and  attention  may  be  the 
goal  the  patient  is  striving  for,  but  it  cer- 
tainly does  not  make  for  stamina,  fortitude 
or  strength  of  personal  character,  in  the 
patient.  These  relatives  and  friends  should 
therefore  be  informed  as  to  the  true  nature 
of  the  functional  complaints,  so  they  will 
behave  in  the  presence  of  the  patient  in  a 
way  that  will  make  for  strength  and  not  for 
weakness  on  the  part  of  the  patient.  Un- 
less organic  disease  is  present  an  individual 
will  most  usually  feel  as  well  as  those  about 
him  expect  him  to  feel.  If  everyone  thinks, 
talks  and  regards  one  as  being  a nervous 
wreck,  he  will  almost  surely  be  one. 

To  do  all  these  things  requires  the  art  and 
science  of  Psychosomatic  Medicine  in  full 
measure.  This  does  not  mean  that  we  must 
all  be  psychiatrists.  The  general  practi- 
tioner is  where  functional  complaints  are 
usually  taken  first  and  he  can  take  care 
of  most  of  them. 

At  this  time  we  hear  a lot  about  social- 
cation  of  medicine.  It  is  my  opinion  that 
these  people  who  have  many  functional  com- 
plaints and  are  not  being  helped  by  the 
many  remedies  they  are  trying,  these  will 
be  the  ones  who  will  talk  longest,  and  loud- 
est for  the  passage  of  such  a bill  and  if  such 


a bill  should  pass  they  will  be  the  ones  who 
will  drive  us  mad  by  their  demanding  pres- 
ence. These  are  people  who  need  their  prob- 
lem explained  to  them,  then  have  the  prob- 
lem thrown  back  to  them  because  after  all 
they  are  the  ones  who  must  do  most  to  solve 
it,  by  their  own  situational  and  emotional 
readjustment.  If  all  these  patients  were 
dealt  with  in  this  manner  by  all  physicians 
whom  they  see  on  their  rounds,  I wonder 
if  the  number  of  this  kind  of  patient  would 
be  anything  like  as  great  as  it  is  today.  As 
I said  before  these  remarks  are  based  on 
the  opinion  of  other  authors  and  on  my 
own  limited  experiences.  If  any  remarks 
made  here  are  of  a critical  nature,  they 
were  not  intended  to  be  personal,  but  on 
the  other  hand  constructive. 

Another  point  I would  like  to  make  is 
this,  I realize  that  when  a history  is  given 
by  these  patients,  they  often  greatly  distort 
what  previous  examining  physicians  have 
said  to  them.  It  was  with  this  realization 
in  mind  that  I presented  the  histories  in 
the  above  cases,  as  the  patient  related  it  to 
me.  This  fact  however  does  make  obvious 
the  great  need  for  a closer  working  together 
of  physicians  for  the  common  good  of  the 
patient. 

In  closing,  may  this  thought  remain ; 
when  we  see  a patient,  let  us  remember 
that  we  are  dealing  with  an  individual 
whose  life  is  filled  with  and  motivated  by 
sentiment,  emotions,  feelings  and  perhaps 
other  factors  which  cannot  be  measured  in 
the  laboratory,  by  the  tapeline,  the  blood 
pressure  cuff,  or  other  methods  of  scientific 
accuracy,  but  the  effect  these  things  have 
upon  his  physiology,  behavior  and  person- 
ality can  be  accurately  appraised  if  we 
listen  to  the  patient’s  story  and  if  we  under- 
stand his  past  and  present.  The  appalling 
number  of  people  seen  today  with  func- 
tional complaints,  I think,  is  a challenge  to 
us  all  to  improve  both  our  science  and  our 
art  of  Psychosomatic  Medicine. 
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Payment  of  A.  M.  A.  Dues 

The  office  of  the  Secretary  of  the  Amer- 
ican Medical  Association  is  receiving  many 
questions  concerning  the  payment  of  clues 
voted  by  the  House  of  Delegates  at  its  De- 
cember, 1949,  meeting.  Some  of  the  ques- 
tions and  the  answers  offered  by  the  Sec- 
retary’s office  are  reproduced  herewith  for 
the  information  of  The  -Journal’s  readers. 
In  the  editorial  pages  of  this  issue  of  The 
Journal  is  a statement  on  membership  and 
fellowship  in  the  American  Medical  Asso- 
ciation.— Editor. 

Question:  Does  the  American  Medical  As- 
sociation require  the  payment  of  dues  by  its 
members? 

Answer:  Yes.  For  the  first  time  in  its 
history  the  members  of  the  American  Med- 
ical Association,  in  1950,  will  pay  member- 
ship dues.  These  dues  apply  to  all  members 
of  the  Association  except  those  in  three 
specific  categories. 

Question:  What  is  the  amount  of  the  dues 
for  1950? 

Ansiver:  $25.00. 

Question:  What  are  the  American  Medi- 
cal Association  1950  membership  dues  of  a 
physician  who  joins  his  county  medical  so- 
ciety after  July  1st? 

Answer:  Dues  for  physicians  who  become 
members  after  July  1,  1950,  are  $12.50. 
The  dues  for  all  members  before  July  1st 
are  $25.00. 


Question:  Does  a member  who  transfers 
from  one  state  or  county  to  another  pay 
American  Medical  Association  membership 
dues  a second  time? 

Answer:  No.  A member  pays  his  Amer- 
ican Medical  Association  dues  only  once  in 
a calendar  year. 

Question:  By  what  authority  were  the 
dues  set  at  the  $25.00  level? 

Answer:  On  recommendation  of  the 

Board  of  Trustees  and  approval  by  the 
House  of  Delegates  in  December,  1949,  in 
accordance  with  the  provisions  of  the  Con- 
stitution and  By-Laws  of  the  American 
Medical  Association. 

Question:  What  members  are  exempt 
from  the  payment  of  the  American  Medical 
Association  membership  dues  for  the  year 
1950? 

Answer:  (a)  Members  for  whom  the  pay- 
ment of  dues  constitute  a financial  hardship 
as  determined  by  the  local  medical  societies, 
(b)  Members  in  actual  hospital  training  for 
not  more  than  five  years  after  graduation 
from  medical  schools,  (c)  Members  who 
have  retired  from  active  practice.  In  all 
instances  exemption  may  be  allowed  only  if 
the  member  is  also  exempt  from  state  and 
county  medical  society  dues. 

Question:  To  whom  should  the  American 
Medical  Association  membership  dues  be 
paid  ? 

Answer:  To  the  local  or  state  society,  de- 
pending on  the  system  of  payment  estab- 
lished by  the  state  medical  association  con- 
cerned. 

Question:  When  should  American  Medi- 
cal Association  1950  membership  dues  be 
paid  ? 

Answer:  When  the  member  receives  his 
bill  from  his  local  or  state  society.  No  re- 
mittance of  membership  dues  should  be 
made  directly  to  the  American  Medical  As- 
sociation. 

Question:  What  is  the  relation  between 
the  American  Medical  Association  member- 
ship dues  and  FELLOWSHIP  dues? 

Answer:  (a)  The  status  of  Fellowship 
and  Fellowship  dues  has  not  been  changed 
by  the  establishment  of  American  Medical 
Association  membership  dues,  (b)  Mem- 
bers may  become  Fellows — subject  to  ap- 
proval by  the  Judicial  Council — by  request- 
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ing  such  status  on  a form  supplied  by  the 
American  Medical  Association.  (c)  Fel- 
lowship dues  of  $12.00  and  membership 
dues  of  $25.00  are  separate  dues.  Members 
who  are  or  who  become  Fellows,  there- 
fore, pay  a total,  combined  Fellowship  and 
Membership  dues,  of  $37.00.  Fellowship 
dues  include  subscription  to  the  Journal  of 
the  American  Medical  Association  or  to  one 
of  the  special  Journals. 

Question:  What  is  a Service  Fellow? 

Answer:  Commissioned  Medical  officers 
of  the  Armed  Forces  and  the  United  States 
Public  Health  Service  and  permanent  med- 
ical officers  of  the  Veterans  Administration 
may  become  Service  Fellows  of  the  Ameri- 
can Medical  Association  on  nomination  by 
their  chief  medical  officers  and  approval  by 
the  Judicial  Council.  Service  Fellows  are 
not  required  to  pay  Fellowship  dues  and  do 
not  receive  any  publication  of  the  Associa- 
tion except  by  personal  subscription. 

Question:  Must  a Service  Fellow  be  also 
a member  of  the  American  Medical  Associa- 
tion? 

Answer:  No.  Service  Fellowship  is  a 
special  category  of  Fellowship  established 
for  physicians  in  full-time  government  serv- 
ice, many  of  whom  are  not  eligible  for  mem- 
bership in  their  local  medical  societies. 
However,  a Service  Fellow  who  is  a member 
of  a local  medical  society  may  elect  to  pay 
American  Medical  Association  dues  for 
1950  and  thereby  continue  his  membership 
in  the  American  Medical  Association. 

Question:  What  action  is  taken  when 
there  is  failure  to  pay  American  Medical 
Association  membership  dues? 

Answer:  Members  who  are  delinquent  in 
the  payment  of  American  Medical  Associa- 
tion dues  for  one  year  and  who  failed  to 
pay  such  delinquent  dues  within  thirty  days 
after  receipt  of  notification  from  the  Sec- 
retary of  the  American  Medical  Association 
will  forfeit  membership  in  the  American 
Medical  Association.  Retention  of  member- 
ship in  the  local  and  state  medical  societies 
under  these  circumstances  will  depend  on 
the  local  action  of  those  societies. 


For  or  Against? 

BY  THURMAN  SENSING 
Ever  so  often  someone  will  say  to  us: 


“You  seem  to  be  against  things  all  the  time; 
why  don’t  you  find  something  to  be  for  once 
in  a while?” 

The  easiest  way  to  answer  this  comment 
is  in  the  Indian  manner  of  asking  another 
question : “Of  the  measures  now  being  pro- 
posed by  our  administration,  which  would 
you  suggest  that  we  support?” 

Sometimes,  in  my  own  case,  I relate  my 
interview  with  Professor  R.  A.  Havek,  at 
the  London  School  of  Economics,  while  I 
was  in  England  last  year.  Professor  Hayek 
is  the  author  of  that  rather  famous  book, 
“The  Road  to  Serfdom,”  and  is  a very  keen 
analyst  of  economic  and  political  conditions. 

I said : “Professor  Hayek,  I have  come 
over  here  to  get  the  real  facts  of  the  situa- 
tion. What  steps  have  been  taken  by  the 
Socialists  since  they  came  into  power  in 
Great  Britain  in  1945  that  we  would  do  well 
to  consider  in  the  United  States?” 

Professor  Hayek  thought  about  it  a min- 
ute, then  he  replied:  “I  don’t  know  of  one 
single  thing  they  have  done  that  you  should 
imitate  in  your  own  country.” 

The  analogy  here  is  very  plain. 

Actually,  however,  the  charge  that  we  are 
against  things  and  never  for  things  is  only 
a half-truth — and  very  clearly  so.  For  how 
can  you  be  against  something  and  not  be 
for  its  opposite?  If  one  is  against  sin,  sure- 
ly he  is  for  righteousness! 

The  fundamental  purpose  of  the  Southern 
States  Industrial  Council,  for  instance,  is 
to  promote  the  industrial  development  and 
the  economic  welfare  of  the  South,  in  what- 
ever ways  this  can  best  be  done.  This  is  a 
very  positive,  not  a negative,  program. 
Yet  experience  has  shown  us  that  the  great- 
er part  of  promotion  is  protection,  is  being 
against  those  things  which  would  prevent 
or  tear  down  the  welfare  of  the  South  and 
the  Nation.  Under  our  traditional  Ameri- 
can free  enterprise  system,  the  future  pros- 
perity of  the  South  is  pretty  well  assured, 
but  neither  the  South  nor  the  Nation  can 
prosper  if  we  do  not  oppose  those  things 
which  would  undermine  our  whole  philoso- 
phy of  government,  the  form  of  government 
under  which  we  have  lived  and  prospered 
these  past  160  years. 

So  we  are  for  things  and  we  are  against 
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things — and  we  cannot  see  how  it  could  be 
otherwise. 

We  are  for  individual  freedom,  and 
against  regimentation. 

We  are  for  a private  competitive  econo- 
my, and  against  collectivism. 

We  are  for  local  self-government,  and 
against  centralized  federal  govern- 
ment. 

We  are  for  balancing  the  budget  in  time 
of  peace,  and  against  deficit  financing. 

We  are  for  a systematic  plan  for  payment 
of  the  national  debt,  and  against  ignor- 
ing the  dangers  of  not  doing  so. 

We  are  for  the  right  of  labor  to  organize, 
and  against  industry-wide  bargaining 
and  labor  monopoly. 

We  are  for  a sound  agriculture,  and 
against  socialistic  governmental  co7i- 
trol. 

We  are  for  adequate  health  and  medical 
facilities,  and  against  socialized  medi- 
cine. 

We  are  for  adequate  educational  facili- 
ties, and  against  federal  aid  to  educa- 
tion. 

We  are  for  preserving  democracy 
throughout  the  world,  and.  against  sub- 
sidizing socialism  in  other  lands. 

We  are  for  individual  initiative,  and 
against  governmental  paternalism. 

One  of  the  great  fallacies  on  the  part  of 
too  many  people  in  this  country  right  now  is 
the  belief  that  they  can  take  a passive  atti- 
tude in  their  support  of  the  American  Way 
of  Life,  that  they  can  preserve  democracy 
by  giving  it  lip  service  only,  that  they  can 
buy  freedom  without  paying  the  price  of 
eternal  vigilance,  without  taking  a deter- 
mined and  vigorous  stand  against  those 
forces  which  always  stand  ready  to  deprive 
them  of  their  freedom  once  they  let  down 
the  guard. 


Medical  Abstract  Service 
Dear  Doctor  Hardy: 

We  feel  that  it  will  interest  you  to  know 
that  after  your  Journal  has  been  read  by 
our  Managing  Editor,  Mr.  T.  Arthur  Tur- 
ner, and  our  Supervising  Editor,  H.  Worley 
Kendell,  M.D.,  and  members  of  his  staff  af 
Illinois  Research  Hospitals,  our  copies  are 
being  put  to  very  good  use. 


They  are  being  passed  on  to  students  in 
medicine;  some  being  shipped  to  the  Phil- 
ippine Islands,  where  there  seems  to  be  a 
great  shortage  of  good  medical  literature  as 
represented  by  your  JOURNAL. 

Much  time  and  effort  are  put  into  the 
publication  of  your  informative  Journal, 
and  it  must  be  encouraging  to  know  that 
copies  of  your  Journal  are  not  shelved  but 
live  a full  life  of  service  furthering  medical 
education. 

Sincerely  yours, 

Physicians’  Record  Company 
Frank  M.  Kraman,  President 


More  Than  1,500,000  Candidates  for 
Disability  Benefits 
On  the  basis  of  statistics  compiled  by 
Public  Health  Service,  more  than  a million 
and  a half  Americans  fall  in  the  class  of 
potential  candidates  for  permanent  and  to- 
ted disability  benefits,  as  defined  in  H.  R. 
6,000.  Basis  for  the  statement  is  found  in 
Volume  65,  Number  6,  of  Public  Health 
Reports,  and  the  conclusion  is  confirmed  by 
Theodore  D.  Woolsey,  who  wrote  the  article. 
He  said  it  would  be  a fair  statement  to  say 
that  approximately  1,695,000  Americans 
“consider  themselves”  as  permanently  dis- 
abled. Mr.  Woolsey  believes  it  would  be 
inaccurate  to  say  that  these  people  actually 
are  in  the  permanently  disabled  class;  a 
cross  check  shows  that  an  undetermined 
number  of  them  have  done  some  work  dur- 
ing the  period  they  list  themselves  as  ill  or 
disabled.  However,  approximately  this 
number  of  patients  could  be  expected  even- 
tually to  apply  for  medical  certification 
should  permanent  and  total  disability  ben- 
efits be  set  up.  Thus,  when  A.  M.  A.  and 
other  witnesses  testified  in  the  last  weeks 
that  this  clause  threatened  to  strain  the 
relationship  between  physician  and  patient, 
they  were  referring  to  this  group  of  1,695,- 
000  citizens,  who  have  suffered  various  de- 
grees of  illness  or  disability  for  a number 
of  years.  The  Public  Health  statistics  are 
based  on  a door-to-door  survey  of  a scien- 
tifically established  cross  section.  Its  re- 
sults are  multiplied  to  get  an  approximation 
of  disability  rates  for  the  entire  population. 
The  figure  1,695,000  was  obtained  by  adding 
half  of  those  who  have  been  disabled  for 


April,  1950 


EDITORIAL 


131 


more  than  one  year  but  less  than  ten  years 
to  the  total  disabled  for  ten  years  or  more. 


Committee  Goes  into  Closed  Sessions 
ON  H.  R.  6,000 

After  three  more  days  of  hearing  wit- 
nesses, the  Senate  Finance  Committee  ad- 
journed open  hearings  on  H.  R.  6,000.  The 
committee  will  finish  its  work  on  the  bill  at 
closed  sessions.  It  has  passed  the  House. 
Since  hearings  started  January  17,  a hun- 
dred or  more  witnesses  have  put  several 
hundred  thousand  words  into  the  record.  A 
review  of  their  testimony  shows: 

1.  A preponderance  of  witnesses  favored 
extension  of  coverage  to  most  self-employed 
not  barred  by  constitutional  provision. 
(Professional  classes  are  not  included  in  the 
bill  as  written.) 

2.  A similar  preponderance  of  testimony 
favored  increased  benefits  and  contribu- 
tions. 

3.  A high  percentage  of  witnesses  made 
no  reference  to  the  disability  clause. 

4.  Among  those  who  did  testify  on  this 
point,  there  was  sharp  and  fundamental 
disagreement;  in  fact,  this  was  the  only 
major  issue  on  which  there  was  no  meeting 
of  minds  as  to  the  general  desirability. 

Those  who  touched  on  permanent  and  to- 
tal disability  in  the  last  week  included:  Sen- 
ator Long  of  Louisiana,  who  wanted  total 
disability  to  apply  to  those  so  handicapped 
as  to  be  unable  to  continue  in  their  own 
work.  Dr.  C.  Robert  Starks,  secretary  of 
the  Colorado  Osteopathic  Association,  who 
noted  the  possible  incentive  to  malingering , 
but  who  was  not  flatly  opposed  to  the  clause. 
Lowell  Whittet,  who  said  the  National  Re- 
tail Dry  Goods  Association  wished  to  regis- 
ter total  opposition  to  either  permanent  or 
temporary  disability  programs.  Lewis 
Meriam,  vice-president  of  Brookings  Insti- 
tution, who  urged  a straight  “pay-as-you- 
go”  system,  under  which  disabled  would 
receive  benefits  along  with  aged. 


The  American  Journal  of  Proctology 
This  Journal  is  the  official  publication  of 
the  International  Academy  of  Proctology 
and,  under  the  editorship  of  Dr.  Alfred  J. 
Cantor,  assisted  by  an  Editorial  Committee 


composed  of  Drs.  Earl  J.  Halligan,  William 
Lieberman,  Manuel  G.  Spiesman,  and  Hen- 
ry A.  Springer,  will  be  the  first  authorita- 
tive journal  on  Proctology  in  the  world. 

We  will  publish  original  articles  on  Proc- 
tology and  allied  subjects  as  well  as  the 
official  proceedings  of  the  scientific  sessions 
of  the  International  Academy  of  Proctology. 
In  addition,  we  will  carry  abstracts  of  cur- 
rent literature  and  book  reviews. 


Secretary’s  Newsletter,  Illinois 
State  Medical  Society 

In  the  First  Place — Cart  Yon  Vote? 

In  Russia  the  popular  vote  runs  90  per 
cent,  and  their  candidates  are  unanimously 
elected.  “Unanimous  votes”  at  the  polls  in 
this  country  are  unknown.  Let’s  keep  it 
that  way.  So  the  first  thing  that  should  be 
done  by  every  physician,  and  in  every  phy- 
sician’s home,  is  to  see  that  everyone  enti- 
tled to  vote  is  registered.  All  persons  eli- 
gible to  vote  must  be  registered!  Get  your 
family  and  your  friends  out.  The  Woman’s 
Auxiliary  can  be  asked  to  check  its  mem- 
bership to  see  that  all  wives  of  physicians 
can  go  to  the  polls. 

Reports  are  coming  in  from  various  areas 
in  the  state  of  Illinois  to  the  effect  that 
physicians,  dentists,  pharmacists,  and  oth- 
ers, acting  as  individuals,  have  formed  or 
are  joining  political  action  committees  with 
a view  to  energetic  participation  in  the  next 
election.  Such  activities  on  the  part  of  in- 
dividuals are  to  be  encouraged  in  all  parts 
of  Illinois. 

Participate  in  nonpartisan  get-out-the- 
vote  campaigns,  increase  the  registration  in 
your  area,  and  urge  everyone  to  cast  his 
vote. 

Mr.  Ewing  States — and  Dr.  Lull  Answers 

Mr.  Ewing : Our  campaign  plan  is  to  edu- 
cate each  of  the  3,000  Democratic  precinct 
committeemen  and  women  in  all  details  of 
the  National  Health  Insurance  Plan.  They 
will  explain  it  to  the  people. 

Dr.  Lull : We  will  have  to  carry  on  this 
fight  until  someone  is  licked.  It  is  false  to 
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ourselves  and  false  to  the  medical  profes- 
sion to  take  the  attitude  that  there  is  no 
need  to  continue  an  active  campaign. — 
Maryland  Neivsletter,  February,  1950. 

An  Illinois  Physician  Tells  Us: 

“The  last  several  months  1 have  written 
in  longhand  at  the  bottom  of  each  bill  I 
have  sent  out:  ‘Doctors’  bills  may  seem  pret- 
ty big  to  patients  sometimes — but  they’re 
easier  than  a four  per  cent  pay  roll  or  in- 
come tax  under  socialized  medicine.’  My 
observation  is  that  stickers  and  leaflets  are 
disregarded  by  patients,  but  it  seems  that 
a direct  note,  as  above,  or  perhaps  better 
worded,  makes  them  think.’’ 

A Vivid  Example! 

How  many  are  aware  that  only  eight 
functions  of  the  British  economy  are  na- 
tionalized, yet  the  country  is  totally  social- 
ized because  of  the  diminishing  scope  of 
these  basic  elements?  Neither  the  doctor, 
the  lawyer,  the  businessman,  nor  anyone 
else  can  successfully  oppose  socialism  on  a 
single  front.  They  must  fight  on  all  fronts. 

For  example,  we  are  engaged  in  the  edu- 
cation of  the  American  people  to  oppose 
compulsory  health  insurance,  but  are'  we 
helping  to  fight  federal  aid  to  education? 

What  are  you  doing  about  it? 

Annual  Meeting  Information 

Raymond  Moley,  on  the  editorial  staff  of 
Newsweek  Magazine,  will  be  the  speaker  at 
the  annual  dinner  on  Wednesday  evening, 
May  24.  The  dinner  will  honor  our  retiring 
president,  Walter  Stevenson,  of  Quincy,  and 
also  our  outstanding  general  practitioner, 
Dr.  Andy  Hall  of  Mount  Vernon. 

The  Oration  in  Medicine,  “Recent  Ad- 
vances in  Hematology,”  will  be  given  by 
Carl  Vernon  Moore,  Professor  of  Medicine, 
Washington  University  School  of  Medicine, 
St.  Louis,  Mo. 

The  Oration  in  Surgery  will  be  given  by 
an  Illinois  physician  for  the  first  time  in 
annual  meeting  history  for  many  years.  Dr. 
Raymond  W.  McNealy,  Associate  Professor 
of  Surgery,  Northwestern  University  Medi- 
cal School,  will  have  as  his  subject  “Half 
Way  Through.” 

The  Secretaries’  Conference  will  be  held 
Tuesday  night,  May  23.  The  officers  re- 
sponsible for  this  year’s  Illinois  “grass  roots 
get-together”  are:  H.  Kenneth  Scatliff, 


Chairman,  Chicago;  F.  Lee  Stone,  Vice- 
Chairman,  Chicago;  and  Max  Hirschfelder, 
Secretary,  Chicago. 

Special  notices  will  be  sent  to  all  county 
and  branch  societies.  Plan  to  attend  and 
bring  as  many  members  of  your  society  as 
possible.  Everyone  is  welcome,  and  you 
don’t  need  to  hold  a county  or  branch  society 
office  to  attend. 

Write  the  Chamber  of  Commerce  in 
Springfield  for  your  hotel  reservation  for 
May  23,  24,  25,  1950. 


AND  WE  QUOTE 


Antihistaminic  Drugs 

Over  the  radio  each  day  and  often  several 
times  daily,  listeners  are  urged  to  purchase 
the  new  antihistaminic  preparations,  and 
buy  particular  brands,  at  their  neighbor- 
hood drugstores.  All  these  preparations  are 
said  to  be  entirely  safe,  free  from  all  harm 
and  danger,  and  practically  certain  to  pre- 
vent and  to  cure  promptly  the  common  cold 
together  with  its  early  discomforts.  Empha- 
sis is  placed  on  the  fact  that  these  prepara- 
tions can  be  purchased  over  the  counter 
without  prescriptions. 

Says  the  New  England  Journal  of  Medi- 
cine in  part:1 

“Similar  advertisements  appear  in  the 
daily  newspapers  either  in  full-page  spreads 
or  in  layouts  of  only  slightly  more  modest 
proportions.  Several  such  advertisements 
by  different  manufacturers  or  distributors 
often  appear  in  the  same  issue  of  the  daily 
paper.  In  each  of  these  radio  commercials 
or  newspaper  advertisements,  the  listener 
or  reader  is  told  to  read  the  December  issue 
of  the  Reader’s  Digest  for  the  proof  of  their 
claims.  . . . 

“The  validity  of  the  claims  for  the  anti- 
histaminic drugs  as  cold  cures  has  been 
criticized  in  a brief  comment  that  appears 
in  the  December  10,  1949,  issue  of  the  Jour- 
nal of  the  American  Medical  Association. 
In  this  it  is  stated  that  the  Council  on  Phar- 
macy and  Chemistry  at  a recent  meeting 
warned  against  the  indiscriminate  use  of 
the  antihistaminic  substances,  which  are 
now  being  promoted  for  the  prevention  of 

’January  19,  1950,  p.  105. 
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colds  or  even  for  the  treatment  of  those 
suffering  from  colds.  The  Council,  in  con- 
trast to  the  Reader’s  Digest  authority,  is  not 
convinced  that  the  data  are  sufficient  to 
warrant  the  positive  statements  and  claims 
that  are  being  made.  The  Council  further 
warns  that  cases  have  been  reported  in 
which  users  of  these  drugs  became  drowsy 
and  even  fell  asleep  while  at  work  and,  occa- 
sionally, while  driving  cars  or  operating 
machinery.  The  Council  also  believes  that 
experience  with  these  substances  is  still  in- 
sufficient to  determine  whether  they  are 
harmless  when  used  over  long  periods  and 
indicates  that  the  amounts  taken  in  persist- 
ent colds  may  exceed  what  has  been  estab- 
lished as  normally  safe.  . . .” 

As  reported  in  the  daily  press,  the  Civil 
Aeronautics  Administration’s  medical  divi- 
sion has  issued  a warning  to  pilots  “to  be 
careful  about  operating  airplanes  after  us- 
ing antihistamine  drugs  in  treatment  of 
colds  . . . unless  they  were  certain  that  it 
would  cause  them  no  side-reaction,  such  as 
drowsiness  and  dizziness.  . . .”2  As  of  the 
same  date,  the  U.  S.  Food  and  Drug  Admin- 
istration has  ruled  “that  some  of  these 
drugs  are  safe  when  taken  in  recommended 
dosages,  and  they  are  now  on  general  sale 
under  various  trade  names.”  A few  sus- 
ceptible individuals  may  have  side-reactions, 
and  it  would  be  dangerous  for  such  individ- 
uals to  operate  aircraft  while  taking  such 
preparations. 

New  York  Medicine  comments  editorial- 
ly:3 

“The  dangers  to  children  of  the  new  anti- 
histaminic  type  drugs,  now  sold  openly  over 
the  drugstore  counter  without  a prescrip- 
tion of  a physician,  are  stressed  in  a new 
review  prepared  by  the  Special  Committee 
on  Child  Welfare  of  the  Medical  Society  of 
the  County  of  New  York. 

“The  Child  Welfare  Committee  experts 
warn  parents  that  these  new  antihistamine 
drugs  may  be  more  highly  toxic  to  children 
than  to  adults.  The  mere  fact  that  they  can 
be  sold  over  the  counter  like  a harmless 
drug  does  not  mean  that  they  should,  care- 
lessly, be  left  in  places  where  small  children 


2New  York  Herald  Tribune,  January  20,  1950. 

*New  York  Medicine,  Vol.  61,  No.  14,  February  5, 
1950. 


can  reach  them  and  swallow  them,  or  given 
to  children  in  a high  dosage  without  pre- 
scription. . . .” 

Three  instances  of  fatalities  in  children 
are  cited. 

We  agree  heartily  with  the  logical  ver- 
biage of  the  editors  of  the  Netu  England 
Journal  of  Medicine  in  condemning  the  sales 
promotion  methods  of  the  manufacturers  of 
these  preparations  directed  to  the  public. 

“Whatever  the  merits  of  antihistaminic 
agents  may  prove  to  be,  the  methods  used  in 
advertising  and  promoting  the  sales  of  these 
substances  are  certainly  to  be  decried.  Al- 
though these  ‘plugs’  may  not  be  quite  so 
revolting  to  radio  listeners  as  some  of  the 
commercials  addressed  to  young  women 
with  menstrual  discomforts,  they  represent 
unfortunate  exaggeration  and  distortion 
over  which  there  is  at  present  no  effective 
control.  Furthermore,  this  is  the  most 
striking  example  to  date  of  the  advertising- 
methods  of  manufacturers  and  promoters 
who  are  steadily  going  over  the  heads  of  the 
members  of  the  medical  profession  in  at- 
tempts essentially  to  force  physicians 
through  their  trumped-up  public  demand  to 
accept  remedies  before  their  usefulness  has 
been  adequately  substantiated  and  ill  effects 
determined  by  the  usual  slow  but  more  thor- 
ough and  critical  methods  of  clinical  investi- 
gation. 

“The  medical  profession  and  indeed  all 
thoughtful  persons  interested  in  the  health 
and  welfare  of  the  people  have  good  reason 
to  be  shocked  at  this  type  of  medical  adver- 
tising direct  to  the  public.  Meanwhile,  the 
promoters  of  these  methods  are  gloating 
over  the  rapid  results  they  are  getting,  and 
they  count  their  returns  in  the  millions.1 

Is  it  too  much  to  hope  that  in  the  course 
of  time  conscientious  manufacturers  of 
pharmaceutic  products  will  see  to  it  that 
such  abuses  of  publicity  by  a few  offenders 
are  discontinued?  It  would  be  an  outstand- 
ing public  service. — New  York  State  Jour- 
nal of  Medicine. 
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search  to  be  conducted  by  four  members  of 
the  faculty  of  the  University  of  Tennessee 
professional  schools  in  Memphis. 

Dr.  Donald  B.  Zilversmit,  instructor  in 
physiology,  was  awarded  $5,300  to  study 
the  “role  of  phospholipids  in  fat  utiliza- 
tion,” and  Dr.  Lester  Van  Biddlesworth, 
instructor  in  physiology,  was  granted  $3,- 
900  to  do  research  on  the  “role  of  radio- 
active cysteine  in  healing  trauma.” 

Dr.  R.  H.  Alden,  head  of  the  Department 
of  Microscopic  Anatomy,  was  granted 
$3,115  to  study  “the  development  and 
growth  characteristics  (cytological  and  his- 
tochemical)  of  trephoblast  tissue  in  the 
rat.” 

Dr.  John  L.  Wood,  associate  professor  of 
chemistry,  was  awarded  $4,000  to  study  the 
“role  of  sulfur  compounds  in  the  interme- 
diary metabolism  of  aromatic  hydrocar- 
bons.” 


Truman  Argument  Best  Against 
FEPC 

Washington,  January  31 — (AP) — A num- 
ber of  congressmen  received  in  the  mail  to- 
day penny  post  cards  saying: 

“The  best  argument  against  Mr.  Tru- 
man’s FEPC  is  his  own  blast  against  Drew 
Pearson — ‘no  S.O.B.  is  going  to  tell  me  who 
to  hire  or  fire.’  ” 

Representative  Gore  (Democrat,  Tennes- 
see), who  received  one  of  the  cards,  said  it 
bore  the  signature  of  E.  M.  Diggers,  Hous- 
ton, Texas. 


Cancer  Research  in  Mississippi 

The  University  of  Tennessee  College  of 
Medicine  in  Memphis  is  conducting  a series 
of  conferences  in  six  North  Mississippi  cit- 
ies to  help  practicing  physicians  diagnose 
certain  types  of  cancer. 

The  first  of  the  conferences  was  held  Feb- 
ruary 1 and  February  8 in  Columbus,  Mis- 
sissippi, Dr.  F.  L.  Roberts,  assistant  dean  of 
the  College  of  Medicine,  announced  recently. 

“The  University  is  anxious  to  help  the 
general  practitioner  be  on  the  alert  to  cer- 
tain forms  of  cancer  that  will  respond  to 
proper  treatment,  if  detected  in  time.”  Dr. 
Roberts  said. 

Eight  physicians  on  the  university’s  staff 
serve  as  instructors  for  the  conferences. 


They  are  Dr.  Harwell  Wilson,  chief  of  the 
College’s  Division  of  Surgery  and  surgeon 
in  chief  to  John  Gaston  Hospital;  Dr.  Rob- 
ert M.  Pool,  associate  professor  of  surgery; 
Dr.  Milton  Adams,  assistant  professor  of 
surgery;  Dr.  Morton  J.  Tendler,  associate 
professor  of  surgery;  Dr.  C.  E.  Gillespie, 
assistant  professor  of  surgery ; Dr.  Ralph 
R.  Braund,  associate  professor  of  surgery; 
Dr.  William  T.  Black,  Jr.,  instructor  in  ob- 
stetrics and  gynecology ; and  Dr.  Philip  C. 
Schreier,  associate  professor  of  obstetrics 
and  gynecology. 

The  Mississippi  Chapter  of  the  American 
Cancer  and  the  Mississippi  State  Medical 
Association  are  sponsoring  the  conference 
with  the  cooperation  of  the  University  of 
Mississippi. 

The  conferences  are  open  to  any  practic- 
ing physician  in  North  Mississippi.  A small 
fee  is  charged. 

Physicians  are  concentrating  their  efforts 
on  cancers  of  accessible  organs,  including 
the  mouth,  skin,  female  breast,  the  gastro- 
intestinal tract,  and  the  female  reproductive 
system. 

The  conferences  begin  at  2 :30  and  con- 
tinue until  dinner.  Following  dinner,  the 
physicians  meet  again  to  discuss  the  pathol- 
ogy of  cancer,  adjourning  about  9:00  P.M. 

Physicians  who  attend  the  conferences 
will  be  awarded  certificates  as  evidence  of 
attendance. 

A total  of  twenty-four  meetings  will  be 
held,  including  afternoon  and  night  meet- 
ings on  two  separate  days  at  each  of  the  six 
cities. 

Other  cities  and  the  dates  where  the  con- 
ferences will  be  held  are  Tupelo,  Miss., 
March  2 and  March  9 ; Oxford,  Miss.,  March 
16  and  March  23;  Clarksdale,  Miss.,  March 
30  and  April  6 ; Grenada,  Miss.,  April  12 
and  April  19 ; and  Greenwood,  Miss.,  April 
26  and  May  3. 


Survey  of  Physicians’  Incomes 
Chicago — Late  in  April  the  Bureau  of 
Medical  Economic  Research  of  the  Amer- 
ican Medical  Association  and  the  Office  of 
Business  Economics  of  the  U.  S.  Depart- 
ment of  Commerce  will  jointly  conduct  a 
survey  of  physicians’  incomes. 

The  Bureau  has  been  authorized  by  the 
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A.  M.  A.  Board  of  Trustees  to  cooperate  in 
this  survey,  which  the  Department  of  Com- 
merce had  planned  to  conduct  alone.  It  will 
be  the  first  full-scale  survey  by  the  depart- 
ment of  physicians’  incomes  since  1941. 

An  analysis  of  the  results  will  be  pub- 
lished by  the  Department  of  Commerce  next 
fall  in  its  monthly  publication  “Survey  of 
Current  Business.”  Its  August,  1949,  and 
January,  1950,  issues  had  published  similar 
analyses  of  surveys  of  incomes  of  dentists 
and  lawyers,  respectively,  made  jointly  with 
the  American  Dental  Association  and  the 
American  Bar  Association. 

There  is  evidence  that  the  national  aver- 
ages in  some  surveys  have  been  too  high 
because  physicians  who  do  not  have  book- 
keepers to  fill  out  questionnaires  do  not  re- 
ply in  sufficient  numbers.  Accordingly,  the 
Bureau  emphasizes  the  importance  of  all 
doctors,  especially  those  with  a relatively 
small  practice,  filling  out  the  questionnaires. 

Accurate  postwar  data  on  physicians’  in- 
comes is  badly  needed  in  order  to  develop 
better  estimates  of  how  much  the  American 
people  pay  to  physicians. 

Every  physician  can  be  assured  that  the 
survey  has  no  relation  whatever  to  the 
operations  of  the  U.  S.  Bureau  of  Internal 
Revenue.  There  is  no  way  by  which  the 
Department  of  Commerce  could  have  ob- 
tained the  needed  information  from  the  Bu- 
reau of  Internal  Revenue;  hence,  the  ques- 
tionnaire survey. 

There  will  be  two  questionnaire  forms. 
The  Bureau  of  Medical  Economic  Research 
helped  to  design  these.  A short  form  will 
request  income  data  for  1949  only.  A long- 
form  questionnaire  will  cover  the  years 
1945  through  1949.  All  are  to  be  returned 
unsigned  in  franked  envelopes. 

The  punch  card  files  of  the  Bureau  of 
Medical  Economic  Research  contain  the 
names  of  about  200,000  physicians.  The 
survey  will  cover  125.000  of  these,  or  62V2 
per  cent  of  the  total.  Selection  will  be  by 
a formula  which  eliminates  any  partiality. 

A short  form  will  be  sent  once  only  to  ev- 
ery other  name  in  the  file.  Of  the  remaining 

100.000  names,  every  fourth  will  be  selected. 
To  these  will  go  10,000  short  forms  and 

15.000  long  forms,  with  this  distinction — 
the  return  franked  envelopes  will  carry  a 
code  number  which  will  identify  the  physi- 


cian to  the  Bureau  of  Medical  Economic 
Research  alone.  All  of  the  addressing  will 
be  done  in  the  headquarters  of  the  A.  M.  A. 

The  sole  purpose  of  the  code  number  is 
to  enable  the  Bureau  of  Medical  Economic 
Research  to  address  a follow-up  letter  to 
those  not  replying  to  the  first  request. 
Physicians  need  have  no  suspicion  about  the 
code  number,  because  when  the  reply  is  re- 
ceived, the  questionnaire  will  be  separated 
immediately  from  the  envelope  and  the 
identity  will  be  lost. 

Physicians  will  be  doing  the  medical  pro- 
fession a service  by  filling  out  the  forms  and 
returning  them  as  soon  as  possible. 


Cjtes  Desirability  of  Breast  Feeding 
for  Babies 

Chicago. — Most  mothers  can  give  their 
babies  the  nutritional  and  emotional  bene- 
fits of  breast  feeding,  a doctor  who  made  a 
study  of  methods  of  breast  feeding  reports. 

Various  demonstrations  have  proved  con- 
vincingly that  almost  any  mother  who 
wants  to  can  breast  feed  her  baby  as  long 
as  she  and  her  doctor  desire,  says  Dr.  Frank 
Howard  Richardson  of  Asheville,  N.  C.,  and 
the  Children’s  Clinic,  Black  Mountain,  N. 
C.,  in  the  current  (March  25)  Journal  of 
the  American  Medical  Association. 

Breast  feeding  has  been  shown  to  reduce 
mortality  and  sickness  percentages,  enhance 
immunity  to  gastrointestinal  and  respira- 
tory diseases  and  contribute  emotional  ben- 
efits claimed  by  psychologists  for  mother 
and  baby  alike.  Dr.  Richardson  points  out. 


Find  Ethyl  Alcohol  Unsatisfactory 
Disinfectant  for  Wounds 

Chicago. — Ethyl  alcohol,  the  ordinary  al- 
cohol of  commerce  and  pharmacy,  should 
not  be  used  as  a disinfectant  in  wounds  or 
on  raw  surfaces  of  injured  areas,  according 
to  a Salt  Lake  City  doctor  who  made  a study 
of  the  substance. 

The  antibacterial  action  of  ethyl  alcohol 
is  neutralized  by  proteins  present  in  the 
wound,  says  Dr.  Philip  B.  Price  of  the 
University  of  Utah  College  of  Medicine. 
Dr.  Price’s  report  appears  in  the  March 
issue  of  Archives  of  Surgery,  published  by 
the  American  Medical  Association. 

Further,  the  alcohol  is  painful,  injures 
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wound  tissues,  and  delays  wound  healing, 
Dr.  Price  points  out. 

Simple  solutions  of  ethyl  alcohol  are  not 
satisfactory  agents  for  cold  sterilization  of 
surgical  instruments,  Dr.  Price  also  found. 

Seventy  per  cent  alcohol  (by  weight)  in 
water,  however,  is  still  believed  to  be  the 
“solution  of  choice”  for  disinfection  of  the 
skin,  he  says.  On  healthy  skin,  this  solu- 
tion is  powerfully  destructive  to  germs  and 
harmless  to  the  body. 


Medicine’s  Role  in  Civil  Defense  to  Be 
Discussed 

Chicago. — The  role  of  medicine  in  a na- 
tion-wide civil  defense  program  will  be  dis- 
cussed at  the  semiannual  meeting  of  the 
Council  on  National  Emergency  Medical 
Service  of  the  American  Medical  Associa- 
tion May  6. 

The  meeting,  to  be  held  in  the  A.  M.  A. 
headquarters,  535  North  Dearborn  Street, 
Chicago,  will  be  attended  by  representatives 
of  state  and  territorial  medical  associations, 
according  to  Dr.  Robert  M.  Hall,  Chicago, 
Council  secretary. 

A tentative  agenda  calls  for  discussions, 
with  recognized  authorities,  of  various  civil 
defense  aspects  of  atomic,  chemical,  and 
psychological  warfare,  and  the  presentation 
of  experiences  of  states  and  communities 
that  already  have  developed  programs  to 
cope  with  disasters  of  all  types.  Among 
states  which  have  progressed  in  that  direc- 
tion is  Maine.  Its  program  and  that  of 
others  will  be  discussed  in  round-table  fo- 
rums. 

Also  to  be  considered  are  the  Atomic  En- 
ergy Commission’s  program  for  the  indoc- 
trination of  the  entire  physician  population 
in  the  medical  aspects  of  atomic  warfare 
and  the  implementation  of  this  program  by 
the  various  medical  societies. 

The  civil  defense  problems  facing  both 
urban  and  rural  areas  will  be  outlined. 


COMMITTEE  ON  TRAUMA 
AMERICAN  COLLEGE  OF  SURGEONS 

The  Care  of  Hand  Injuries* 

V — Fractures  and  Dislocations 

I.  Protection  of  the  Hand  (Abstract  of  Ar- 
ticle I) 


The  first-aid  care  of  wounds  of  the  hand 
is  directed  fundamentally  at  protection.  It 
should  provide  protection  from  infection, 
from  added  injury,  and  from  future  disa- 
bility and  deformity.  The  best  first-aid 
management  consists  in  the  application  of 
a sterile  protective  dressing,  a firm  com- 
pression bandage,  and  immobilization  by 
splinting  in  the  position  of  function. f No 
attempt  should  be  made  to  examine,  cleanse, 
or  treat  the  wound  until  operating  room 
facilities  are  available. 

II.  Requirements  of  Early  Definitive  Treat- 
ment (Abstract  of  Article  II) 

Early  definitive  care  requires  thorough 
evaluation  of  the  injury  with  respect  to  its 
cause,  time  of  occurrence,  status  as  regards 
infection,  nature  of  first-aid  treatment,  and 
appraisal  of  structural  damage.  For  under- 
taking definitive  treatment,  the  conditions 
required  are  a well-equipped  operating 
room,  good  lighting,  adequate  instruments, 
sufficient  assistance,  complete  anesthesia, 
and  a bloodless  field.  Treatment  itself  con- 
sists of  aseptic  cleansing  of  the  wound,  re- 
moval of  devitalized  tissue  and  foreign  ma- 
terial (exercising  strict  conservation  of  all 
viable  tissue),  complete  hemostasis,  the 
repair  of  injured  structures,  protecting 
nerves,  bones,  and  tendons,  and  providing 
maximum  skin  coverage  and  the  application 
of  firm  protective  dressing  to  maintain  the 
optimum  position.  After-treatment  con- 
sists of  protection,  rest,  and  elevation  dur- 
ing healing,  and  early  restoration  of  func- 
tion by  directed  active  motion. 

III.  Surface  Injuries  (Previously  circulat- 
ed) 

IV.  Lacerated  Wounds  (Previously  circu- 
lated) 

V.  Fractures  and  Dislocations 

The  purposes  of  treatment  of  closed  frac- 
tures and  dislocations  of  the  bones  of  the 
hand  are: 


*Note:  This  is  the  fifth  of  a series  of  articles  on 
“The  Care  of  Hand  Injuries.”  This  material  is 
prepared  by  the  American  Society  for  Surgery  of 
the  Hand  and  is  distributed  by  the  Committee  on 
Trauma,  American  College  of  Surgeons,  through  its 
Regional  Committees. 

•(Position  of  function  or  position  of  grasp:  wrist 
hyperextended  in  cock-up  position,  fingers  in  mid- 
flexion and  separated,  thumb  abducted,  slightly  for- 
ward from  hand  and  slightly  flexed. 
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1.  Protection  of  the  injured  bony  struc- 
tures from  further  displacement  and  avoid- 
ance of  added  damage  to  soft  parts. 

2.  Restoration  of  normal  relations  of  the 
bony  structures. 

3.  Maintenance  of  the  corrected  relation 
of  the  bones  to  permit  healing,  at  the  same 
time  avoiding  stiffening  in  position  of  non- 
function. 

4.  Restoration  of  function. 

These  objectives  are  sought  in  the  various 
stages  of  treatment. 

1.  First-aid  treatment. 

(1)  Avoid  manipulation  or  attempts  at 
reduction  until  skilled  attention  is  available 
and  accurate  diagnosis  has  been  made. 

(2)  Prompt  protection  of  the  hand  by 
complete  immobilization  in  the  position  of 
function  pending  definitive  treatment. 

2.  Definitive  treatment. 

When  proper  skill  and  facilities  are  avail- 
able, this  consists  of : 

(1)  Diagnosis  by  means  of 

(a)  Inspection  to  determine  swelling,  ec- 
chemyosis,  deformity,  loss  of  function. 

(b)  Palpation,  gently  employed,  to  dis- 
cover bony  irregularity,  point  of  maximum 
tenderness,  referred  pain.  This  sign  is  of 
importance  in  discovering  fractures  of  the 
long  bones,  particularly  where  deformity 
may  not  exist  or  is  concealed  by  swelling. 
Gentle  pressure  in  the  line  of  axis  of  the 
long  bone  will  result  in  pain  at  the  fracture 
site. 

(c)  X-ray  examination.  Obligatory 
where  fracture  or  dislocation  is  suspected. 
Injuries  in  the  region  of  the  carpus  require 
not  only  antero-posterior  and  lateral  views, 
but  two  or  more  oblique  views  in  addition. 
Fractures  of  the  carpal  bones  frequently 
fail  to  show  in  antero-posterior  and  lateral 
views. 

(2)  Reduction.  Restoration  of  normal 
position  of  bony  structures  should  be  se- 
cured at  the  earliest  possible  time  by : 

(a)  Manipulation. 

Whether  reducing  a fracture  or  a dislo- 
cation, full  relaxation,  preferably  under 
general  anesthesia,  is  desirable.  Manual 
traction,  pressure,  and  moulding  should  be 
gentle  and  deliberate  to  avoid  further  soft- 
part  injury. 

When  attempts  at  reduction  by  manipula- 


tion are  not  promptly  successful  under  these 
conditions,  they  should  be  abandoned  in  fa- 
vor of  open  (operative)  replacement.  Dis- 
location at  the  metacarpophalangeal  joint 
of  the  thumb  will  almost  invariably  require 
open  reduction. 

(b)  Skeletal  control. 

To  maintain  reduction,  particularly  of 
oblique  or  comminuted  fractures  of  pha- 
langes or  metacarpals  or  fractures  into 
joints,  control  by  skeletal  fixation  may  be 
required.  This  may  be  applied  by  means  of 
a length  of  thin  Kirschner  wire  inserted 
transversely  through  the  distal  end  of  the 
fractured  bone  or  through  the  terminal  pha- 
lanx of  the  finger.  The  hand  and  injured 
finger  or  fingers  should  be  supported  in  the 
position  of  function  on  a palmar  moulded 
curved  form  or  ball  splint.  This  alone  will 
ordinarily  suffice  to  maintain  proper  posi- 
tion after  reduction  by  manipulation.  When 
control  by  skeletal  fixation  is  required  for 
maintenance  of  reduction,  the  transfixing 
wire  may  be  connected  to  this  splint  on  its 
palmar  aspect  or  to  a projecting  frame,  at 
or  above  the  wrist  level,  by  elastic  bands. 
Fixation  or  traction  by  means  of  a hole  in 
the  finger  nail,  or  by  adhesive  applied  to  the 
finger,  or  by  woven  constricting  device,  is 
not  satisfactory.  Continued  straight  trac- 
tion on  the  fingers  in  the  extended  position 
is  to  be  avoided. 

(c)  Open  reduction. 

When  manipulation  fails  to  produce  satis- 
factory reduction,  open  operative  reduction 
is  to  be  employed.  This  requires  careful 
preliminary  skin  preparation  and  should  be 
carried  out  under  optimum  operating  condi- 
tions as  described  in  II  (Requirements  of 
Early  Definitive  Treatment). 

3.  Maintenance  of  reduction. 

Immobilization  of  bony  injury  following 
reduction  should : 

(1)  Be  secured  with  firm,  even  pressure 
bandaging,  permitting  no  motion  at  site  of 
injury. 

(2)  Be  nonconstricting,  not  interfering 
with  circulation. 

(3)  Be  comfortable,  causing  no  excess 
pressure. 

(4)  Preserve,  as  far  as  possible,  the  posi- 
tion of  function,  taking  into  account  the 
normal  concavities  of  the  palmar  surface  of 
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the  skeletal  structure  (arches  of  the  hand) 
and  flexor  surface  curves  of  the  phalanges. 
(Wrist  in  thirty  degree  dorsiflexion,  meta- 
carpophalangeal and  distal  interphalangeal 
joints  in  forty-five  degree  flexion,  and  mid- 
dle interphalangeal  joint  in  ninety  degree 
flexion.)  Flat  splinting  is  to  be  condemned. 

(5)  Leave  free  to  move  all  joints  whose 
motion  will  not  jeopardize  position  and 
healing.  During  immobilization,  active  mo- 
tion of  all  joints  not  necessarily  confined  is 
to  be  encouraged. 

Immobilization  may  be  accomplished  by : 

(1)  Splinting  or  plaster  casting,  applied 
as  described  in  2 (2)  Reduction. 

(2)  Internal  fixation.  Kirschner  wires 
may  be  employed,  following  either  open  or 
closed  reduction,  as  axial  intramedullary 
splints  for  individual  long  bones  (not  to 
protjrude  into  a joint)  ; as  transversely  in- 
troduced fixation  pins  passing  through  ad- 
jacent bones  to  secure  the  fragments  of  met- 
acarpal fractures;  as  penetrating  fixation 
for  fragments  of  carpal  fractures. 

Wiring  or  plating  of  fractures  of  the 
bones  of  the  hand  is  generally  unsatisfac- 
tory. 

During  the  early  period  of  immobiliza- 
tion, elevation  of  the  hand  is  desirable.  Im- 
mobilization of  the  injury  should  be  con- 
sistent and  continuous  until  healing  and 
firm  union  have  been  established. 

Healing  of  ligamentous  injuries  accom- 
panying dislocations  requires  two  weeks  of 
immobilization  following  reduction. 

Healing  of  fractures  of  the  long  bones 
requires  immobilization  for  three  to  five 
weeks. 

Healing  of  carpal  bone  fractures  requires 
twelve  to  fourteen  weeks’  immobilization. 
Fractures  of  the  navicular  may  require  four 
months  to  unite.  If  immobilized  consist- 
ently for  this  length  of  time,  most  of  these 
fractures  will  not  require  surgical  interven- 
tion. 

4.  Restoration  of  function. 

During  the  healing  process,  all  joints  not 
necessarily  immobilized  should  be  freely 
moved  to  activate  their  controlling  muscles 
and  their  use  by  the  patient  encouraged. 

Following  establishment  of  healing  or 
firm  union,  restoration  of  function  is  se- 
cured by  directed  active  motion,  particular- 


ly through  the  means  of  exercise  and  occu- 
pational therapy. 


MEDICAL  SOCIETIES 


Davidson  County: 

March  21 : Senator  Lester  C.  Hunt  (Dem- 
ocrat, Wyoming),  was  the  guest  speaker. 
Senator  Hunt  is  a Dentist  and  is  the  sponsor 
of  a Health  Insurance  bill  which  he  offers 
as  a counterproposal  to  the  Wagner-Mur- 
ray-Dingell  Plan. 

March  28 : Members  of  the  Society  were 
dinner  guests  of  Dr.  O.  S.  Hauk  at  the  Cen- 
tral State  Hospital.  The  scientific  program 
following  dinner  was  presented  by  Dr.  Hauk 
and  his  associates. 

April  4:  Dr.  Ivan  W.  Brown,  Jr.,  Durham, 
North  Carolina,  was  a guest  of  the  Society. 
“Recent  Advances  in  Blood  Transfusion 
Therapy”  was  the  subject  of  his  address. 


Knox  County: 

March  14 : “Recent  Advances  in  the 
Treatment  of  Alcoholism,”  by  Dr.  Herbert 
L.  Pope.  Discussion  by  Drs.  Fred  Dupree 
and  W.  Laney  Whitehurst. 

March  28:  “The  Problem  of  Duodenal 
Diverticulae,”  by  Dr.  A.  B.  Harwell.  Dis- 
cussion by  Dr.  Dewey  Peters. 


Robertson  County: 

The  Robertson  County  Medical-Dental 
Association  had  its  regular  meeting  on 
March  14,  1950,  with  the  following  present : 
Drs.  J.  E.  Wilkison,  R.  L.  Mathews,  John 
Jackson,  A.  R.  Kempf,  John  S.  Freeman, 
L.  W.  Doss,  W.  R.  Goodman,  and  J.  E. 
Swann.  Visitors  were  Drs.  Charles  E. 
Haines  and  John  R.  Glover  of  Nashville. 

Dr.  Charles  E.  Haines  read  a paper  on 
“Infections  of  the  Urinary  Tract  in  Preg- 
nancy.” 

John  R.  Freeman,  M.D.,  Secretary. 


DOCTOR  WANTED 


The  town  of  Hartsville  and  county  of 
Trousdale  need  another  doctor  very  badly. 
We  are  in  desperate  straits  for  medical 
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attention  here  because  one  of  our  doctors 
is  in  bad  health  and  the  other  is  getting 
along  in  years  and  lives  in  Smith  County, 
but  comes  here  only  for  certain  office  hours. 

Several  of  our  local  clubs  will  undertake 
to  build  an  office  or  small  clinic  for  the  right 
doctor  who  would  come  here  to  practice. 
If  there  is  some  young  fellow  in  school  or 
taking  his  internship  who  needs  financial 
assistance  to  finish,  we  will  furnish  that  on 
a promise  to  come  here  to  do  general  prac- 
tice. 

If  you  can  be  of  help  to  us,  we  would 
appreciate  it,  and  a committee  will  call  on 
you  if  you  desire. 

James  Donoho 

Hartsville,  Tenn. 
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CARDIOLOGY 

By  J,  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


The  Effects  of  the  Administration  of  Cortisone  and 
ACTH  on  Patients  with  Acute  Rheumatic  Fever. 
Arlie  R.  Barnes  and  Harry  L.  Smith,  Rochester, 
Minn.  Modern  Concepts  of  Cardiovascular  Dis- 
ease, Vol.  19,  No.  2,  pp.  59-60,  February,  1950. 
Since  the  report  last  year  of  administration  of 
cortisone  and  ACTH  in  patients  suffering  from 
rheumatoid  arthritis,  these  two  drugs  have  been 
tried  on  a large  number  of  associated  diseases. 
This  report  deals  with  the  effects  of  cortisone  on 
five  patients  with  acute  rheumatic  fever.  Its  effect 
on  one  patient  is  reported  in  some  detail,  and  a 
summary  follows : 

Girl,  fifteen  years  of  age,  in  her  first  attack  of 
rheumatic  fever.  She  was  given  injections  of  100 
milligrams  of  cortisone  twice  daily  for  ten  days, 
then  100  milligrams  daily  for  the  next  eleven 
days,  then  50  milligrams  daily  for  three  days,  then 
100  milligrams  daily  for  eleven  days,  after  which 
treatment  was  stopped.  The  fever  disappeared 
three  days  after  the  beginning  of  treatment.  The 
exquisitely,  tender,  painful  joints  became  symptom 
free  in  three  and  one  half  days,  the  heart  rate 
dropped  from  122  to  60  in  three  and  one-half  days, 
PR  interval  in  the  electrocardiogram  decreased 
from  .24  to  .16  in  eight  and  one-half  days,  and 
sedimentation  rate  dropped  from  114  to  17  milli- 
meters in  one  hour  (Westergren  method)  after 
nineteen  days.  There  was  no  exacerbation  of  joint 
symptoms,  no  return  of  fever,  and  the  patient  felt 
well.  Sedimentation  rate  rose  spontaneously  about 


two  to  four  weeks  after  cessation  of  treatment,  but 
it  dropped  again  spontaneously.  This  patient  has 
remained  symptom  free  since  that  time,  approxi- 
mately one  year). 

In  all  patients  the  PR  interval  became  normal  in 
approximately  eight  days,  except  in  one  case  in 
which  there  was  previous,  severe,  organic  heart 
disease  with  aortic  insufficiency. 

The  effects  of  the  administration  of  ACTH  on 
four  additional  patients  with  acute  rheumatic  fever 
have  showed  similar  results. 

Some  side  effects  of  cortisone  and  ACTH  were 
noted.  They  were  rapid  gain  in  weight,  stimulation 
of  growth  of  hair  on  the  face,  an  accentuation  of 
any  previous  tendency  to  acne  vulgaris,  develop- 
ment of  striae  over  the  buttocks  in  several  patients, 
and  suppression  of  menstruation.  All  these  mani- 
festations became  less  marked  after  the  cessation  of 
treatment  for  several  weeks. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
64S  Doctors  Building,  Nashville 


The  Dating  of  Ovulation  and  Other  Ovarian  Crises 
by  Histological  Examination  in  Comparison  with 
the  Farris  Test.  George  W.  Corner,  Sr.,  M.D., 
Edmond  J.  Farris,  M.D.,  and  George  W.  Corner, 
Jr.,  M.D.,  Baltimore,  Md.  American  Journal  of 
Obstetrics  and  Gynecology,  Vol.  59,  No.  3,  pp. 
514-527,  March,  1950. 

The  observations  in  this  paper  represent  the 
study  of  thirty-nine  cases  in  which  a test  for  ovu- 
lation by  the  method  of  Farris  was  done  upon 
women  who  were  about  to  be  subjected  to  surgical 
exploration  of  the  pelvis  for  therapeutic  reasons, 
so  that  the  occurrence  of  ovulation  could  be  verified 
directly  and  its  time  in  the  cycle  estimated  by  ex- 
amination of  ovarian  and  endometrial  tissues  re- 
moved at  operation.  The  primary  purpose  of  the 
study  was  to  evaluate  the  Farris  test,  but,  the 
authors  point  out,  it  was  actually  a test  of  agree- 
ment of  information  gained  by  the  several  methods 
rather  than  a check  upon  a single  method.  Readers 
will  perceive  that  the  degree  of  congruence  was 
found  to  be  considerable,  and  that  even  certain 
discrepent  cases  proved  in  the  end  to  yield  signifi- 
cant information.  The  women  were  patients  at 
the  University  of  Pennsylvania  Hospital  and  at  the 
Graduate  Hospital  of  Philadelphia.  The  techniques 
of  the  test  is  described.  In  the  thirty-nine  women, 
the  urinary  rat  test  for  ovulation  was  done,  and 
the  date  of  ovulation  was  estimated  subsequently 
by  histological  examination  of  the  ovaries  and  en- 
dometria  obtained  at  operation.  In  twenty-six  of 
the  cases,  the  dating  by  the  test,  and  by  histological 
examination,  agreed  within  one  day  or  with  a dif- 
ference of  only  one  day.  In  four  cases  there  were 
differences  of  two,  three,  or  four  days.  The  fre- 
quency distribution  of  ovulation  in  the  cycle  re- 
sembled closely  that  found  by  various  other  methods 
of  estimating  the  time  of  ovulation.  Ovulation  oc- 
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curred  between  days  eight  and  twenty  of  the  cycle, 
most  frequently  from  days  eleven  to  fourteen,  with 
the  peak  on  day  thirteen.  In  three  cases  the  test 
agreed  with  the  evidence  from  the  ovaries  and 
endometrium  that  ovulation  had  not  occurred. 
These  results  show  that  the  urinary  rat  test  indi- 
cates the  time  of  ovulation  in  a high  proportion  of 
cases  with  sufficient  accuracy  for  clinical  use,  and 
that  the  frequency  distribution  of  ovulation  re- 
vealed by  it  in  larger  series  of  cases  will  be  statis- 
tically valid.  In  six  cases  there  was  a positive 
test  in  the  absence  of  ovulation.  In  each  of  these 
cases  one  ovary  contained  a large  follicle  which  had 
begun  to  retrogress  shortly  before  the  time  at 
which  ovulation  would  normally  have  occurred, 
characterized  by  changes  in  the  granulosa  ranging 
from  cessation  of  mitotic  activity  to  extensive 
breakdown,  and  by  “luteinization”  and  sometimes 
vascular  engorgement  of  the  theca  interna.  This 
form  of  follicular  artesia  with  onset  just  before 
ovulation  presumably  constitutes  a pathological 
entity. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Research  in  Disability  Evaluation.  F.  A.  Helle- 

brandt.  Journal  of  Rehabilitation,  Vol.  16,  No. 

4,  March-April,  1950. 

The  author,  who  is  Director  of  the  Baruch  Center 
of  Physical  Medicine  and  Rehabilitation  at  the 
Medical  College  of  Virginia,  discusses  the  progress 
made  in  studies  conducted  by  the  Division  of  Clin- 
ical Research.  Jobs  and  occupations  pursued  by 
man  require  an  infinite  variety  of  abilities,  apt- 
itudes, and  skills.  Experience  has  shown  that 
physical  disability  is  not  a job  handicap  when  the 
physical,  mental,  and  emotional  capacities  of  the 
marginal  worker  are  matched  accurately  to  the 
physical  demands  of  the  job  he  is  expected  to  per- 
form. Selective  placement  has  been  made  possible 
through  this  matching  of  demands  and  capacities, 
and  basically  the  problem  is  biological  as  it  con- 
cerns the  functional  competency  of  living  tissues 
and  organ  systems. 

In  the  absence  of  the  will  to  work,  the  most  per- 
fect physical  machine  may  be  less  effective  than  the 
handicapped  one  driven  by  the  worker  inured  to 
the  stress  of  disability  or  disease. 

Information  is  on  hand  as  to  what  a man  does  on 
a job,  and  time  and  motion  studies  have  showed 
how  these  objectives  are  accomplished.  The  physi- 
cal demands,  however,  are  left  to  the  judgment  of 
the  examining  physician.  Strength,  power,  endur- 
ance, coordination,  reaction  time,  speed,  agility,  ac- 
curacy, balance,  and  rhythm  are  all  measurable  con- 
stituents of  job  fitness.  Human  research  is  not  sim- 
ple, for  man  is  unpredictable  in  his  behavior.  To  be 
effective,  such  studies  require  interested  subjects 
controlled  testing  conditions,  and  specialized  tools 


in  the  hands  of  informed  observers.  Restoration  of 
the  whole  man  to  the  fullest  possible  usefulness  has 
been  the  theme  of  the  treatment  program  of  modern 
physical  medicine  and  rehabilitation.  If  the  latter 
two  fields  do  not  evaluate  residual  capacities  in 
terms  of  vocational  potential,  they  fail  in  one  of 
the  basic  aspects  of  their  missions. 

Studies  at  the  Medical  College  of  Virginia  have 
been  conducted  during  the  past  three  and  one- 
half  years,  and  activities  have  been  directed  to- 
ward the  practical  problems  in  this  area.  As  an 
example  of  a field  study,  there  are  the  adjustment 
problems  of  the  amputee  wherein  objective  criteria 
to  be  utilized  for  purposes  of  disability  evaluation 
include  the  location  of  the  center  of  gravity  of  the 
body  as  a whole,  stance  stability,  and  postural  align- 
ment. These  are  criteria  that  must  be  introduced 
for  complete  rehabilitation  of  the  amputee. 

A second  series  of  studies  to  be  reviewed  was 
concerned  with  the  ways  and  means  of  expediting 
physical  restoration  when  this  is  dependent  on 
volitional  effort.  An  accidental  observation  in  1946 
showed  that  unilateral  exercise  of  the  heavy  resist- 
ance type  was  associated  with  an  apparent  develop- 
ment of  increased  strength  in  the  unexercised  con- 
tralateral limb,  known  as  “cross  education.”  The 
possibility  of  utilizing  this  phenomenon  therapeu- 
tically in  rehabilitation  of  the  disabled  has  led  to 
a search  for  particular  combinations  of  movements 
of  value  in  physical  restoration.  If  the  will  to 
make  an  “all-out”  effort  is  the  block  to  effective 
rehabilitation,  it  might  be  possible  to  elicit  en- 
hanced performance  reflexly  and  thus  break  up  the 
pattern  of  response  which  has  delayed  functional 
restoration. 

The  application  of  ergography  for  vocational  re- 
habilitation purposes  has  been  introduced  with  the 
recording  of  the  mechanical  work  done  when  the 
tension  produced  by  muscle  contraction  sets  in  mo- 
tion levers  composed  of  articulated  bones. 

A rational  therapeutic  program  cannot  be  for- 
mulated without  first  assessing  the  initial  status, 
innate  capacities,  and  motor  educability  of  the  pa- 
tient. From  a moral  point  of  view  nothing  spurs 
an  intelligent  man  more  than  objective  evidence  of 
progress  when  he  is  sincerely  desirous  of  going 
back  to  work,  and  even  the  uninterested  may  be 
unconsciously  stimulated  by  such  a goal  setting. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Penetration  of  Aureomycin  into  the  Eye.  Andrew 
deRotth.  American  Journal  of  Ophthalmology, 
March,  1950. 

Experiments  were  carried  out  to  ascertain  the 
penetrability  of  aureomycin  into  the  normal  rabbit 
eye,  with  the  following  results:  (1)  After  corneal 
bath,  no  aureomycin  was  detected  in  the  aqueous. 
(2)  Iontophoresis  and  subconjunctival  injection 


April,  1950 


BOOK  REVIEW 


141 


produced  low  levels  in  the  aqueous.  Iontophoresis 
was  fairly  well  tolerated  by  the  eye,  but  subcon- 
junctival injection  was  irritating  to  such  an  extent 
that  it  was  considered  contraindicated.  (3)  Aureo- 
mycin  did  not  penetrate  into  the  eye  when  given 
orally  or  intramuscularly.  (4)  The  cornea,  sclera, 
iris  and  ciliary  body,  aqueous,  vitreous,  and  spinal 
fluid  showed  appreciable  concentrations  of  aureo- 
mycin  when  large  amounts  were  given  intrave- 
nously. 

As  compared  with  other  antibiotics,  aureomycin 
is  more  irritating  and  penetrates  less  readily  into 
the  eye;  but  once  it  has  crossed  the  blood-aqueous 
barrier,  it  remains  longer  in  the  ocular  fluids  and 
tissues. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

401  Medical  Arts  Building 
Chattanooga 


Pathogenesis  and  Treatment  of  Extensive  Atypical 
Anorectal  Fistulas.  R.  V.  Gorsch,  M.D.,  and 
George  L.  Becker,  M.D.  The  American  Journal 
of  Surgery,  Vol.  79,  No.  1,  pp.  203-208,  January, 
1950. 

Approximately  90  per  cent  of  anorectal  fistulas 
result  from  infectious  processes  arising  in  the  anal 
canal.  They  may  be  clinically  classified  and  are 
generally  demonstrable  as  complete  or  incomplete. 
Often  fistulas  are  successfully  treated  by  simple 
surgical  procedures  without  residual  anal  inconti- 
nence. The  terms  anorectal  and  anal  as  applied  to 
the  unsatisfactory  classification  of  fistulas  implies 
that  these  fistulas,  whether  complete  or  incomplete, 
have  or  have  had  a connection  with  the  bowel.  The 
initial  infectious  process  usually  originating  in  the 
anal  crypt  is  called  cryptitis.  When  the  internal 
openings  cannot  be  definitely  established  in  relation 
to  the  anorectal  muscle  ring,  such  classification  is 
unreliable  and  may  even  be  misleading. 

An  appreciable  number  of  so-called  anorectal  fis- 
tulas have  an  atypical  pathogenesis;  the  primary 
infectious  focus  is  not  of  cryptic  origin  and  the 
fistulous  tracts  often  have  extensive  and  unsus- 
pected ramifications.  Even  though  an  anal  or  rec- 
tal opening  may  be  demonstrable,  it  does  not  neces- 
sarily follow  that  the  perianal  or  perirectal  infec- 
tious process  is  or  was  of  enteric  origin.  This  con- 
ception has  repeatedly  confounded  both  the  patho- 
genesis and  the  surgery. 

Extra-enteric  suppurative  foci  from  the  urethra, 
seminal  vesicles,  adnexa,  rectovaginal  septum,  en- 
dopelvic  fascia,  fetal  rests,  dermoids,  bone  or  else- 
where may  rupture  into  the  anal  canal  or  rectum 
and  frequently  result  in  blind  fistulas  or  sinuses 
which  may  require  extensive  surgery  for  complete 
healing.  These  cases  must  be  recognized  as  atypi- 
cal, and  corrective  surgery  should  be  based  on  the 
correct  evaluation  of  the  original  source  of  infec- 
tion, the  fistulous  tracts,  and  their  relation  to  the 


anorectal  muscle  ring.  Most  of  these  atypical 
cases  have  had  previous  surgery  further  complicat- 
ing the  disorder  and  treatment. 

The  possibility  of  a tuberculous  process  must 
always  be  considered  in  atypical  fistulas  requiring 
special  consideration  in  management.  Anorectal 
tuberculosis  with  fistulization  is  invariably  a sec- 
ondary process  which  is  inherently  recurrent  not 
only  in  its  local  involvement  but  also  from  the  dis- 
tant focus,  usually  pulmonary,  as  well.  A careful 
evaluation  of  these  factors  is  necessary  to  success- 
ful surgery  with  passable  anal  continence.  In 
tubercular  fistulas  recurrence  is  common,  and  re- 
peated surgery  may  result  in  anal  incontinence 
which  is  far  more  distressing  than  the  fistula.  Re- 
ports on  streptomycin  in  tuberculous  fistulas  are 
encouraging. 

In  surgery  of  perirectal  abscesses  drainage 
through  the  rectal  wall  deserves  the  severest  con- 
demnation. Spontaneous  rupture  into  the  rectum 
is  not  surgical  drainage;  in  fact,  it  indicates  exter- 
nal drainage  to  avoid  chronic  sinus  formation  and 
secondary  suppuration  as  well  as  to  conserve  the 
reparative  capacity  of  the  rectal  wall.  The  careful 
tracing  of  each  and  every  tract  to  its  termination 
followed  by  adequately  guttered  and  saucerized 
drainage  is  necessary  for  complete  healing  in  these 
extensive  fistulas.  This  may  entail  incision  through 
the  gluteal  muscles,  excision  of  the  coccyx  or  lower 
sacrum,  and  even  division  of  the  triangular  liga- 
ment anteriorly.  To  compromise  adequate  drainage 
because  of  the  danger  of  incontinence  is  to  invite 
recurrence.  Maintaining  an  adequate  physiologic 
environment  for  the  growth  of  sound  granulation 
tissue  by  continuous  free  drainage  is  far  more  im- 
portant than  the  use  of  any  granulation  stimulant. 
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A Century  of  Medicine  in  Jacksonville  and  Duval 
County.  By  Webster  Merritt,  M.D.  Price,  $3.50. 
Pages  220.  Illustrations  44.  Gainesville,  Fla.: 
University  of  Florida  Press,  1949. 

Physicians  and  laity  alike  will  find  in  this  en- 
gaging narrative  a most  important  contribution  to 
Florida’s  medical  and  historical  lore.  With  the 
sure  and  forthright  touch  of  the  true  historian,  Dr. 
Merritt  presents  in  panoramic  review  the  fascinat- 
ing events,  towering  personalities,  and  progressive 
movements  of  the  entire  nineteenth  century  as  they 
pertain  to  medicine  in  Jacksonville  and  Duval 
County.  His  exhaustive  research  and  painstaking 
efforts  have  brought  to  light  in  highly  readable 
form  history  long  obscured,  owing  to  loss  of  official 
records  in  the  Jacksonville  fire  of  1901.  In  sifting 
out  the  facts  for  this  entertaining  and  accurate 
account,  he  pictures  the  physician  as  community 
builder  and  harbinger  of  progress  as  well  as  prac- 
titioner of  medicine,  and  his  facile  pen  loses  none 
of  the  drama  of  the  terrifying  yellow  fever  and 
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other  epidemics  or  the  gala  events  of  the  times. 
With  equal  skill  he  traces  the  foundation  and  early 
history  of  the  Florida  Medical  Association  and  of 
the  Florida  State  Board  of  Health. 

As  related  editorially  in  this  issue  of  The  Jour- 
nal, the  author  is  a brilliant  scholar  and  able  his- 
torian who  has  made  notable  contributions  to  Flor- 
ida history  in  The  Journal  and  in  historical 
publications.  His  book  is  profusely  illustrated 
throughout  its  twenty  chapters  and  makes  a valu- 
able addition  to  any  library,  particularly  that  of 
the  physician. 

A Contribution  to  the  History  of  Medicine 
in  Florida 

It  is  with  pleasure  and  with  pride  that  The 
Journal  congratulates  the  Assistant  Editor,  Dr. 
Webster  Merritt,  on  the  publication  of  his  book, 
“A  Century  of  Medicine  in  Jacksonville  and  Duval 
County.”  Coming  off  the  University  of  Florida 
Press  early  last  month,  this  valuable  contribution 
to  the  annals  of  Florida  medicine  and  Florida  his- 
tory marks  the  successful  completion  of  a monu- 
mental undertaking.  In  its  pages  live  again  the 
dominant  figures,  events,  and  movements  that 
shaped  the  medical  history  of  the  area  from  the 
arrival  of  the  first  physician  in  the  closing  years 
of  the  eighteenth  century  on  across  the  entire  span 
of  the  eventful  nineteenth  century.  Graphically 
portrayed  are  the  poignant  drama  of  the  terrifying 
epidemics,  strange  maladies,  and  weird  supersti- 
tions of  the  period.  Through  twenty  carefully  doc- 
umented chapters,  the  fascinating  narrative  of  the 
tribulations  and  triumphs  of  the  courageous  pio- 
neers who  laid  the  foundation  for  sound  medical 
practice  in  Florida  unfolds  in  appropriate  cres- 
cendo commensurate  with  the  changing  times  and 
the  development  of  the  region.  Included  is  the 
early  history  of  the  Florida  Medical  Association 
and  of  the  Florida  State  Board  of  Health. 

From  boyhood,  Dr.  Merritt  has  cherished  deep 
interest  in  the  history  of  his  native  state.  His 
interpretations  of  that  history  are  familiar  to  read- 


ers of  the  Florida  Historical  Quarterly , and  also  in 
particular  to  readers  of  The  Journal  through  the 
series  of  articles  on  medical  history  which  have 
appeared  from  time  to  time  in  its  columns.  He  is 
a former  president  of  the  Jacksonville  Historical 
Society  and  for  several  years  has  been  vice-presi- 
dent of  the  Florida  Historical  Society.  He  has  also 
made  notable  contributions  to  medical  literature  of 
a scientific  nature. 

The  task  of  the  author  in  assembling  the  material 
for  this  volume  was  truly  prodigious,  for  it  involved 
gleaning  from  collections,  keepsakes,  photographs, 
and  clippings  of  the  older  generations  the  obscure 
record  that  survived  Jacksonville’s  disastrous  fire 
of  1901.  With  the  gift  of  the  true  historian,  he  has 
sifted  fact  from  rumor  and  fable  and  has  preserved 
for  posterity  an  authentic  and  absorbing  account, 
profusely  illustrated  with  rare  old  photographs  and 
drawings,  which  is  of  interest  alike  to  his  colleagues 
of  the  medical  profession,  the  members  of  allied 
professions,  lay  readers,  and  historians. 

It  is  peculiarly  fitting  that  this  highly  valuable 
contribution  to  the  history  of  Florida  should  come 
from  the  University  of  Florida  Press.  Born  in 
Gainesville,  Dr.  Merritt  is  a distinguished  alum- 
nus of  the  University  of  Florida.  He  was  its 
first  Groover-Stewart  scholar  in  the  College  of 
Pharmacy  and  recipient  of  the  D.  W.  Ramsaur 
Gold  Medal  for  highest  averages  in  all  studies; 
he  is  an  alumni  member  of  the  Beta  (Florida) 
Chapter  of  Phi  Beta  Kappa.  After  completing 
his  medical  education  at  the  Johns  Hopkins  Univer- 
sity School  of  Medicine  and  serving  as  house  officer 
on  the  Harvard  Medical  Service  of  the  Boston  City 
Hospital,  he  returned  to  Florida  in  1936  and  has 
since  that  time  practiced  in  Jacksonville. 

In  felicitating  Dr.  Merritt  on  the  occasion  of  the 
publication  of  his  book,  The  Journal  expresses  the 
hope  that  this  busy  internist  and  editor  will  find 
time  to  continue  his  editorial  pursuits. 

Shaler  Richardson 

(Reprinted  from  Journal  of  the  Florida  Medical 
Association,  August,  1949.) 
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COMMENTS  ON 

A RESOLUTION  CONCERNING  THE  MEDICAL  AND  HOSPITAL  CARE  OF 
VETERANS  WITH  NONSERVICE-CONNECTED  DISABILITIES 
By  THE  COMMITTEE  ON  VETERANS'  AFFAIRS  OF  THE  TENNESSEE  STATE  MEDICAL 

ASSOCIATION 
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The  following  resolution  is  a revised  draft 
of  the  resolution  which  was  presented  to  the 
Washington  session  of  the  House  of  Dele- 
gates of  the  American  Medical  Association 
by  Mood  of  Tennessee,  and  referred  to  a 
special  committee  of  the  House.  The  revi- 
sions were  made  for  the  purpose  of  making- 
more  clear  the  meaning  and  purpose  of  the 
resolution. 

The  Revised  Resolution 

“Whereas,  the  present  program  of  medi- 
cal and  hospital  benefits  for  veterans  with 
NON-SERVICE-CONNECTED  DISABILI- 
TIES is  of  unequal  benefit  to  veterans  and 
not  universally  available  to  ajl  eligible  vet- 
erans because  of  the  presently  limited  fa- 
cilities; and 

“V  hereas,  the  program  of  expanding  the 
number  and  size  of  veterans’  hospitals  to 
the  point  of  making  these  benefits  reason- 
ably available  and  accessible  to  all  veterans, 
especially  in  cases  of  acute  illness  or  injury, 
would  require  the  construction  and  admin- 
istration of  a very  large  number  of  veter- 
ans’ hospitals;  and 

“Whereas,  the  principle  of  insurance  has 
been  proved  by  experience  to  be  applicable 
to  the  financing  of  the  cost  of  medical  and 
hospital  care; 

“Now,  therefore,  Be  It  Resolved  by  the 
House  of  Delegates  of  the  American  Medical 


Association  that  we  recommend  to  the  Con- 
gress of  the  United  States  and  to  veterans 
the  enactment  of  legislation  which  would 
have  the  following  effects : 

“1.  The  repeal  of  Section  706,  Chapter 
12,  Title  38,  of  the  World  War  Veterans’ 
Act  (Reference,  U.  S.  Code,  1940  Edition) 
and  the  enactment  of  a new  law  with  pro- 
visions which  require  the  Administrator  of 
Veterans’  Affairs  to  make  available  to  vet- 
erans who  are  unable  to  pay  for  their  hos- 
pital and  medical  services,  hospital  and 
medical  service  benefits  in  the  form  of  a 
hospital  and  medical  service  insurance  con- 
tract, and  that  the  Administrator  of  Vet- 
erans’ Affairs  be  authorized  to  use  his 
discretion  in  providing  such  insurance  cov- 
erage, either 

“(1)  By  furnishing  each  eligible  veteran 
an  amount  of  money  sufficient  to  cover  the 
premium  cost  of  such  an  insurance  contract 
(about  $40.00  per  year),  or 

“(2)  By  purchasing  the  coverage  on  be- 
half of  eligible  veterans  from  a corporation 
selling  and  administering  such  insurance 
coverage. 

“2.  That  the  benefit  provision  of  such  a 
contract  be  sufficient  to  cover:  (1)  the  aver- 
age cost  of  hospital  service  in  a general 
hospital  that  is  approved  by  the  American 
College  of  Surgeons,  and  (2)  medical  and 
surgical  services  rendered  in  such  a hospi- 
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tal  on  the  basis  of  the  fee  schedule  that 
applies  to  veterans  with  service-connected 
disabilities ; and 

“3.  That  such  contracts  cover  all  diseases 
and  disabilities  which  require  hospitaliza- 
tion except  the  following: 

“(1)  Disabilities  covered  by  compensa- 
tion laws  and  public  liability; 

“(2)  Service-connected  disabilities; 

“(3)  Chronic  illness  (extending  over 
ninety  (90)  days)  ; 

“(4)  Tuberculosis; 

“(5)  Mental  illness;  and 
“4.  That  veterans  with  disabilities  in  the 
categories  mentioned  in  paragraph  (3),  ex- 
cepting those  covered  by  compensation  laws 
and  public  liability,  be  eligible  for  admis- 
sion to  Veterans’  Hospitals;  and 

“5.  That  veterans  with  disabilities  which 
are  in  dispute  as  to  whether  or  not  they  are 
service  connected  be  eligible  for  admission 
to  Veterans’  Hospitals  for  study,  treatment, 
and  adjudication,  and  that  the  disability 
then  be  classified  for  these  benefits  accord- 
ing to  the  judgment  rendered;  and 

“6.  That  the  eligibility  of  a veteran  to 
receive  the  insurance  contract  mentioned 
above  be  determined  on  the  basis  of  his  or 
her  net  income  as  determined  for  federal 
income  tax  purposes,  and  that  only  vet- 
erans who  are  not  liable  for  a federal  in- 
come tax  be  eligible  for  the  hospital  and 
medical  insurance  contract  above  referred 
to. 

“7.  That  the  veteran  be  required  to  file 
an  application  for  the  insurance  contract 
on  a form  prescribed  by  the  Administrator 
of  Veterans’  Affairs,  in  which  the  veteran 
states  under  oath  the  pertinent  facts  con- 
cerning his  or  her  liability  for  a federal 
income  tax;  and 

“8.  Be  It  Further  Resolved,  That  the 
House  of  Delegates  shall  elect  five  fellows  of 
the  Association  to  serve  as  a committee  on 
the  medical  care  of  veterans  whose  duty  it 
will  be  to  use  their  best  efforts  to  bring 
about  the  actions  above  set  out.” 

The  Resolution  contains  a recommenda- 
tion that  the  Congress  repeal  Section  706, 
Chapter  12,  Title  38  (U.  S.  Code,  1940  Edi- 
tion) and  enact  in  its  place  a new  section 
containing  provisions  stated  in  the  Resolu- 


tion. The  present  Section  706,  reads  as 
follows : 

“Provided,  That  any  veteran  of  any  war 
who  was  not  dishonorably  discharged,  suf- 
fering from  disability,  disease,  or  defect, 
who  is  in  need  of  hospitalization  or  dom- 
iciliary care  and  is  unable  to  defray  the 
necessary  expenses  therefor  (including 
transportation  to  and  from  the  Veterans’ 
Administration  facility),  shall  be  furnished 
necessary  hospitalization  or  domiciliary 
care  (including  transportation)  in  any 
Veterans’  Administration  facility,  within 
the  limitations  existing  in  such  facilities, 
irrespective  of  whether  the  disability,  dis- 
ease, or  defect  was  due  to  service.  The 
statement  under  oath  of  the  applicant  on 
such  form  as  may  be  prescribed  by  the 
Administrator  of  Veterans’  Affairs  shall 
be  accepted  as  sufficient  evidence  of  ina- 
bility to  defray  necessary  expenses.” 

This  is  the  law  which  gives  to  veterans 
the  right  to  free  hospital  and  medical  serv- 
ice in  a Veterans’  Hospital  for  disabilities 
not  due  to  service. 

The  meaning  of  the  language  in  this  law 
is  clear,  with  the  possible  exception  of  the 
last  sentence.  This  sentence  is  interpreted 
by  lawyers  to  mean  that  the  Administrator 
is  not  only  not  required  to  make  any  in- 
quiry concerning  a veteran’s  ability  to  pay, 
but  is  prohibited  from  making  such  an  in- 
quiry. 

Obviously,  it  was  the  intent  of  Congress 
to  make  hospital  benefits  available  only  to 
veterans  “unable  to  defray  necessary  ex- 
penses.” The  last  sentence  in  the  law.  how- 
ever, prohibits  any  fair  determination  of 
this  question.  Thus  abuse  is  not  only  in- 
vited, but  is  protected  by  law. 

By  this  legislation  the  Congress  has  com- 
mitted the  federal  government  to  furnish 
medical  and  hospital  care,  free  of  charge, 
to  all  veterans  who  (1)  need  hospitalization 
and  (2)  who  sign  Form  10-P-10,  provided 
a bed  is  available  in  a Veterans’  Hospital. 

The  Effect  of  the  Law 

This  law  and  its  administration  has 
brought  about  the  development  of  a system 
of  government  medicine,  or  state  medicine, 
which  is  being  expanded  at  a rapid  rate — 
a governmental  system  of  medical  care  of 
large  proportions  in  the  midst  of  a civilian 
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system  which  is  also  being  expanded  by 
government  aid. 

This  system  of  medical  care  is  inequitable 
to  veterans.  A veteran  who  is  in  urgent 
need  of  hospitalization  at  once  for  an  acute 
illness  or  injury  not  due  to  service,  who 
cannot  pay  for  the  services  he  needs,  and  for 
whom  there  is  not  a vacant  bed  in  a Vet- 
erans’ Hospital,  receives  no  benefit  what- 
soever. Veterans  with  disabilities  which 
are  not  service  connected  are  not  eligible 
for  admission  to  civilian  hospitals  at  gov- 
ernment expense.  Such  veterans  obtain 
admission  to  civilian  hospitals  and  receive 
service  at  a rate  below  cost  or  get  no  service 
at  all. 

Veterans’  Hospitals  are  not  so  located 
as  to  be  reasonably  accessible  to  a majority 
of  veterans  for  an  acute  emergency  condi- 
tion. 

It  is  common  knowledge  that  patients 
with  chronic  diseases  may  be  transported 
long  distances  without  injury.  They  can 
also  wait.  This  is  not  true  of  patients  suf- 
fering from  acute  conditions — medical  or 
surgical.  Planning  for  the  care  of  acute 
illnesses  and  injuries  is  far  different  from 
planning  for  chronic  illnesses.  The  benefits 
provided  in  the  present  law  are  therefore 
of  limited  value  to  veterans  who  live  in 
communities  far  removed  from  a Veterans’ 
Hospital.  Obviously  a legal  right  to  a bene- 
fit which  is  neither  available  nor  accessible 
tvhen  needed  is  not  a benefit. 

There  arfe  now  more  than  19,000,000  vet- 
erans. They  live  in  cities,  towns,  and  rural 
areas  throughout  the  nation.  They  are  ci- 
vilians. Their  needs  with  respect  to  medi- 
cal and  hospital  services  differ  in  no  essen- 
tial particular  from  other  civilians  living 
in  the  same  communities. 

The  unequal  distribution  of  medical  care 
facilities  in  this  country  has  been  an  issue 
of  great  importance  for  many  years.  It  has 
been  advanced  as  an  argument  for  the  state 
control  of  medicine.  The  policy  of  locating 
Veterans’  Hospitals  only  in  large  medical 
centers  serves  to  further  accentuate  this 
same  problem.  About  61  Veterans’  Hos- 
pitals are  associated  with  61  medical  schools 
at  the  present  time. 

The  enactment  of  the  Hospital  Survey 
and  Construction  Act  (the  Hill-Burton  Bill) 


was  for  the  purpose  of  creating  hospital 
facilities  where  needed  to  make  them  acces- 
sible to  the  people.  As  a result  of  the  studies 
made  by  the  Hospital  Commissions  of  the 
several  states,  the  nation  has  been  divided 
into  approximately  2,300  hospital  service 
areas.  A movement  is  in  progress  to  locate 
a hospital  in  each  of  these  areas.  Priority 
is  given  those  areas  in  which  hospital  facil- 
ities are  inadequate  or  do  not  exist.  The 
Congress  recently  appropriated  $150,000,000 
a year  for  a period  of  five  years  (a  total  of 
$750,000,000)  to  aid  in  the  construction  of 
these  needed  additional  facilities.  As  of 
July  31,  1949,  834  hospital  construction 
projects  had  been  approved.  When  com- 
pleted, these  projects  will  add  41,000  beds 
to  the  civilian  hospital  system.  Thus  the 
expansion  program  of  our  civilian  hospital 
system  is  going  forward  at  a rapid  rate 
with  federal  aid.  The  hospitals  created 
under  this  program  are  administered  under 
local  community  agencies. 

It  is  obvious  that  if  the  expansion  pro- 
gram of  the  Veterans’  Administration  is 
carried  to  the  point  of  making  a Veterans’ 
Hospital  reasonably  accessible  to  all  vet- 
erans entitled  to  service  under  existing  laws 
and  regulations,  a large  number  of  Veter- 
ans’ Hospitals  must  be  established ; and  if 
the  expansion  program  is  not  carried  to 
that  point,  it  tvill  still  fall  short  of  its 
alleged  purpose.  It  cannot  be  stopped 
where  it  is  and  meet  the  needs  of  low-income 
veterans.  The  present  program  must  be 
expanded  or  else  it  must  be  altered.  It  must 
be  remembered  that  the  only  limitation  to 
the  expansion  program,  at  present,  is  de- 
termined by  congressional  appropriations. 
The  power  to  limit  the  expansion  of  these 
facilities  is  not  vested  in  the  Administrator 
of  Veterans’  Affairs  nor  in  its  Medical  Di- 
rector. 

The  program  has  made  an  impact  of 
great  importance  on  our  civilian  hospital 
system.  Conflicts,  competition,  duplication, 
and  waste  are  resulting.  These  conflicts  and 
this  waste  cannot  help  but  result  in  the 
impairment  of  the  efficiency  and  financial 
stability  of  our  civilian  hospital  system. 

The  administration  of  this  law  is  unfair 
to  another  group  of  veterans.  Some  60,000 
physicians  served  with  the  armed  forces; 
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during  the  last  war.  Only  a small  fraction 
of  these  veteran  physicians  are  privileged 
to  serve  the  veterans  whom  they  served  as 
soldiers. 

The  following  incident  will  serve  to  il- 
lustrate several  practical  points  in  connec- 
tion with  this  matter.  A young  surgeon 
of  Nashville,  a diplomate  of  the  American 
Board  of  Surgery,  a veteran  of  World  War 
II  who  served  as  chief  of  a surgical  service 
in  a General  Hospital,  was  called  sometime 
ago,  in  the  middle  of  the  night,  to  see  a 
friend  of  his  who  was  also  a veteran.  He 
responded  promptly  and  found  the  patient 
suffering  from  acute  appendicitis.  An  op- 
eration was  advised  and  the  advice  accepted. 
A room  in  a civilian  hospital  was  reserved. 
Just  a little  later  the  patient  called  the  sur- 
geon and  said  that  he  and  his  wife  had 
talked  the  matter  over  and  decided  to  go 
to  the  Veterans’  Hospital  at  Nashville.  He 
said,  furthermore,  that  they  had  read  sto- 
ries in  the  newspaper  about  the  superior 
service  that  is  being  rendered  in  the  Vet- 
erans’ Hospital,  that  he  was  a veteran  and 
entitled  to  it,  and  asked  the  surgeon  to 
change  the  reservation  to  the  Veterans’ 
Hospital.  In  reply  to  these  statements,  the 
veteran  surgeon  told  this  veteran  that  he 
was  not  on  the  staff  of  the  Veterans’  Hospi- 
tal ; that  he  could  not  operate  on  him  there ; 
and,  furthermore,  that  he  did  not  think  a 
man  in  his  financial  circumstances  could, 
in  all  honesty,  take  the  oath  that  is  required 
for  admission  to  a Veterans’  Hospital  for 
a disability  not  due  to  service.  But  at  the 
end  of  this  conversation  the  surgeon  told 
him  that  the  only  thing  he  need  do  to  obtain 
admission  to  the  Veterans’  Hospital  was  to 
get  an  ambulance,  report  to  the  hospital, 
and  sign  Form  10-P-10.  That  is  what  the 
patient  did.  As  a result  of  this  conversa- 
tion and  conversations  which  took  place 
later,  these  two  veterans  are  not  friends 
any  more.  Such  incidents  are  taking  place 
with  great  frequency.  They  are  bringing 
about  a bad  state  of  relations  between  the 
medical  profession  and  veterans  at  the 
community  level  which  is  the  point  at  which 
the  finest  public  relations  should  exist. 

This  incident  serves  to  illustrate  the  facts 
that : 

1.  The  veteran  could  not  select  his  sur- 


geon and  obtain  his  benefit  at  the  same 
time.  He  was  compelled  to  surrender  his 
right  to  select  his  surgeon  or  forego  the 
benefit;  and 

2.  The  technique  by  which  a young,  ca- 
pable surgeon  and  veteran  was  deprived  of 
the  privilege  of  serving  a veteran  patient; 
and 

3.  The  administrative  technique  by  which 
abuse  is  not  only  made  possible  but  invited 
and  protected.  Ur.  Paul  Hawley  has  often 
spoken  of  the  fact  that  veterans  often  de- 
posit cash,  bonds,  or  other  assets  in  the 
hospital  safe  after  signing  Form  10-P-10. 

4.  It  demonstrates  the  difficulty  the  in- 
dividual physician  experiences  when  com- 
pelled to  compete  with  a government  agen- 
cy. 

5.  It  demonstrates  the  difficulties  that 
have  been  multiplied  and  will  continue  to 
multiply  so  long  as  our  civilian  system  of 
medical  care  is  compelled  to  compete  with  a 
government  system  of  medical  care,  both  of 
which  are  for  the  benefit  of  the  civilian 
population  of  which  veterans  are  an  im- 
portant part. 

The  present  program  is  limited  in  its 
scope,  it  is  true,  but  this  fact  does  not  alter 
the  fundamental  fact  that  it  is  a system  of 
state  medicine;  that  it  violates  every  prin- 
ciple for  which  organized  medicine  has  stood 
with  respect  to  “the  doctor-patient  relation- 
ship.” 

There  are  many  avenues  by  which  state 
medicine  may  be  established  in  this  coun- 
try, and  this  system  is  one  of  them.  Cer- 
tainly if  such  a system  of  medical  care  is 
best  for  veterans,  situated  as  they  are,  it 
would  be  best  for  everybody.  Organized 
medicine  cannot  assume  the  position  of  op- 
posing one  form  of  state  medicine  and  ap- 
proving or  condoning  another  on  any  basis. 
Such  an  inconsistency  would  earn  the  con- 
tempt, not  only  of  veterans,  but  of  every 
citizen  who  shares  the  views  of  physicians 
on  the  issue  of  freedom. 

The  Hoover  Commission  Report 

A task  force  of  the  Hoover  Commission 
made  a study  of  this  program  of  medical 
care.  The  following  are  a few  excerpts 
from  their  report : 

“An  enormous  plant  is  being  built  for 
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groups  of  beneficiaries  to  whom  the  federal 
obligation  is  not  clearly  defined. 

“As  to  veterans  with  nonservice-connect- 
ed disabilities,  there  is  authorization  to  hos- 
pitalize them  only  if  a bed  is  ‘available.’ 
Yet  100,000  Veterans’  Administration  hos- 
pital beds  have  been  built  or  authorized 
which  serves  no  purpose  except  deliberately 
to  make  beds  available  for  nonservice-con- 
nected  cases.  Congress  must  have  expected 
that  care  to  this  extent  would  be  given  or 
it  would  not  have  appropriated  funds  for 
the  beds.  The  fiction  of  limiting  the  rights 
to  care  only  if  a bed  is  available  thus  leads 
to  construction  of  a federal  plant  of  stag- 
gering cost,  when  much  of  the  hospitaliza- 
tion might  be  more  efficiently  provided  in 
community  hospitals  on  a reimbursable  ba- 
sis. (Page  12.)  . . . 

“The  present  situation  is  inequitable  to 
the  veteran  and  unsound  and  expensive  for 
the  government.  Whatever  care  is  given 
should  be  accorded  in  the  facilities,  whether 
federal  or  community,  in  which  it  can  be 
furnished  most  efficiently  and  with  opti- 
mum utilization  of  scarce  professional  per- 
sonnel. 

“We  do  not  consider  it  to  be  the  function 
of  a committee  largely  composed  of  profes- 
sional medical  members,  and  presumably 
selected  for  technical  qualifications,  to  de- 
termine the  basic  question  of  philosophy  of 
government  as  to  how  much  the  govern- 
ment owes  to  its  veterans.  But  a basic  clear 
decision  must  be  made  by  Congress  between 
giving  care  to  all  veterans  more  or  less 
irrespective  of  financial  need,  or  to  those 
with  nonservice-connected  conditions  only 
if  they  are  in  real  need.  In  any  case,  there 
is  no  necessity  for  financial  screening  of 
chronic  cases,  as  substantially  all  of  these 
are  soon  made  medically  indigent  by  their 
disease.  They  ivoidd  be  a charge  on  the 
public  in  any  event. 

“As  to  the  acute  (temporary)  cases,  if 
Congress  adopts  the  second  of  the  above 
alternatives,  a possible  method  would  be  to 
offer  a health  insurance  plan  which  would 
include  professional  care.  As  to  veterans 
unable  to  pay  the  premium  for  this,  pay- 
ment would,  on  determination  to  this  effect, 
be  made  by  the  government.  . . .” 

The  revelations  in  this  report  were  so 


startling  that  the  President  of  the  United 
States  ordered  a cutback  of  16,000  beds 
from  the  program.  That  order  still  stands. 
But  this  order  did  not  stop  the  expansion 
program. 

Constant  progress  is  being  made  in  the 
construction  of  Veterans’  Hospitals.  A 
large  number  of  new  general  hospitals  and 
a few  neuropsychiatric  and  tuberculosis 
hospitals  are  to  be  added  in  1950.  If  pres- 
ent plans  are  carried  forward,  there  will  be 
131  general,  44  neuropsychiatric,  and  21 
tuberculosis  hospitals  in  the  Veterans’  Ad- 
ministration system  by  the  end  of  1950 — a 
total  of  196  hospitals,  with  a total  bed  ca- 
pacity of  155,767  beds. 

According  to  Dr.  Magnuson,  2,500  young 
physicians  are  receiving  resident  training 
in  Veterans’  Hospitals  at  the  present  time. 
This  number,  no  doubt,  will  be  increased  as 
the  system  is  expanded.  This  is  now  a 
system  of  medical  care  and  training  of 
rather  large  proportions.  The  possible  ef- 
fect of  this  training  upon  these  trainees,  in 
relation  to  their  attitude  toward  our  tradi- 
tional system  of  medical  care,  is  something 
to  contemplate. 

No  one  person  nor  group  of  persons  is  in 
a position  to  state  just  how  far  this  pro- 
gram will  go.  The  American  Legion  is 
endeavoring  to  restore  the  16,000  beds  in- 
volved in  the  cutback  mentioned  before. 
The  Medical  Director  (Dr.  Magnuson)  says 
that  he  cannot  staff  more  than  120,000  beds. 
Yet  the  number  of  beds  in  the  system  will 
be  far  beyond  this  number  by  1951. 

It  may  be  true  that  the  Medical  Director 
cannot  staff  more  than  120,000  beds  this 
year,  but  this  fact  cannot  possibly  be  the 
basis  for  such  a limitation  one,  two,  or 
three  years  from  now.  Many  of  these  2,500 
residents  will  complete  their  training  this 
year,  and  the  next  year,  and  the  next.  They 
will  then  be  ready,  of  course,  to  staff  new 
hospitals.  The  expansion  can  then  go  for- 
ward without  the  limitations  that  apply 
now. 

There  are  a number  of  factors  independ 
ent  of  those  directly  concerned  with  tb' 
operation  of  these  hospitals  which  will  oi' 
erate  to  bring  about  further  expansion,  if 
the  program  is  not  altered.  Among  th  m 
are : 
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1.  Medical  Schools.  Meharry  Medical 
School  is  now  demanding  the  location  of 
another  Veterans’  Hospital  at  Nashville, 
adjacent  to  its  campus,  in  order  to  place 
Meharry  on  a par  with  the  Vanderbilt  Med- 
ical School,  with  which  a Veterans’  Hospital 
is  now  associated.  Certainly  there  is  logic 
in  such  a demand. 

2.  Veterans  in  every  medical  center,  both 
large  and  small,  throughout  the  nation  will, 
as  a matter  of  fairness,  demand  the  location 
of  a Veterans’  Hospital  in  their  communi- 
ties— it  is  the  only  way  the  benefits  can  be 
made  accessible  to  veterans  with  acute  con- 
ditions. 

3.  Ever  since  the  first  law  was  enacted  on 
this  subject  in  1924,  there  has  been  a list 
of  veterans  awaiting  hospitalization.  Re- 
cently, the  number  was  over  19,000.  Such 
a situation  increases  the  demand  for  more 
Veterans’  Hospitals  and  will  continue  to  do 
so. 

4.  In  discussing  the  medical  service  of  the 
Veterans’  Administration  before  the  Nash- 
ville Surgical  Society  some  weeks  ago,  Ur. 
Magnuson  made  an  observation  to  the  effect 
that  the  improvements  in  the  medical  serv- 
ice in  Veterans’  Hospitals  had  brought 
about  an  increase  in  the  demand  on  the  part 
of  veterans  for  admission  to  Veterans’  Hos- 
pitals. This  is  true,  no  doubt,  and  when 
coupled  with  the  publicity  which  usually 
attends  a visit  by  an  official  of  the  Veterans’ 
Administration  in  which  the  virtues  of  the 
system  are  lauded,  it  will  be  a factor  of 
still  greater  importance  as  time  goes  by. 

5.  Persons  and  groups  in  and  out  of  the 
medical  profession,  who  are  interested  in 
establishing  State  Medicine  in  this  coun- 
try utilize  this  situation  to  their  advantage. 
For  example,  Senators  Pepper,  Morse,  and 
Humphrey,  who  are  noted  for  their  activi- 
ties in  this  field,  constituted  a subcommittee 
of  the  Senate  Committee  on  Labor  and  Pub- 
lic Welfare  to  conduct  hearings  on  the 
question  as  to  whether  the  16,000  beds  in 
the  cutback  should  be  restored  by  congres- 
sional action.  Their  actions  and  efforts 
received  much  publicity.  Many  other  in- 
stances of  a similar  nature  might  be  men- 
tioned. 

6.  It  is  well  to  remember  also  that  there 
are  individuals  in  important  positions  in  the 


American  Legion  who  are  in  sympathy  with 
the  movement  to  establish  State  Medicine 
in  this  country,  and  others  who  have  a 
vested  interest  in  the  continuation  of  the 
present  program. 

Persons  concerned  with  the  administra- 
tion of  Veterans’  Hospitals — not  the  organ- 
ization of  the  American  Legion — sponsored 
the  original  legislation  on  this  subject  in 
1924.  The  reason  for  such  action  then  was 
that  there  were  many  vacant  beds  in  Vet- 
erans’ Hospitals.  There  were  not  enough 
service-connected  cases  to  fill  them.  These 
vacant  beds  led  to  talk  of  closing  some  of 
them.  Certain  administrative  officials  of 
Veterans’  Hospitals  sponsored  the  original 
legislation  to  fill  vacant  beds.  They  were 
thus  able  to  exploit  the  generous  attitude 
of  the  public  toward  veterans  and  make  it 
serve  their  particular  purposes.  Similar 
factors  are  operating  today. 

Certainly  this  combination  of  factors  will 
become  overwhelming  in  a short  while  re- 
gardless of  the  intentions,  the  desires,  or  the 
commitments  of  any  group  in  or  out  of  of- 
fice at  the  present  time,  to  limit  the  program 
to  any  particular  number  of  hospitals  or 
beds  if  the  present  program  is  not  altered. 

The  Effect  of  a Law  Containing  the 
Provisions  Proposed  in  the 
Resolution 

1.  It  would  make  it  possible  for  each 
eligible  veteran  to  carry  in  his  pocket  a 
certificate  showing  that  he  has  the  hospital 
and  medical  insurance  coverage  that  is  pro- 
posed. 

2.  It  would  enable  such  a veteran  to  ob- 
tain prompt  admission  to  any  approved  hos- 
pital for  an  acute  illness  or  injury  which 
requires  hospitalization. 

3.  It  would  restore  to  the  veteran  free- 
dom of  action  in  choosing  his  hospital,  phy- 
sician, and  surgeon — a freedom  which  is 
denied  him  under  the  present  program. 

4.  It  would  make  the  benefits  equally 
available  to  all  eligible  veterans,  or  as  near- 
ly so  as  it  is  possible  to  make  them,  regard- 
less of  their  places  of  residence.  An  equal- 
ity of  benefits  will  never  exist  under  the 
present  program  unless  an  enormous  num- 
ber of  Veterans’  Hospitals  are  constructed 
and  operated.  There  are  at  the  present 
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time  3,284  civilian  hospitals  that  are  ap- 
proved by  the  American  College  of  Sur- 
geons. Still  others  are  being  built  which 
no  doubt  will  be  approved. 

5.  It  would  restore  to  veterans  and  phy- 
sicians everywhere  their  proper  relation- 
ships to  each  other  in  a free  society,  a rela- 
tionship which  is  destroyed  by  the  present 
program. 

6.  It  would  restore  to  approved  civilian 
hospitals  the  privilege  of  serving  veterans 
who  possess  such  a contract  without  a finan- 
cial loss. 

7.  It  would  contribute  to  the  financial 
stability  and  professional  efficiency  of  ci- 
vilian hospitals,  a matter  of  keen  interest 
to  all  civilians  whether  veterans  or  not. 

8.  It  would  focus  the  interest  of  veterans 
everywhere  in  the  development  of  a great 
civilian  system  of  hospitals  and  medical  care 
to  serve  not  only  veterans  but  their  families 
and  all  other  civilians. 

9.  It  would  remove  the  conflicts,  duplica- 
tions, competition,  and  the  waste  that  are 
resulting  from  the  development  of  two  hos- 
pital programs,  one  of  which  is  operated 
entirely  by  the  federal  government  and 
the  other  operated  under  civilian  auspices 
but  aided  by  the  federal  government. 

10.  It  would  remove  the  necessity  for  the 
construction  of  any  new  Veterans’  Hospi- 
tals, because  the  number  of  hospitals  and 
beds  already  in  existence  are  more  than 
adequate  for  the  care  of  all  service-con- 
nected cases,  and  in  addition,  such  non- 
service-connected cases  as  would  be  eligible 
for  admission  to  Veterans’  Hospitals  under 
the  proposed  program. 

11.  It  would  save  large  sums  of  money. 
The  premium  cost  of  such  insurance  covet  - 
age  would  be  far  less  than  the  cost  of  con- 
structing, staffing,  and  operating  Veterans’ 
Hospitals  in  sufficient  number  and  size  to 
accommodate  the  needs  of  all  veterans  who 
have  a right  to  admission  to  a Veterans’ 
Hospital  under  the  existing  law,  to  say  noth- 
ing of  the  cost  of  transporting  veterans  to 
and  from  such  hospitals. 

It  is  not  possible  to  make  an  accurate 
estimate  of  the  cost  of  administering  the 
program  proposed  in  the  resolution  because 
no  one  knows  the  exact  number  of  veterans 
who  could  qualify  for  such  a benefit.  The 


premium  cost  of  such  a contract  has  been 
estimated  to  be  about  $36.00  per  year  per 
veteran.  If  figures  were  available  as  to  the 
number  of  veterans  who  were  not  required 
to  pay  federal  income  tax  last  year,  an  ac- 
curate estimate  of  the  cost  of  the  program 
could  be  made.  Such  information  is  not 
available.  It  is  estimated  that  not  more 
than  twenty  per  cent  of  19,000,000  vet- 
erans could  qualify  for  the  insurance  bene- 
fit. Based  on  such  an  estimate,  the  cost  of 
the  proposed  program  would  be  about  $136,- 
800,000  per  year. 

Concerning  the  cost  of  the  present  pro- 
gram, we  have  the  following  information  of 
value  in  making  an  estimate  of  the  portion 
of  the  total  cost  that  should  be  allocated  to 
the  cost  of  the  care  of  nonservice-connected 
general  medical  and  surgical  cases  in  gen- 
eral hospitals. 

(1)  According  to  testimony  presented  to 
a Congressional  Committee  recently,  it  is 
estimated  that  the  cost  of  hospitalization 
and  domiciliary  care  under  the  present  pro- 
gram will  be  approximately  $884,600,000  in 
the  next  fiscal  year. 

(2)  We  know  that  a vast  majority  of  Vet- 
erans’ Hospitals  already  built  are  general 
hospitals,  and  that  most  of  the  hospitals 
that  are  planned,  and  in  process  of  con- 
struction at  the  present  time,  are  general 
hospitals. 

(3)  We  also  know  that  a vast  majority  of 
all  the  patients  admitted  to  all  types  of  hos- 
pitals are  admitted  to  general  medical  and 
surgical  hospitals. 

(4)  We  know,  too,  that  a vast  majority  of 
these  admissions  are  for  disabilities  that  are 
not  service  connected. 

(5)  The  cost  of  administering  beds  in 
general  hospitals  is  much  greater  than  the 
cost  of  administering  beds  in  neuropsychi- 
atric and  tuberculosis  hospitals  or  domi- 
ciliary institutions.  According  to  the  best 
information  obtainable,  the  per  diem  cost  of 
in-patient  care  of  veterans  in  the  various 
types  of  hospitals  during  the  year  1949  was 
as  follows: 

Mental  hospitals,  $6.58. 

Tuberculosis  hospitals,  $12.72. 

General  medical  and  surgical  hospitals, 
$14.22. 

Such  facts  certainly  indicate  that  a ma- 
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jority  of  the  cost  of  operating  the  present 
system  of  medical  care  should  be  allocated 
to  nonservice-connected  cases,  in  general 
hospitals. 

With  these  facts  in  mind,  it  is  easy  to 
estimate  that  the  cost  of  administering  the 
program  of  benefits  proposed  would  be  far 
less  than  the  cost  of  administering  the  pres- 
ent program. 

12.  The  new  program  would  provide  a 
practical  and  ready  means  for  determining 
the  question  of  “ability  to  pay”  or  the  “eli- 
gibility” of  a veteran  for  the  benefit  pro- 
posed. 

The  word  “income”  is  an  indefinite  term 
until  it  is  defined  with  respect  to  the  pur- 
pose for  which  it  is  to  be  used. 

The  net  income  of  an  individual  is  not 
the  amount  of  income  on  which  that  indi- 
vidual is  liable  for  a federal  income  tax. 
Every  person  who  earns  $500  or  more  per 
year  is  required  to  file  an  income  tax  re- 
turn, but  no  citizen  is  required  to  pay  an 
income  tax  until  the  amount  of  net  income 
is  well  in  excess  of  $600  per  year. 

The  amount  of  net  income  on  which  a 
person  is  liable  for  federal  income  tax  is 
determined  by  subtracting  from  the  “net 
income”  certain  “exemptions”  and  “deduc- 
tions” that  are  allowed  by  law. 

Each  person  is  allowed  a personal  exemp- 
tion of  $600  and  at  least  the  standard  deduc- 
tion of  10  per  cent  of  the  “net  income.” 
If  the  sum  of  these  two  figures  is  equal  to 
or  greater  than  the  “net  income”  of  a per- 
son, he  or  she  is  not  liable  for  a federal 
income  tax.  For  example : 

(1)  A single  veteran  without  a dependent, 
with  an  income  of  $660  per  year  is  not  liable 
for  a federal  income  tax  for  the  reason  that 
his  exemption  of  $600  plus  his  standard 
deduction  of  10  per  cent,  or  $66,  is  equal  to 
$666,  which  is  greater  than  his  net  income. 
He  would  be  eligible  for  the  contract. 

(2)  A married  veteran,  living  with 
spouse,  has  the  privilege  of  making  a joint 
return.  With  a joint  income  of  $1,320,  he 
is  not  liable  for  a federal  income  tax  for 
the  reason  that  two  exemptions  of  $600 
each,  plus  the  standard  deduction  of  10  per 
cent,  equals  $1,332,  which  is  greater  than 
the  net  income.  He  would  be  eligible  for 
the  contract. 


(3)  A married  veteran  living  with  spouse 
and  having  one  child,  or  other  dependent, 
with  a net  income  of  $2,000  per  year,  is  not 
liable  for  a federal  income  tax  for  the  rea- 
son that  his  three  exemptions  and  his  de- 
duction amount  to  a sum  equal  to  the  $2,000. 
He  would  be  eligible  for  the  contract. 

(4)  A veteran  married,  living  with 
spouse,  and  having  two  dependents,  with  an 
actual  net  income  of  $2,660,  is  not  liable  for 
a federal  income  tax  for  the  reason  that  the 
four  exemptions  amount  to  $2,400  and  the 
standard  deduction  amounts  to  $266  and  the 
sum  of  these  two  is  greater  than  the  net 
income.  He  wrould  be  eligible  for  the  con- 
tract. 

Such  a method  of  determining  the  eligi- 
bility of  the  veteran  for  the  benefit  is  both 
practical  and  fair  for  several  reasons: 

(1)  The  same  test  which  determines  the 
liability  of  one  veteran  for  a tax  also  deter- 
mines the  eligibility  of  another  veteran  for 
a benefit. 

(2)  It  avoids  the  use  of  the  “means  test,” 
as  usually  employed  in  the  administration 
of  many  forms  of  government  benefits.  It 
avoids  the  indignities  of  the  “means  test,” 
about  which  so  much  has  been  said  and 
written. 

(3)  It  would  be  difficult  for  anyone  to 
take  the  position  that  a veteran  is  able  to 
pay  a federal  income  tax  and  not  able  to 
pay  a small  insurance  premium. 

(4)  It  is  practical  for  the  reason  that  it 
is  a simple  matter  for  a veteran  to  state 
under  oath  on  an  application  form  that  he 
was  not  required  to  pay  a federal  income 
tax  in  a certain  year. 

(5)  It  affords  a ready  means  for  checking 
the  accuracy  of  the  statement  on  the  appli- 
cation in  the  event  fraud  or  abuse  is  sus- 
pected. 

These  statements  and  computations 
should  be  a sufficient  answer  to  the  rumor 
that  the  sponsors  of  this  resolution  are 
attempting  to  make  these  benefits  available 
to  all  veterans. 

The  Effects  That  Would  Not  Result 

The  adoption  of  the  program  proposed 
would  not  affect  the  relationships  that  have 
been  established  between  some  61  medical 
schools  and  a like  number  of  Veterans'  Hos- 
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pitals.  It  would  only  affect  the  type  of 
patients  that  are  admitted  to  Veterans’ 
Hospitals. 

Veterans  with  acute  medical  and  surgical 
conditions  which  are  not  service  connected 
would  not  be  eligible  for  admission  to  Vet- 
erans’ Hospitals.  Veterans  with  the  follow- 
ing conditions  would  still  be  eligible  for 
admission  to  Veterans’  Hospitals: 

1.  Service-connected  disabilities. 

2.  Disabilities  which  are  in  dispute  as  to 
whether  they  are  service  connected  or  not. 

3.  Nonservice-connected  cases  with: 

(1)  Tuberculosis. 

(2)  Mental  illness. 

(3)  Chronic  illness  of  any  character  re- 
quiring hospitalization  for  a period  in  ex- 
cess of  90  days. 

Such  a program  would  enable  the  capable 
staffs  of  such  Veterans’  Hospitals  to  focus 
their  interest  and  attention  on  two  medical 
problems  of  major  importance  at  the  pres- 
ent time,  namely,  “mental  illness”  and 
“chronic  illness.” 

It  would  actually  benefit  university  hos- 
pitals in  the  same  manner  as  other  approved 
civilian  hospitals  would  be  benefited.  Vet- 
erans would  be  admitted  to  university  hos- 
pitals, and  the  expense  of  the  care  rendered, 
both  hospital  and  medical,  would  be  paid  by 
the  insurer. 

Such  a program  of  benefits  for  veterans 
with  low  incomes  is  in  harmony  with  the 
program  of  prepayment  medical  and  hos- 
pital insurance  which  the  medical  profes- 
sion has  endorsed  and  in  many  cases  spon- 
sored, and  even  operated. 

Oppositions  to  the  Plan 

As  was  to  be  expected,  opposition  to  the 
proposed  program  has  been  voiced  on  var- 
ious grounds. 

1.  Fear  is  expressed  that  the  adoption  of 
the  resolution  might  bring  about  bad  rela- 
tions between  the  American  Legion  and  the 
American  Medical  Association.  Such  an 
opinion  or  fear  deserves  consideration, 
though  in  our  opinion  such  fear  is  unfound- 
ed. 

Other  questions  which  deserve  more  con- 
sideration, however,  are  these : 

(1)  What  are  the  effects  of  the  present 
program  on  our  civilian  system  of  medical 
and  hospital  care? 


(2)  Does  the  present  program  do  violence 
to  basic  principles  for  which  the  American 
Medical  Association  stands? 

(3)  Can  the  American  Medical  Associa- 
tion afford  to  compromise  these  principles 
on  the  basis  of  such  fears? 

The  National  Convention  of  the  American 
Legion  as  well  as  many  local  Legion  Posts 
have  taken  action  opposed  to  state  med- 
icine. Certainly  the  present  program  is 
state  medicine.  There  is,  therefore,  gross 
inconsistency  between  the  actions  of  the 
Legion  Convention  and  many  local  Posts 
and  the  actions  of  leaders  of  the  Legion  on 
this  issue.  It  would  be  rash  indeed  to  as- 
sume that  the  Legion  might  alter  its  posi- 
tion on  this  issue  in  retaliation. 

Certainly  no  veteran  would  be  justified 
in  becoming  offended  at  an  intelligent  action 
by  a medical  organization  in  an  effort  to 
make  more  available  to  low  income  veterans 
the  benefits  of  high  quality  medical  care  in 
our  civilian  hospitals. 

It  is  common  knowledge  that  bad  rela- 
tions between  veterans  and  physicians  are 
being  created  at  the  local  level  by  the  pres- 
ent program. 

It  is  the  considered  opinion  of  the  spon- 
sors of  this  resolution  that  the  relations 
between  individual  veterans  and  veterans’ 
organizations,  and  individual  physicians 
and  medical  organizations,  would  be  greatly 
improved  by  the  adoption  of  this  resolution. 
This  is  especially  true  of  relations  at  the 
local  community  level  which  is  the  area  of 
the  greatest  importance. 

It  certainly  is  true  that  the  relations  be- 
tween veterans  and  physicians,  whether 
veterans  or  not,  at  the  community  level,  is 
of  far  greater  importance  than  the  relations 
between  the  officials  of  the  two  national 
organizations. 

Another  question  to  be  considered  is  this: 
What  results  could  possibly  follow  a ground- 
less offense  taken  by  any  organization  at  a 
stand  taken  by  the  American  Medical  As- 
sociation in  defense  of  the  principles  of 
freedom  in  medical  care  and  in  favor  of 
government  aid  where  proved  need  for  aid 
exists?  Such  a fear  is  groundless. 

Furthermore,  it  is  our  considered  opinion 
that  a hold,  frank,  and  definite  action  on 
this  issue  by  the  House  of  Delegates  of  the 


154 


MEDICAL  AND  HOSPITAL  CARE  OF  VETERANS 


May,  1950 


American  Medical  Association  would  have 
a very  wholesome  effect  on  the  entire  public 
relations  program  of  the  Association.  It 
would  demonstrate  our  loyalty  to  all  the 
basic  principles  for  which  we  have  stood 
so  long  and  our  determination  to  continue 
that  stand. 

It  would  show  that  we  do  not  oppose  gov- 
ernment aid  to  those  persons  who  are  not 
able  to  pay  for  good  medical  service,  pro- 
vided the  aid  is  administered  in  such  a way 
as  not  to  interpose  a government  agency 
between  the  patient  and  his  physician. 

It  would  show  that  we  stand  for  the  free- 
dom of  veterans  in  the  matter  of  medical 
care  just  as  we  are  for  the  freedom  of  all. 
It  would  show  that  we  are  for  economy  in 
the  administration  of  medical  benefits  to 
veterans  and  for  equality  of  benefits  be- 
tween eligible  veterans. 

2.  It  is  asserted  that  the  legislation  pro- 
posed in  the  resolution  would  have  no 
chance  of  adoption  by  the  Congress  because 
the  American  Legion  would  oppose  it.  This 
is  not  a sound  reason  for  indifference  or 
opposition  if  true,  though  in  our  opinion  it 
is  not  true. 

The  report  of  the  Hoover  Commission  on 
this  subject  made  such  an  impact  on  the 
intelligence  of  the  Congress  and  the  Amer- 
ican people  that  the  President  of  the  United 
States  immediately  ordered  a cutback  of 
16,000  beds  in  the  construction  program 
that  had  already  been  authorized  by  the 
Congress,  and  the  utmost  efforts  of  the 
American  Legion  have  not  been  able  to 
restore  the  beds  to  the  program. 

A United  Press  item  which  appeared  in 
The  Nashville  Banner  for  March  29,  1950, 
reads  as  follows: 

“Legion — Members  of  the  House  Execu- 
tive Expenditures  Committee  accused  the 
American  Legion  of  sending  ‘threatening’ 
letters  to  congressmen.  The  Legion  op- 
poses a federal  hospital  reorganization  plan 
based  on  recommendations  of  the  Hoover 
Commission.  Both  Republicans  and  Demo- 
crats told  Legion  Commander  George  N. 
Craig  they  did  not  like  the  tone  of  election- 
year  letters  they  have  been  getting  from  the 
Legion.  Representative  Clare  E.  Hoffman 
(Michigan),  ranking  Republican  member, 
put  it  this  way,  ‘Instead  of  intimidating  me, 
it  made  me  ornery.’  ” 


It  is  evident  the  Congress  is  not  so  amen- 
able to  certain  Legion  influences  as  some 
people  think. 

Committees  for  the  Report  of  the  Hoover 
Commission  are  being  formed  in  every  state 
of  the  Union.  The  duplication  and  wastes 
that  are  taking  place  in  the  administration 
of  benefits  to  veterans  is  a topic  of  discus- 
sion in  all  their  meetings. 

Surely,  the  combined  intelligence  and  en- 
ergies of  the  American  Medical  Association, 
the  American  Hospital  Association,  the 
Committees  for  the  Hoover  Reports,  and 
many  other  groups  might  at  least  make 
some  impression  on  an  intelligent  Congress. 

3.  It  has  been  suggested  that  the  adoption 
of  the  Resolution  would  contribute  to  the 
passage  of  the  Wagner-Murray-Dingell  Bill. 
Such  a statement  is  absurd.  We  all  know 
that  the  so-called  insurance  feature  of  the 
Wagner-Murray-Dingell  Bill  is  not  insur- 
ance in  any  sense.  It  is  government  medi- 
cine, paraded  under  the  false  name,  “Health 
Insurance.”  No  veteran  and  no  other  civil- 
ian would  receive  an  insurance  contract  if 
the  bill  were  enacted.  Service  would  be 
contracted  for  by  a governmental  agency. 
The  proposal  in  this  resolution  is  that  the 
eligible  veteran  receive  a bona  fide  insur- 
ance contract.  If  such  a provision  were 
written  into  the  Wagner-Murray-Dingell 
Bill,  its  present  sponsors  no  doubt  would 
oppose  its  passage  because  it  would  deny 
them  the  powers  and  patronage  they  seek. 

4.  Fear  has  been  expressed  that  the  pro- 
gram proposed  in  the  Resolution  might  be 
extended  to  cover  families  of  veterans  or 
other  groups.  This  is  not  a logical  objec- 
tion. No  doubt  such  proposals  would  be 
made.  The  fact  is,  there  is  a legislative 
proposal  that  the  government  take  over  the 
whole  of  medicine.  It  has  been  proposed 
also  that  the  present  program  be  expanded 
and  that  the  families  of  veterans  be  allowed 
admission  to  Veterans’  Hospitals. 

The  fact  is  that  the  present  program  has 
more  potentialities  for  such  expansion  than 
the  proposed  program,  so  that  one  is  faced 
with  the  necessity  of  deciding  between  two 
risks,  not  just  one. 

5.  It  has  been  asserted  that  the  fact  that 
the  government  would  pay  the  premium  on 
the  coverage  on  low-income  veterans  gives 
to  it  the  appearance  of  State  Medicine.  This 
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is  a rash  assumption.  The  proposed  pro- 
gram is  a method  of  financing  the  cost  of 
medical  care.  It  is  not  a method  of  deliv- 
ering medical  care.  It  has  become  common 
practice  for  employers  to  share  in  the  pre- 
mium cost  of  such  insurance  coverage  for 
their  employees.  The  American  Medical 
Association  shares  in  the  premium  cost  of 
such  insurance  coverage  for  its  employees. 
Such  a practice  does  not  put  these  employers 
into  the  practice  of  medicine.  The  federal 
government  has  by  legislation  assumed  a 
liability  for  the  medical  and  hospital  care 
of  veterans.  We  are  not  now  debating  the 
question  as  to  whether  such  action  urns  wise 
or  umvise.  It  is  too  late  for  such  a debate. 
It  is  twenty-six  years  late.  We  can  be  cer- 
tain the  commitment  which  has  stood  for 
twenty-six  years  will  be  met  in  one  way  or 
another — either  by  the  delivery  of  such  care 
in  Veterans’  Hospitals  or  by  providing  in- 
surance coverage.  The  proposal  in  the  Res- 
olution is  that  the  commitment  be  met  by 
insurance  coverage  and  not  by  the  establish- 
ment of  a gigantic  hospital  system  operated 
by  the  government. 


This  Resolution  deserves  consideration  on 
the  basis  of  its  merits  alone.  Fundamental 
questions  of  great  magnitude  are  involved. 

It  is  obvious  that  at  least  four  alternative 
actions  may  be  taken  on  this  proposition  by 
the  House  of  Delegates: 

1.  Endorse  the  present  program.  That  is 
unthinkable. 

2.  Condone  the  present  program  by  in- 
action or  by  defeating  the  Resolution.  This 
would  be  about  as  effective  as  endorsement. 

3.  Oppose  the  present  program  and  offer 
no  substitute  program.  Such  action  would 
be  utterly  futile. 

4.  We  can  propose  and  support  a substi- 
tute program  to  take  the  place  of  the  pres- 
ent program — a substitute  program  which 
is  constructive,  which  is  in  harmony  with 
our  ideals  and  philosophies,  a program  that 
will  benefit  veterans,  taxpayers,  and  civilian 
hospitals.  That  is  the  action  the  sponsors 
of  the  Resolution  propose. 

Such  a program  will  aid  in  the  preserva- 
tion of  our  great  civilian  system  of  medical 
care — a system  which  we  are  struggling 
desperately  to  preserve  for  the  benefit  of  all. 


Something  New  Is  Coming  Your  Way 


Hie  Journal  of  your  Association  is  in  for  some  face-lifting.  According  to 
Dr.  Kampmeier,  the  editor,  and  yours  truly  as  business  manager  and  managing 
editor,  the  operation  will  not  be  limited  to  skin  grafting. 

1 here  will  be,  in  addition  to  a new  cover,  a new  organization  of  the  various 
sections  and  features  of  the  Journal.  Can't  tell  you  everything  — just  watch 
for  the  NEW  JUNE  ISSUE. 


* 


♦J* 


V.  O.  F. 
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NORTH  AMERICAN  BLASTOMYCOSIS* 

D.  J.  GREINER,  M.D.,  Memphis 

North  American  blastomycosis  is  a chron- 
ic infection,  caused  by  blastomycetic  derma- 
titidis  and  characterized  by  the  formation 
of  suppurative  and  granulomatous  lesions 
in  any  part  of  the  body,  but  with  a predilec- 
tion for  the  skin,  lungs,  and  bone.1 

Gilchrist  described  the  first  case  in  1894. 
Since  that  time  there  have  accumulated  re- 
ports of  several  hundred  cases  in  the  liter- 
ature, all  but  four  authenticated  ones  oc- 
curring in  the  United  States.  The  others 
were  reported  from  England,  Canada,  and 
Australia.  The  disease  has  been  reported 
in  this  country  from  twenty-eight  states, 
with  Illinois,  Louisiana,  Kentucky,  Tennes- 
see, Virginia,  and  North  Carolina  contribut- 
ing the  majority. 

The  incidence  is  greatest  in  agricultural 
workers,  laborers,  and  people  who  work  or 
live  in  damp  unhygienic  or  wooded  places. 
The  organism  is  widespread  in  nature,  and 
the  mode  of  invasion  is  probably  either 
through  the  respiratory  tract  or  through 
abraded  skin.  The  disease  occurs  in  two 
forms,  cutaneous  and  systemic. 

Cutaneous  lesions  occur  most  frequently 
on  the  face  and  exposed  parts.  They  may 
be  localized  or  multiple.  Usually  the  nose, 
lips,  cheeks,  forehead,  and  eyelids  are  in- 
volved, but  it  spares  the  conjunctiva.  The 
first  lesion  is  a papular  pustule  which  rup- 
tures and  develops  a friable  necrotic  crust 
and  slowly  increases  in  size  centrifugally. 
The  active  margin  of  the  lesion  is  violaceous 
and  elevated  one-eighth  to  three-eighths  inch 
above  the  surrounding  skin.  The  central 
area  has  a tendency  to  heal  with  a soft  scar 
formation,  whereas  the  margin  remains  ele- 
vated and  sharply  demarcated  from  the  sur- 
rounding normal  skin.  The  crust  is  easily 
removed  to  uncover  an  almost  flat  bleeding 


*From  the  Laboratory  Service,  Veterans  Admin- 
istration Medical  Teaching  Group,  Kennedy  Hospi- 
tal, Memphis,  Tenn.  Read  before  the  Memphis 
Society  of  Pathologists,  November,  1949.  Published 
with  the  permission  of  the  Chief  Medical  Director, 
Department  of  Medicine  and  Surgery,  Veterans 
Administration,  who  assumes  no  responsibility  for 
the  opinions  expressed  or  conclusions  drawn  by  the 
author. 


base  with  papillary  projections  bathed  in 
exudate.  In  the  peripheral  area  numerous 
miliary  abscesses  are  present.  Material  for 
smear,  culture,  and  biopsy  should  come 
from  this  area.2  The  lesions  are  usually 
seen  by  the  physician  when  they  are  several 
months  old  and  about  one  inch  in  diameter. 
Single  lesions  may  reach  eight  to  ten  inches 
in  diameter.  Multiple  lesions  are  probably 
the  result  of  autoinoculation. 

In  practically  all  of  the  systemic  cases 
the  primary  focus  is  probably  pulmonary. 
From  this  focus  the  organism  may  be  dis- 
seminated by  either  the  blood  or  lymphatics 
or  both.  There  is  a predilection  for  spread 
to  skin,  subcutaneous  tissue,  lungs,  bones, 
and  joints,  but  no  tissue  or  organ  is  im- 
mune. The  skin  is  often  involved  secondar- 
ily in  the  systemic  type  of  infection,  but 
systemic  involvement  from  primary  cuta- 
neous blastomycosis  is  rare.  In  the  system- 
ic form,  central  nervous  system  involve- 
ment is  uncommon,  and  when  it  does  occur, 
it  takes  the  form  of  single  or  multiple  ab- 
scesses. Meningeal  involvement  is  espe- 
cially uncommon  and  fewer  than  twelve 
acceptable  cases  have  been  reported. 

Histopathologically  the  cutaneous  form 
is  characterized  by  a marked  hyperplasia  of 
the  epidermis  bordering  the  area  of  ulcera- 
tion. Between  the  enlarged  epithelial  pegs 
is  an  inflammatory  type  of  granulomatous 
reaction  in  which  mononuclear  cells,  poly- 
morphonuclear leukocytes,  scattered  eosin- 
ophils, and  scattered  giant  cells  of  the  for- 
eign body  type  are  seen.  Small  acute  ab- 
scesses are  common  just  beneath  the  epi- 
dermis, and  these  are  characteristically  also 
present  within  the  hyperplastic  epithelial 
pegs.  The  causative  organism  should  be 
searched  for  in  these  abscesses  and  within 
the  cytoplasm  of  the  giant  cells.  The  or- 
ganism occurs  in  the  yeast  form  in  tissue 
and  may  be  identified  as  single  or  budding 
spherical  cells,  8 to  15  units  (2.8  to  20  units) 
in  diameter,  with  thick  retractile  wall. 
This  wall  is  sufficiently  thick  to  give  these 
forms  a “double-contoured”  appearance. 

In  the  systemic  form  the  lung  lesions  are 
very  similar  to  those  of  tuberculosis.  Mili- 
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ary  lesions  are  usually  present,  but  micro- 
scopically these  are  abscesses  with  a pre- 
dominance of  polys  similar  to  those  seen  in 
the  cutaneous  lesions.  A granulomatous  le- 
sion surrounds  the  abscesses.  The  majority 
of  the  writers  state  that  even  the  best  pa- 
thologist cannot  diagnose  the  lesion  on  his- 
tology alone  unless  the  organism  is  demon- 
strated in  the  sections. 

It  must  be  stated  that  the  finding  of  bud- 
ding, thick-walled,  doubly-contoured  cells  is 
suggestive  but  not  diagnostic  of  blastomy- 
cosis. Certain  species  of  torula  and  Candi- 
da, the  immature  spherules  of  coccidioides 
immitis  not  possessing  endospores,  some 
cells  of  cryptococcus  possessing  rather  thick 
cell  walls,  as  well  as  spherical  cells  of  geo- 
trichum, may  be  confusing. :1  It  is  therefore 
evident  that  additional  diagnostic  means  are 
needed  for  accurate  diagnosis.  Direct  ex- 
amination of  exudate,  culture,  and,  if  neces- 
sary, animal  inoculation  are  available. 

Direct  examination  of  wet  preparations 
of  the  exudate  or  scrapings  from  lesions 
should  be  examined  for  the  characteristic 
organism,  preferably  with  the  addition  of 
NaOH  or  KOH.  If  spherical  forms  are 
demonstrated  but  budding  forms  are  not 
seen,  one  can  seal  the  preparation  and  incu- 
bate the  slide  overnight,  in  which  case  bud- 
ding forms  may  be  demonstrated.  These 
findings  are  only  additional  presumptive  ev- 
idence, and  culture  should  always  be  uti- 
lized. 

Blastomycetic  dermatitidis  grows  luxu- 
riantly at  room  temperature  on  artificial 
media,  but  not  so  readily  at  higher  tem- 
peratures or  in  the  presence  of  bacteria 
and  is,  therefore,  sometimes  missed  in 
incubated  cultures.4  It  is  a nonferment- 
er. The  procedures  necessary  and  widely 
used  for  isolation  and  identification  of  the 
fungus  can  be  summarized  as  follows:6  the 
material  should  be  streaked  heavily  on  blood 
agar  plates  and  Sabouraud’s  slants.  The 
blood  agar  is  incubated  at  37  degrees  Centi- 
grade, while  the  dextrose  agar  is  left  at 
room  temperature.  The  cultures  should  not 
be  discarded  for  two  or  three  weeks,  since 
colonies  of  blastomyces  may  not  appear  for 
two  weeks. 

The  organism  on  blood  agar  at  37  de- 
grees Centigrade  grows  as  a small  wrinkled. 


waxy  colony,  not  dissimilar  to  a colony  of 
tubercle  bacilli.  Microscopically,  it  con- 
sists of  large  rounded  thick-walled  cells, 
many  of  them  budding  and  some  showing- 
rudimentary  hvphae. 

On  Sabouraud’s  medium  at  room  temper- 
ature the  fungus  tends  to  remain  yeast-like 
for  only  a short  period  of  time,  during 
which  the  mycelium  is  broad,  thick-walled, 
and  closely  septate,  giving  the  general  ap- 
pearance of  a geotrichum.  Quickly  the  my- 
celial phase  predominates,  the  culture  devel- 
oping a white,  cottony  growth  with  an 
abundant  aerial  mycelium,  which  becomes 
tan  to  brown  with  age.  Microscopically, 
this  mold-like  culture  shows  numerous  oval 
to  round  conidia,  three  to  four  units  in  di- 
ameter, attached  to  the  hvphae  near  septa- 
tions;  other  round  to  pyriform  conidia, 
four  to  five  microns  in  diameter,  are  borne 
on  lateral  sterigmas  of  varying  lengths.  In 
old  cultures  many  chlamydospores  are  de- 
veloped, seven  to  eighteen  units  in  diam- 
eter with  outer  walls  thickened  to  give  un- 
usual appearances.  The  mycelial  phase  can 
be  converted  to  the  yeast-like  phase  by  sub- 
culturing the  organism  to  fresh  media  and 
incubating  at  37  degrees  Centigrade.2 

The  organism  is  resistant  to  both  penicil- 
lin and  streptomycin,  and  this  fact  may  be 
utilized  in  the  preparation  of  special  culture 
media  to  suppress  the  contaminants.  Six- 
day-old  cultures  of  the  budding  yeast  form 
are  resistant  in  Sabouraud’s  dextrose  broth 
to  both  penicillin  and  streptomycin  in  con- 
centrations up  to  200  units  per  cubic  centi- 
meter. 

Laboratory  animals  are  of  questionable 
help  if  a good  mycologist  is  available.  The 
mouse  is  the  most  susceptible.  The  rat  is 
less  so,  and  it  is  difficult  to  infect  rabbits 
and  guinea  pigs. 

Additional  adjuncts  in  the  diagnosis  but 
more  important  in  prognosis  are  the  skin 
test  and  the  complement  fixation.  The 
prognosis  of  the  cutaneous  form  is  good, 
but  this  form  is  very  resistant  to  treatment. 
The  system  form  carries  a 90  per  cent 
mortality  in  three  to  five  years  after  onset. 

Evidence  has  accumulated  indicating  the 
course  and  ultimate  outcome  depends  in  a 
large  measure  on  the  allergic  or  immunolog- 
ic response  of  the  host  to  the  infection.  Mar- 
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tin  and  Smith  show  that  the  level  of  anti- 
body titre  of  the  complement  fixation  test 
can  be  used  to  indicate  the  degree  of  infec- 
tion in  systemic  blastomycosis  and  to  prog- 
nosticate the  ultimate  outcome.  In  general, 
it  can  be  said  that  a high  titre  and  a nega- 
tive skin  test  carries  a very  unfavorable 
prognosis.  A positive  skin  test  with  a nega- 
tice  complement  fixation  is  much  more  fa- 
vorable. 

Smith7  in  a recent  publication  shows  that 
some  patients  develop  humoral  antibodies 
which  can  be  detected  by  complement  fixa- 
tion. Others  acquire  hypersensitivity  to 
the  antigen  of  the  organism  as  shown  by  a 
positive  skin  test  to  vaccine  or  blastomycin. 
The  following  combinations  were  studied 
with  equal  numbers  of  patients  in  each 
group : 

1.  Skin  test  positive  . . . Complement 
fixation  negative. 

2.  Skin  test  positive  . . . Complement 
fixation  positive. 

3.  Skin  test  negative  . . . Complement 
fixation  positive. 

4.  Skin  test  negative  . . . Complement 
fixation  negative. 

Group  1.  This  group  has  the  best  prog- 
nosis and  usually  indicates  limited  infec- 
tion. The  patients  with  a positive  skin  test 
to  blastomycin  vaccine  either  do  not  im- 
prove or  actually  become  worse  with  io- 
dides. Therefore  it  is  recommended  that 
a partial  desensitization  with  vaccine  be 
produced  before  the  administration  of  io- 
dides. Ten  patients  with  one  death. 

Group  2.  These  patients  have  a more 
extensive  infection.  The  treatment  is  the 
same  as  group  1.  Ten  patients  with  three 
deaths. 

Group  3.  This  group  has  extensive  gen- 
eralized disease.  The  negative  skin  test  is 
interpreted  as  the  result  of  a terminal  an- 
ergy  analogous  to  that  seen  in  terminal  gen- 
eralized tuberculosis.  This  group  carries 
a prognosis,  and  in  the  ten  patients  there 
were  eight  deaths. 

Group  4.  Most  of  these  cases  are  appar- 
ently recent  infections  without  time  to  de- 
velop hypersensitivity  or  antibodies.  This 
type  of  reaction  occasionally  occurs  in  ter- 
minal cases,  but  it  is  more  common  to  have 


a high  titre  of  antibodies.  Ten  patients 
with  two  deaths. 

For  the  intracutaneous  test,  heat-killed 
vaccine  is  used.  This  is  prepared  by  sus- 
pending in  sterile  saline  solution  the  yeast- 
like organisms  from  a culture  of  blastomy- 
cetic  dermatitidis  grown  on  blood  agar  at 
37  degrees  Centigrade.  This  is  centri- 
fuged in  a graduated  tube  and  the  sediment 
suspended  in  enough  saline  to  make  1:1000 
dilution  by  volume.  This  is  heated  to  60 
degrees  Centigrade  for  four  hours  and  test- 
ed for  sterility  by  heavily  inoculating  a 
blood  agar  slant  and  incubating  at  37  de- 
grees Centigrade  for  at  least  ten  days.  Tri- 
cresol, 0.35  per  cent,  is  added  as  a preserva- 
tive. Inject  0.1  cubic  centimeter  intracu- 
taneously.  There  may  be  an  area  of  ery- 
thema early  (fifteen  to  twenty  minutes) 
which  is  not  specific.  The  characteristic 
positive  begins  in  twelve  to  twenty-four 
hours  and  reaches  a maximum  in  two  to 
four  days,  resembling  closely  a positive  tu- 
berculin reaction.  In  very  allergic  patients 
a sterile  abscess  may  form  at  the  site  of  the 
test.8 

For  the  complement  fixation  reaction  the 
preparation  of  material  and  reagents  is  the 
same  as  for  those  used  in  the  Wassermann 
except  for  the  substitution  of  the  fungus 
suspension  for  the  beef  heart  antigen.  The 
Martin  and  Smith0  technique  utilizes  as 
antigen  a saline  suspension  of  blood  agar 
cultures  of  the  living  yeast  phase  organism. 

In  desensitizing  use  heat-killed  vaccine 
which  need  not  be  autogenous.  All  strains 
of  blastomycetic  dermatitidis  are  immuno- 
logicallv  identical.  Give  injections  subcuta- 
neously 0.2,  0.4,  0.8,  and  1 cubic  centimeter 
every  other  day.  Rest  for  one  week.  Ex- 
amine serum  for  complement  fixing  anti- 
bodies. If  absent,  repeat  the  vaccine  series. 
One  week  after  second  series,  again  test  the 
serum.  If  the  original  positive  skin  test 
gave  a reaction  of  less  than  one  centimeter, 
the  killed  vaccine  suspension  may  be  used 
undiluted.  If  the  reaction  measures  two 
centimeters,  the  vaccine  should  be  used  di- 
luted 1-100.  If  three  centimeters,  dilute 
vaccine  1:1000;  and  if  above  three  centi- 
meters, dilute  to  1 :10,000.  When  diluted 
vaccines  are  indicated,  the  initial  dose  is  0.1 
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cubic  centimeter,  increasing  with  each  in- 
jection.- ' 

After  the  patient  develops  complement 
fixing  antibodies,  one  can  start  iodide  ther- 
apy. Three  drops  of  a solution  of  KI  are 
given  three  times  a day  and  increased  by 
one  drop  with  each  dose  on  succeeding  days 
to  twenty  drops  three  times  a day.  Then 
reduce  to  five  drops  three  times  a day  and 
build  back  to  twenty  drops.  Continue  io- 
dides for  six  months.  Also  inject  .5  cubic 
centimeter  of  vaccine  every  two  weeks  in 
the  hope  of  maintaining  humoral  immunity. 

In  spite  of  desensitizing  procedures,  io- 
dide therapy  and  radiation  therapy  in  some 
cases  recurrences  with  spread  to  new  areas 
are  common.  The  therapeutic  response  in 
many  cases  is  disappointing  both  to  the  pa- 
tient and  to  the  physician.  It  is  to  be  hoped 
that  some  one  of  the  new  antibiotics  may 


prove  effective  against  the  organism  of  blas- 
tomycosis. 
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THE  ROLE  OF  THE  CANCER  DETECTION  CLINIC  IN  THE  CANCER 
PROBLEM 


A.  W.  DIDDLE,  M.D.,  Knoxville 

In  recent  years  preventive  medicine  has 
become  increasingly  important  in  the  con- 
trol and  eradication  of  many  diseases.  Pre- 
ventive measures  in  the  field  of  cancer  con- 
trol, however,  are  still  largely  overlooked. 
When  it  is  considered  that  this  disease  is  the 
second  largest  killer  of  mankind  in  the 
United  States  today,  it  is  pertinent  to  dis- 
cuss the  role  of  the  cancer  detection  clinic 
in  the  cancer  problem.  The  subject  will  be 
taken  up  under  four  major  headings:  (1) 
The  Development  and  principles  governing 
the  clinics  already  established;  (2)  Their 
organization;  (3)  Results  accomplished; 
and  (4)  The  ultimate  goal. 

Development  and  Principles 

Professor  Georg  Winter  of  the  University 
of  Koenigsburg  made  the  first  organized 
attempt  to  control  cancer  sometime  in  the 
1890’s.9  He  organized  a campaign  of  edu- 
cation for  the  purpose  of  acquainting  wom- 
en with  the  earliest  symptoms  of  cancer  of 
the  uterus  and  instructed  them  to  consult 
their  physician  promptly  if  these  symptoms 
appeared.  This  example  was  followed  in 
this  country  in  1914  with  the  organization 
of  the  American  Cancer  Society.  It  was 
not  until  1937,  after  one  of  its  most  success- 
ful educational  campaigns,  that  the  first 
cancer  prevention  clinic  was  established  at 
the  Kate  Depew  Strang  Tumor  Clinic  locat- 
ed in  the  New  York  Infirmary  for  Women 
and  Children.  A detection  or  prevention 
clinic  is  defined  as  one  designed  to  detect 
abnormalities  in  supposedly  well  persons. 
Undoubtedly,  the  incentive  for  this  for- 
mation came  from  women  who  requested 
examination  to  find  out  whether  or  not 
they  had  cancer.  The  original  work  was 
financed  almost  entirely  by  Doctor  L’Es- 
perance.  The  gradual  success  of  this  clinic 
led  to  the  organization  of  one  in  Philadel- 
phia in  1938,  one  at  Memorial  Hospital  in 
New  York  City  in  1940,  and  later  others  in 
Los  Angeles,  Milwaukee,  Chicago,  Houston, 
and  New  Orleans.  During  the  meeting  of 
the  House  of  Delegates  of  the  American 
Medical  Association  in  December,  1945,  rec- 


ommendations for  standards,  rules,  and 
regulations  and  means  of  establishing  can- 
cer prevention  clinics  were  formulated.17 
Already  the  American  Cancer  Society  and 
the  American  College  of  Surgeons  were 
aware  of  this  need.9  For  many  years  the 
activities  of  the  American  Cancer  Society 
were  limited  largely  to  a program  of  edu- 
cation and  cancer  research.  It  became  evi- 
dent that  this  program  was  inadequate  and 
that  service  to  the  patient  was  needed.  Ac- 
cordingly, the  Service  Division  of  the  Amer- 
ican Cancer  Society  was  formed.  It  is 
governed  by  practicing  physicians  and  rep- 
resentatives from  the  American  Medical  As- 
sociation, American  College  of  Surgeons, 
and  American  Roentgenological  Society. 
The  specific  functions  of  the  Service  Divi- 
sion were  given  to:  (1)  Survey  needs  for 
cancer  care;  (2)  underwrite  detection  clin- 
ics; (3)  promote  diagnostic  clinics  (4)  and 
treatment  centers ; and  (5)  arrange  for  care 
of  patients  with  advanced  cancer. 

Organization 

The  combined  principles  of  the  American 
Medical  Association,  the  State  Medical  So- 
ciety, and  the  County  Medical  Society  may 
govern  a cancer  detection  clinic.'21  It  should 
be  located  in  a hospital  approved  by  the 
American  College  of  Surgeons  and  formed 
with  approval  of  the  local  Medical  Society. 
Examination  of  patients  who  present  them- 
selves is  done  free  of  charge  and  must  in- 
clude history  and  a physical  examination. 
If  any  abnormalities  are  found,  or  treatment 
is  indicated,  the  patient  is  sent  to  her  family 
physician  with  a written  report  of  the  find- 
ings. If  the  patient  does  not  have  a doctor, 
one  is  recommended  from  a list  approved 
by  the  local  Medical  Society.  If  the  patient 
cannot  afford  the  services  of  a physician, 
she  may  be  referred  to  a charity  clinic.  In 
no  instance  is  a presumptive  diagnosis  giv- 
en. Such  information  is  left  to  the  discre- 
tion of  the  family  doctor.  If  the  patient  is 
referred  to  a physician  or  clinic  for  treat- 
ment, a follow-up  is  made  in  one  to  two 
months  to  learn  whether  or  not  the  person 
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followed  the  advice  recommended  by  the 
detection  clinic  and,  if  so,  what  was  the  out- 
come. The  histories  of  those  who  prove  to 
be  normal  physically  are  earmarked  for 
another  examination  in  six  months. 

Local  conditions1'  17  may  modify  the  needs 
and  setup  of  a detection  clinic.  However, 
in  general,  a chairman  acts  as  supervisor. 
To  reap  the  greatest  good  entails  the  serv- 
ices of  the  various  specialists — gynecolo- 
gist, dermatologist,  urologist,  internist,  etc. 
There  is  need  for  publicity  regarding  the 
location  and  hours  people  can  consult  the 
clinic.  The  Women’s  Field  Army  and  var- 
ious other  social  organizations  can  fulfill 
this  requirement.  Volunteer  workers,  such 
as  the  Gray  Ladies,  have  been  employed  in 
some  localities  to  make  appointments.  In 
other  places,  a nominal  fee  is  paid  entitling 
the  patient  to  two  examinations  a year,  and 
at  the  same  time  giving  a source  of  funds 
to  employ  a nurse,  secretary,  and  laboratory 
technician.  Emphasis  is  placed  on  the  value 
of  records,  and  these  should  be  complete, 
with  family  and  persona]  history,  physical 
findings,  and  follow-up  reports.  Some  sort 
of  filing  system  should  be  at  hand  in  which 
to  keep  records.  A telephone  is  needed  to 
make  appointments  and  for  use  of  doctors 
giving  their  services.  In  general,  only  sim- 
ple laboratory  tests  are  made  such  as  uri- 
nalysis, blood  count,  and  roentgenogram  of 
the  chest.  On  the  other  hand,  the  clinic 
started  at  the  Woman’s  Medical  College  in 
Philadelphia  in  1938  has  employed  trans- 
illumination of  the  breast,  aspiration  biop- 
sy, and  now  cytologic  studies  of  slides  from 
body  orifices  are  being  done  in  some  in- 
stances. 

Trial  and  error  has  revealed  that  it  is 
advantageous  to  locate  the  detection  clinic 
near  an  X-ray  unit,  preferably  in  an  ob- 
stetric and  gynecologic  clinic.  Here,  vari- 
ous types  of  equipment,  such  as  specula, 
gloves,  tables  with  stirrups,  and  lights  are 
more  commonly  found  than  in  some  of  the 
other  special  clinics. 

It  is  apparent  that  examinations  need  to 
be  scheduled  for  twice  a year.  Once  a year 
is  not  often  enough  for  the  reason  a malig- 
nancy may  appear  and  become  incurable  in 
less  than  a year’s  time. 


Results 

Those  who  are  interested  in  hospitals  are 
aware  of  the  time  and  the  attention  needed 
by  cancer  patients  and  the  valuable  bed 
space  they  may  occupy  for  a long  period. 
Experience  gained  by  the  cancer  detection 
clinics  has  revealed  that  many  precancerous 
lesions  can  be  corrected  with  local  therapy 
and  the  patient  usually  maintained  in  a 
condition  which  does  not  require  hospitali- 
zation. The  result  of  such  clinics  is  to 
lighten  the  problem  of  hospitals  as  well  as 
to  insure  a greater  rate  of  cure  of  those 
with  early  malignancies.  Moreover,  many 
benign  conditions  and  remediable  physical 
defects  are  discovered.  Referral  of  70  per 
cent  of  2,552  patients  from  the  Philadelphia 
detection  clinic  to  private  physicians  was 
motivated  by  conditions  other  than  malig- 
nancy.-1 Among  over  6,600  supposedly  well 
men  and  women  seen  in  six  detection  clinics 
located  in  various  parts  of  the  United  States 
in  the  period  from  May,  1937,  to  the  early 
part  of  1946,  282  malignancies  were  dis- 
covered.1015’ 18)  20  About  twice  that  number 
of  benign  tumors  and  precancerous  lesions 
were  found  plus  a great  number  of  other 
diseases  requiring  treatment.  It  should  be 
pointed  out  that  this  number  of  patients 
represent  only  one-third  to  one-fourth  of  the 
total  examinations  done.  In  other  words, 
there  was  a tremendous  amount  of  work 
involved.  On  the  other  hand,  it  is  satisfy- 
ing to  know  that  a majority  of  the  malig- 
nancies were  seen  early  enough  to  be  cur- 
able. Treves,  in  1944,  commenting  on 
MacFarlane’s  work,  esimated  52,278  neo- 
plasms that  could  be  cured  would  be  found 
among  the  twenty  million  women  in  the 
United  States  over  twenty  years  of  age  at 
the  first  examination. 

Goal 

It  is  the  purpose  of  the  cancer  prevention 
clinics  to  influence  individuals  to  accept 
periodic  cancer  health  examinations  as  the 
best  means  of  reducing  mortality  in  cancer 
and  possibly  a host  of  other  diseases.  As 
was  brought  out  recently  in  a study  of  can- 
cer in  the  city  of  Dallas,  Texas,3’6  and  Phila- 
delphia,8 women  with  pelvic  cancer  are  not 
going  to  the  physician  much  earlier  today 
than  they  were  thirty  years  ago.  It  has 
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been  suggested  recently  by  Freemont-Smith, 
Graham,  and  Meigs7  that  a clinically  rec- 
ognizable malignancy  may  already  be  an 
advanced  cancer,  even  though  seen  soon 
after  appearance  of  symptoms.  This  means 
that  our  fight  against  cancer  must  be  ex- 
tended, if  possible,  to  pick  up  very  early 
invasive  or  noninvasive  cancers.  Not  only 
that,  but  it  looks  as  though  education  must 
begin  at  an  early  age  to  develop  responsi- 
bility to  attend  health  clinics.  A move  in 
this  direction  was  adopted  by  the  Dallas 
County  Medical  Society  in  Dallas,  Texas, 
in  1946.  An  experimental  trial  was  begun 
by  this  Society  whereby  the  practicing  phy- 
sicians give  much  of  the  hygiene  course  in 
the  high  schools.  In  this  course  the  student 
is  acquainted  with  the  essential  physiologic 
and  anatomic  problems  pertaining  to  the 
body. 

The  medical  profession  must  also  assume 
a greater  responsibility  and  realize  that 
cancer  is  not  a single  disease,  but  a group 
of  diseases,  with  varying  manifestations, 
each  with  a characteristic  history,  differing 
in  rate  of  growth  according  to  age  and  con- 
dition of  the  host  and  with  diverse  histol- 
ogy. We  must  be  continually  on  the  look- 
out for  apparently  harmless  lesions  that  are 
potentially  dangerous. 

If  cancer  is  to  be  diagnosed  early,  there 
must  be  available  facilities  with  a fully- 
equipped  hospital,  with  a radiologist,  ex- 
perienced pathologist,  and  especially  trained 
clinicians.  In  a recent  report-  it  was  found 
that  23  stated  have  no  organized  pathologic 
service,  25  carry  no  statistical  research,  and 
27,  at  the  time  of  the  survey,  have  no  state 
law  specifically  establishing  the  cancer  pro- 
gram. Only  twelve  approved  cancer  hospi- 
tals were  to  be  found  in  North  America. 
One  of  these  was  in  Canada  and  the  other 
eleven  were  located  in  five  of  the  forty- 
eight  states.  There  were  only  six  institu- 
tions in  Tennessee  conducting  approved 
cancer  clinics,  according  to  the  December 
issue  for  1948  of  the  Bulletin  of  the  Amer- 
ican College  of  Surgeons.  There  was  only 
one  approved  cancer  detection  center  in  the 
state ! 

We  could  speculate  on  the  result  which 
might  be  obtained  if  large  sections  of  the 
community  could  be  persuaded  to  accept 


periodic  cancer  health  examinations.  This 
will  automatically  increase  the  number  of 
cancer  cures  and  might  aid  materially  in 
the  prevention  of  cancer  by  recognizing  and 
treating  predisposing  factors  in  the  devel- 
opment of  the  disease. 

It  is  appropriate  to  conclude  with  a state- 
ment made  by  Dr.  Ewing  in  April,  1942, 
“That  there  is  no  room  for  doubt  that  the 
establishment  of  cancer  prevention  clinics, 
while  luxurious  and  somewhat  difficult,  is 
one  of  the  best  methods  of  detecting  early 
cancer  and  precancerous  changes.  Any 
community  that  can  establish  such  an  or- 
ganization would  render  a valuable  service. 
This  statement  is  based  both  on  theory  and 
actual  experiences  in  the  cancer  prevention 
clinics  established  at  the  Memorial  Hospi- 
tal.” 
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SAFETY  CONSIDERATIONS  IN  THE  THERAPEUTIC  USE  OF 
RADIOACTIVE  SUBSTANCES* 


GEORGE  K.  SCHWEITZER,  Ph.D.,f  Knoxville 

Introduction 

Since  the  advent  of  the  atomic  bomb  and 
the  subsequent  release  of  relatively  large 
amounts  of  induced  radioactive  elements  by 
the  Atomic  Energy  Commission,  the  use  of 
such  substances  has  become  quite  wide- 
spread. A particularly  important  field  of 
investigation  which  has  opened  is  the  ther- 
apeutic use  of  these  materials  by  the  medi- 
cal profession.  Considering  the  widespread 
distribution  of  radioactive  substances,  it  is 
amazing  that  so  little  is  known  about  the 
handling  of  them  in  laboratories  outside  of 
the  special  government  installations. 

Safety  in  the  radiochemical  laboratory  set 
up  for  the  administration  of  therapeutic 
doses  of  radioactive  materials  is  of  prime 
importance.  Health  hazards,  such  as  the 
radioactive  contamination  of  the  body  and 
external  and  internal  exposure  to  the  radi- 
ations, are  the  most  important  problems  to 
those  who  are  concerned  with  such  labora- 
tories. 

Health  Hazards 

Radioactivity  cannot  be  seen,  heard,  or 
felt.  Although  the  radiations  are  not  per- 
ceptible to  the  five  senses,  they  are  extreme- 
ly dangerous  unless  properly  controlled. 
The  dangers  associated  with  radioactive 
materials  may  be  two:  (1)  the  danger  of 
deposition  of  radioactive  substances  in  the 
body;  (2)  the  danger  of  external  irradia- 
tions to  the  body. 

Deposition  of  radiosubstances  in  the  body 
may  occur  through  ingestion,  inhalation, 
and  absorption.  The  radiochemist  must 
constantly  be  on  his  guard  to  prevent  these 
routes  of  deposition.  The  use  of  proper 
protective  clothing,  rubber  or  plastic  gloves, 
tongs,  remote-controlled  pipettes,  and  other 
similar  equipment  is  a necessity. 

Direct  irradiation  of  the  body  by  alpha, 

*From  the  Symposium  on  the  Use  of  Radioactive 
Isotopes  in  Medicine.  Read  before  the  Tennessee 
State  Medical  Association,  Memphis,  April  ll-i2, 
1950. 

■[-Assistant  Professor  of  Chemistry,  University  of 
Tennessee,  Knoxville. 


beta,  and  gamma  rays  is  a hazard  which 
must  be  controlled  also.  Alpha  and  soft 
beta  radiation  will  not  penetrate  the  outer 
layers  of  the  skin.  However,  this  does  not 
permit  the  investigator  to  use  his  hands  on 
vessels  containing  such  emitters.  The  sur- 
face effects  on  the  skin  may  be  quite  pro- 
nounced, and  too  much  skin-surface  irradi- 
ation may  lead  to  ulceration.  Gamma  radi- 
ation, due  to  its  penetrating  qualities,  will 
irradiate  the  whole  body,  both  externally 
and  internally.  Experimentation  with  even 
moderate  amounts  of  gamma-active  mate- 
rials is  out  of  the  question  unless  shields  are 
maintained  to  absorb  a sizable  proportion 
of  the  radiation  before  it  reaches  the  oper- 
ator. 

Detection  of  Health  Hazards 

A number  of  specialized  instruments  have 
been  developed  for  the  detection  and  meas- 
urement of  the  health  hazards  encountered 
in  work  with  radioactive  substances.  In 
general,  these  fall  into  two  categories:  (1) 
instruments  for  general  monitoring  of  the 
working  areas,  and  (2)  instruments  for  the 
determination  of  the  radiation  received  by 
individuals. 

Any  laboratory  processing  or  administer- 
ing active  substances  should  have  several 
general  monitoring  instruments.  Usually 
there  will  be  an  indicating-type  ionization 
chamber  permanently  located  at  some  stra- 
tegic spot  in  the  laboratory.  The  purpose  of 
this  instrument  is  to  indicate  the  momentary 
readings  of  radiation  intensity  within  the 
working  area.  Also,  there  should  be  pro- 
vided a portable  ionization  chamber  for 
monitoring  smaller  areas  of  the  laboratory, 
and  a counting-rate  meter  instrument  for 
detecting  beta  radiation.  These  instru- 
ments serve  a double  purpose  in  that  they 
can  also  be  used  to  survey  the  patient  and 
personnel  for  contamination. 

A number  of  devices  are  available  for  the 
indication  of  the  amount  of  radiation  re- 
ceived by  the  individual.  Pocket  ionization 
chambers,  known  as  dosimeters  and  resem- 
bling a fountain  pen,  are  usually  provided. 
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These  are  particularly  helpful  in  recording 
the  amount  of  gamma  radiation  received 
during  the  working  period.  Another  type 
of  personal  monitoring  may  be  realized 
through  the  use  of  a film  badge.  These 
devices  are  capable  of  recording  both  beta 
and  gamma  radiation  received  by  an  indi- 
vidual. They  have  the  added  advantage  of 
being  a permanent  record  of  such  irradia- 
tion. A major  fault  associated  with  the 
use  of  the  film  badge  is  that  the  amount  of 
radiation  received  is  not  known  until  after 
the  film  has  been  developed.  It  is  advisable, 
therefore,  to  utilize  the  ionization  chamber 
and  the  film  badge  in  conjunction. 

In  order  for  health  hazard  detection 
methods  to  be  of  any  value,  permanent  rec- 
ords must  be  kept.  These  records  should 
consist  of  monitoring  records  and  also  rec- 
ords of  the  procurement  and  use  of  the 
radioactive  materials. 

Effects  of  Radiation  on  the  Body 

It  has  been  noted  that  one  microgram  of 
radium  deposited  in  the  body  can  produce 
very  profound  biological  effects.  This 
amount  of  substance  represents  a total  ir- 
radiation of  the  equivalent  of  160  milli- 
roentgens  per  day  to  the  bone.  The  alpha 
emitters,  when  deposited  internally,  are 
particularly  dangerous,  because  of  the  large 
amount  of  ionization  which  they  produce  in 
a small  volume  of  tissue.  Hence,  their  ab- 
sorption in  the  body  must  be  constantly 
guarded  against.  Some  of  the  more  dan- 
gerous alpha  emitters  which  can  readily  be 
absorbed  are  as  follows:  bismuth,  polonium, 
radon,  radium,  actinium  thorium,  uranium, 
and  the  newly  produced  transuranic  ele- 
ments. Almost  all  elements  will  be  depos- 
ited selectively  in  some  region  of  the  body, 
and  thus  they  must  be  handled  with  caution. 
The  following  are  a few  of  these  with  their 
site  of  selective  deposition:  phosphorus 
(bone  cells,  bone),  strontium  (bone),  iodine 
(thyroid),  gold  (white  blood  cells),  copper 
(liver),  sodium  dyes  (brain). 

The  biological  effects  of  radiation,  both 
from  external  and  internal  sources,  have 
been  semiquantitatively  investigated.  The 
general  body  symptoms  are  lassitude  and 
fatigue,  lowering  of  the  white  blood  cell 
count,  and  degradation  of  the  red  blood 


cells.  Skin  effects  which  may  be  observed 
are  erythema,  epilation,  decay  of  the  nails, 
dryness,  atrophy,  wart-like  growths,  and 
ulceration.  About  25  per  cent  of  the  ulcer- 
ations have  been  found  to  develop  into  can- 
cer. The  dangers  to  the  reproductive  or- 
gans are  quite  important,  though  it  has  been 
estimated  that  about  400  to  600  roentgens 
are  needed  to  produce  permanent  steriliza- 
tion of  an  adult  white  male.  Extensive 
studies  have  indicated  that  genetic  muta- 
tions may  appear  two  or  more  generations 
following  the  irradiation.  The  production 
of  such  changes  is  generally  considered  to 
be  a chance  phenomenon,  the  probability 
increasing  as  the  radiation  received  in- 
creases. 

Laboratory  Operation 

The  safe  and  efficient  operation  of  a ra- 
diolaboratory depends  entirely  upon  the 
personnel.  Those  who  are  to  use  the  radio- 
active materials  must  be  selected  with  ex- 
treme care.  A careless  person  may  endan- 
ger the  whole  unit  of  operations  and  its 
associated  workers.  A competent  supervi- 
sor must  also  be  selected.  He  should  satisfy 
himself  and  all  others  concerned  that  all 
who  are  working  within  the  installation 
know  and  abide  by  certain  rules,  which 
should  be  a part  of  every  operation.  All 
activity  that  goes  in  and  all  that  is  dis- 
bursed shall  be  the  personal  responsibility 
of  the  supervisor.  Waste  disposal  should 
also  come  under  his  direct  supervision. 

A definite  set  of  rules  concerning  the 
handling  of  radioactive  materials  must  be 
formulated  and  rigidly  enforced.  It  is  de- 
sirable to  have  as  few  rules  as  possible  in 
order  that  these  will  be  and  can  be  followed 
consistently.  At  the  same  time,  the  number 
of  rules  should  be  sufficient  to  embrace  all 
possible  activity  and  protection  of  the  per- 
sonnel and  the  laboratory. 

A rather  complete  medical  supervision  of 
the  persons  involved  should  be  set  up.  This 
will  include  periodic  medical  examinations, 
with  particular  emphasis  on  the  blood  pic- 
ture. Monthly  tests  are  advisable.  It  must 
be  remembered  that  the  blood  indications 
are  not  a warning,  but  rather  an  idea  of 
what  damage  has  been  done.  Any  signifi- 
cant changes  must  be  investigated  imme- 
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diately.  Too  often  the  condition  of  the 
hands  is  overlooked.  The  physical  exam- 
inations should  carefully  include  an  exam- 
ination of  any  and  all  abnormalities  on  the 
hands.  This  is  important,  since,  regardless 
of  the  caution  of  the  worker,  the  hands  will 
receive  the  greatest  exposure. 

Again,  it  is  well  to  mention  that  complete 
laboratory  records  must  be  maintained. 
These  are  important  for  knowledge  about 
who  has  been  exposed  to  activity  and  for 
what  purpose.  Only  by  having  such  records 
can  the  supervisor  be  able  to  report  on  dis- 
posal, loss  by  decay,  use,  and  other  pertinent 
points.  Contamination  and  monitoring  rec- 
ords are  also  essential  to  obtain  a day-to-day 
idea  of  the  safety  of  the  personnel. 

Laboratory  Construction 

A suitable  working  area  must  be  provided 
and  properly  equipped  in  order  that  safe 
work  may  be  carried  out.  The  walls,  floors, 
desks,  and  sinks  must  be  made  of  materials 
which  will  not  absorb  radioactive  sub- 
stances. They  should  present  surfaces 
which  will  lend  themselves  to  rapid  cleans- 
ing. A hood,  properly  ventilated  and  pro- 
vided with  lead  shielding,  is  necessary  for 
the  unpacking,  chemical  manipulation,  di- 
lution, and  dispensing  of  these  substances. 
Proper  shielding  facilities  must  be  provided 
so  that  the  anticipated  activities  can  be 


handled  in  safety.  Equipment  for  remote 
control  is  highly  advisable.  Tongs,  remote- 
control  pipettes,  and  other  similar  equip- 
ment can  be  constructed  or  purchased. 
Suitable  nonporous  waste  containers,  ab- 
sorbent blotting  paper,  and  paper  towels 
should  be  available  at  all  times. 

A room  separate  from  the  activity  labora- 
tory is  desirable  for  the  storage  of  instru- 
ments and  the  counting  of  the  radioactivity. 
Only  the  monitoring  instruments  should  be 
allowed  in  the  radio  laboratory,  since  con- 
tamination might  make  a counting  device 
unsuitable  for  accurate  measurements. 

The  patient’s  room  must  be  equipped  so 
that  the  radioactivity  can  be  readily  han- 
dled. This  room  should  be  as  close  as  pos- 
sible to  the  laboratory  to  prevent  the  long- 
distance transfer  of  the  active  substances. 
The  furniture  in  the  patient’s  room  should 
conform  to  the  requirements  for  the  furni- 
ture in  the  laboratory.  Rubber  sheets  and/ 
or  rubber  mats  surmounted  with  absorbent 
paper  should  be  used  over  all  areas  where 
the  possibility  of  contamination  exists. 

Summary 

Radioactivity  in  use  for  therapeutic  pur- 
poses presents  a unique  problem  in  health 
physics.  A large  number  of  special  precau- 
tions are  necessary  in  order  to  insure  safe 
working  conditions.  “Radiation  need  not 
be  feared,  but  it  must  be  highly  respected.” 
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Introduction.  Bringing  an  isotope  paper 
to  Memphis  is  like  carrying  coals  to  New 
Castle.  So  it  is  with  a great  deal  of  hu- 
mility that  we  enter  this  discussion.  Before 
starting  this  work  we  decided  that  we  would 
use  only  two  radio-isotopes,  Iodine  131  and 
Phosphorous  32.  Further,  it  was  agreed 
that  our  work  was  to  be  primarily  therapeu- 
tic in  character,  for  we  did  not  have  the 
facilities  or  the  knowledge  to  do  original 
work.  With  this  in  mind,  we  have  used  the 
methods  suggested  by  the  earlier  workers 
in  this  field.  Our  radioactive  products  have 
come  from  the  pile  at  Oak  Ridge.  Most  of 
our  patients  have  had  polycythemia  vera, 
cancer  of  the  thyroid,  thyrotoxicosis,  and  a 
few,  lymphoblastoma. 

Radio-Iodine 

Chemically  this  is  identical  with  stable 
iodine  and  is  administered  by  mouth, 
usually  given  in  water.  It  is  tasteless 
and  colorless  and  has  a half  life  of  eight 
days.  Most  of  the  radio-iodine  is  ab- 
sorbed from  the  stomach  into  the  blood 
stream  in  one  hour,  and  a fairly  activd 
measurement  may  be  had  by  calibrating  the 
amount  excreted  in  the  urine.  In  the  thy- 
roid the  beta  particles  and  gamma  rays  have 
their  biological  effect  and  produce  a specific 
internal  radiation  of  the  thyroid  tissue.  Ra- 
dioactive iodine  is  potentiallly  dangerous 
and  precautions  similar  to  those  used  by 
radium  therapists  are  necessary.  Urine 
from  patients  may  contain  dangerous  quan- 
tities of  the  isotope  and  may  contaminate 
the  room  and  untrained  hospital  personnel. 
Patients  are  not  injured  by  a few  tracer 
doses  and  careful  therapeutic  doses  are  well 
tolerated.  The  long-range  effects  are  not 
known,  since  the  substance  is  too  new. 
These  may  be  insignificant  as  compared 
with  the  seriousness  of  the  disease. 

Procedure.  In  every  case  a tracer  dose  is 
given  first,  for  without  this  it  would  be 
impossible  to  determine  the  concentration. 
In  cancerous  thyroid  glands  most  of  the  first 
therapeutic  dose  is  collected  by  normal  thy- 
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roid  tissue.  This  produces:  (1)  destruction 
of  the  thyroid  gland;  (2)  myxedema,  which 
in  turn  may  stimulate  the  carcinoma  to  con- 
centrate the  iodine.  It  usually  takes  three 
months  for  myxedema  to  develop.  Then 
the  next  dose  is  given  and  should  demon- 
strate where  the  tumor  is  concentrating.  If 
not,  tumor  tissues  may  be  stimulated  by  a 
few  doses  thyrotropic  hormone  or  large 
doses  of  propylthiouracil.  The  therapeutic 
doses  range  from  100  to  200  micrograms 
and  the  effect  is  felt  over  a period  of  three 
months.  The  Iodine  131  may  be  repeated 
at  this  interval  as  long  as  indicated.  Some- 
times one  area  will  concentrate  the  drug  and 
be  destroyed  and  later  another  area  will 
take  the  next  dose.  The  largest  total  dose 
reported  is  609  micrograms. 

Uptake  by  Carcinoma.  In  general  only 
those  cancers  which  produce  follicles  con- 
taining colloid  collect  iodine.  Thus  papil- 
lary adenocarcinomas  do  not  collect  iodine, 
whereas  follicular  and  alveolar  carcinomas 
when  forming  colloid  do  collect  radio-iodine. 
The  so-called  benign  metastasizing  strumas 
concentrate  more  iodine  than  any  other 
thyroid  carcinomas  and  offer  the  best  pros- 
pect for  therapy.  The  Hurthle  cell  type  of 
tumor  is  a poor  collector  of  radioactive  io- 
dine. Anaplastic  solid  carcinomas,  includ- 
ing the  alveolar,  small  cell,  giant  cell,  spin- 
dle cell,  and  squamous  cell  types,  are  poor 
collectors  of  iodine.  Metastases  may  differ 
from  the  primary  tumor  in  that  they  of- 
ten concentrate  more  radio-iodine  than  do 
the  primary  tumors.  Removal  of  the  thy- 
roid gland  may  cause  previously  nonconcen- 
trating type  of  lesions  to  concentrate.  We 
have  observed  bone  lesions  shown  by  X-ray 
fail  to  accumulate  iodine,  and  have  found 
bone  lesions  not  visible  by  X-ray  collect  the 
substance. 

Effect.  Bone  lesions  may  recalcify.  Pain 
and  obstruction  in  the  air  passages  may  be 
relieved.  Our  original  patient  treated  with 
radioactive  iodine  is  still  living,  but  the 
interval  is  so  short  that  this  is  hardly  worth 
mentioning.  (In  a recent  isotope  seminar 
Dr.  Quinby  of  Memorial  Hospital  was  asked 
if  she  had  heard  of  any  cures.  She  said  she 
knew  of  only  one  probable  cure.) 

Complications  from  the  Use  of  Radioac- 
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tive  Iodine.  These  are:  (1)  myxedema; 
(2)  castration  in  females;  (3)  temporary 
injury  to  the  urinary  tract;  (4)  depression 
of  the  bone  marrow. 

Conclusion.  Radio-iodine  is  being  used  in 
the  diagnosis  and  treatment  of  carcinoma 
of  the  thyroid.  As  we  do  not  know  yet 
what  its  ultimate  value  will  be,  but  we  feel 
it  is  primarily  a complementary  agent. 
This  isotope  does  not  replace  the  older  tech- 
niques of  managing  the  disease.  Surgery 
is  still  the  treatment  of  choice;  radium  and 
X-ray  should  not  be  abandoned.  Conse- 
quently iodine  is  helpful  only  in  caring  for 
some  patients  with  inoperable  thyroid  car- 
cinoma. To  date,  over  half  of  these  malig- 
nant lesions  cannot  be  made  to  concentrate 
effective  doses  of  radioactive  iodine  even 
after  the  tumor  is  stimulated. 

Graves  Disease.  In  the  toxic  thyroid 
cases  we  have  noted  a dramatic  change. 
The  basal  metabolic  rate  falls  and  the  clin- 
ical picture  changes  to  normal.  The  pa- 
tients treated  were  all  of  the  older  age  group 
and  poor  surgical  risks  or  patients  that  had 
not  responded  to  proplythiouracil.  Most 
of  the  workers  using  Iodine  131  are  reluc- 
tant to  treat  younger  individuals  because  of 
the  fear  of  gene  damage. 

Radio  Phosphorus 

This  may  be  administered  to  the  patient 
orally  or  intravenously.  When  the  oral 
route  is  used,  it  is  safe  to  assume  that  25 
per  cent  will  be  lost  in  the  feces  and  75  per 
cent  will  be  absorbed.  The  oral  route  was 
the  one  employed  in  this  work. 

Leukemia  and  Allied  Diseases.  An  at- 
tempt is  made  to  minimize  the  effect  of  the 
isotope  on  the  erythrocytes  and  platelets 
while  obtaining  a maximum  leukopenia. 
This  can  best  be  accomplished  by  adminis- 
tering the  phosphorous  twice  a week  using 
one  to  three  micrograms  until  the  desired 
effect  is  obtained.  Following  this  the  dose 
is  reduced.  Chronic  Myelogenous  Leukemia. 
All  of  our  patients  have  died.  They  were 
in  the  final  stages  of  the  disease  by  the  time 
they  reached  us  and  their  terminal  blood 
picture  was  that  of  acute  leukemia.  Chron- 
ic Lymphatic  Leukemia.  Here  we  have 
employed  full  body  roentgen  irradiation  in 
preference  to  treatment  with  radioactive 
phosphorous.  Acute  Leukemia.  From  the 
literature  we  learn  that  treatment  with  ra- 


dio phosphorus  has  been  uniformally  bad. 
We  have  therefore  not  treated  any  acute 
leukemias.  Hodgkins  Disease.  From  the 
few  cases  of  Hodgkins  which  we  have  seen, 
it  would  appear  that  treatment  with  radio 
phosphorous  is  inferior  to  roentgen  irradi- 
ation. 

Polycythemia  Vera.  Following  the  use 
of  radioactive  phosphorous,  the  erythrocyte 
level  did  not  fall  until  six  weeks  after  ini- 
tial treatment,  but  in  no  case  was  it  neces- 
sary to  resort  to  phlebotomy.  In  all  in- 
stances the  average  leukocyte  count  after 
the  first  treatment  approached  the  normal. 
In  no  cases  did  we  observe  a severe  leuko- 
penia. In  none  of  our  cases  has  the  platelet 
count  returned  to  the  original  high  value. 
We  found  a great  variation  in  different  pa- 
tients to  a given  dose,  and  consequently  we 
feel  the  therapy  must  be  individualized  to  a 
high  degree. 

Clinical  Changes.  In  every  case  the  pa- 
tient felt  greatly  improved.  However,  in 
only  a few  instances  were  all  symptoms 
completely  relieved.  The  patients  com- 
plained of  headaches  only  when  specifically 
questioned.  We  were  particularly  amazed 
by  the  change  in  the  color  of  the  skin  and 
mucous  membrane.  The  hypertension  re- 
sponded less  favorably  to  therapy.  Our 
remissions  have  not  been  as  protracted  as 
those  reported  in  the  literature,  and  as  a 
consequence  our  doses  have  been  more  fre- 
quent. It  is  not  yet  possible  to  say  that 
Phosphorus  32  prolongs  life,  since  the  dis- 
ease is  of  long  duration  and  spontaneous 
remissions  occur.  We  do  not  know  and  will 
not  know  for  many  years  whether  we  have 
any  cures. 

Conclusion.  On  comparison  with  other 
forms  of  therapy  we  find  that  the  radioac- 
tive phosphorous  is  the  treatment  of  choice 
for  polychthemia  vera.  It  is  convenient, 
there  is  no  radiation  sickness,  and  longer 
remissions  should  be  produced. 

It  is  apparent  that  excellent  clinical  and 
hematological  remissions  can  be  obtained 
in  the  majority  of  patients  having  polycy- 
themia vera.  None  of  our  patients  have 
been  followed  long  enough  to  permit  evalu- 
ation of  the  duration  of  remissions  induced 
in  this  manner.  There  still  remains  consid- 
erable diversity  of  opinion  in  regard  to  the 
proper  dosage. 
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As  Dr.  Rogers  has  just  stated,  no  origi- 
nality is  claimed  in  the  work  of  this  Com- 
mittee. We  have  been  guided  by  the  expe- 
rience of  others  in  larger  centers  either 
through  personal  communications  or  pub- 
lished work  in  the  medical  literature.  We 
justify  our  existence  only  in  the  thought  of 
laying  a foundation  for  future  research  in 
a recognized  center. 

A review  of  available  literature  regarding 
the  clinical  application  of  radioactive  ele- 
ments quickly  convinces  one  that  we  are  in 
the  “horse-and-buggy  stage”  of  this  tre- 
mendous field.  In  fact,  even  the  stage  of 
the  T-model  is  far  ahead.  These  statements 
are  justified  by  a recent  article  publishing 
statistics  of  methods  of  calibration  used  in 
the  various  centers  throughout  the  United 
States.  This  report  shows  a variation  of 
100  per  cent  in  the  methods  of  calibrating 
radioactive  substances  in  our  larger  cen- 
ters. The  range  of  dosage  is  wide  and 
varies  with  the  centers  although  the  effects 
of  this  internal  irradiation  as  published 
does  not  show  such  a wide  variation. 

Surgeons  have  long  realized  the  inade- 
quacy of  surgery  in  treatment  of  certain 
pathological  conditions  of  the  thyroid  gland. 
Roentgen  therapy  has  shown  its  limitations. 
Therefore,  with  the  advent  of  radioactive 
iodine  either  alone  or  in  conjunction  with 
surgery  a hope  was  born  for  a greater  per- 
centage of  cures.  This  was  particularly 
true  in  carcinoma  of  the  thyroid  in  which 
radical  surgery  is  impossible. 

In  our  limited  series  of  thyroid  cases,  all 
types  have  been  treated  but,  because  of  the 
as  yet  unknown  effects  of  internal  irradia- 
tion, no  case  amenable  to  surgery  was  ex- 
posed to  this  type  of  therapy.  Although 
followed  over  too  short  a period  of  time,  our 
results  in  Graves  disease  and  malignancy 
have  been  most  gratifying.  Without  excep- 
tions satisfactory  remissions  of  thyrotoxi- 
cosis have  been  produced.  In  malignancy  no 
change  has  been  noted  as  yet,  but  no  deaths 
have  occurred.  Time  and  necropsy  material 
will  be  necessary  before  any  statement  can 
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be  made  concerning  this.  Some  patients  have 
not  been  treated  because  of  the  inability  of 
certain  tumors  to  absorb  iodine.  It  would 
appear  from  biopsy  studies  that  only  the 
highly  differentiated  tumors  and  those 
forming  colloid  have  the  ability  to  absorb 
iodine.  This  group  comprises  approximate- 
ly 15  to  20  per  cent  of  all  neoplastic  lesions 
of  the  thyroid.  This  percentage  may  be 
greatly  increased  in  the  future  by  the  use 
of  thyrotropic  hormone  since  this  substance 
appears  to  increase  the  amount  of  absorp- 
tion by  the  gland. 

In  addition  to  therapy  we  have  used  trac- 
er doses  of  iodine  as  a diagnostic  aid  in 
localization  of  aberrant  thyroid  tissue,  the 
differentiation  of  tumors  of  the  upper  thor- 
ax and  neck,  and  localization  of  metastatic 
lesions.  (One  patient  in  particular,  a young 
woman,  was  referred  to  our  Committee  with 
a probable  tumor  of  thyroid  origin  in  the 
upper  chest.  Tracer  dose  failed  to  reveal 
any  absorption  of  iodine  and  later  operation 
revealed  the  tumor  to  be  a dermoid  cyst  of 
the  mediastinum.) 

As  a surgeon  it  has  been  most  gratifying 
to  observe  the  effects  of  Iodine  130  and  131 
in  those  cases  in  which  surgery  would  carry 
a high  mortality  rate.  This  method  of 
treatment  promises  to  supplant  the  difficult 
pre-operative  preparation  and  post-opera- 
tive care  of  the  poor  surgical  risk  patient. 
In  fact,  I feel  sure  that  this  method  of 
therapy  will  relieve  the  symptoms  of  pa- 
tients who  would  succumb  to  the  shock  of 
a surgical  procedure,  thereby  lowering  the 
surgical  mortality  of  thyroid  disease.  It  is 
a pleasure  to  observe  the  course  of  these 
patients  without  the  fear  of  surgical  com- 
plications. Immediately  following  admin- 
istration of  the  iodine  there  is  no  change. 
On  the  fourth  to  the  sixth  day  a slight  en- 
largement of  the  gland  is  noted.  Approxi- 
mately 50  per  cent  of  the  patients  at  this 
time  will  complain  of  slight  tenderness  in 
the  gland  and  neck.  From  this  time  on 
there  will  be  a gradual  improvement  of  sub- 
jective and  objective  symptoms  as  recorded 
by  the  decrease  in  pulse  rate,  lowering  of 
the  blood  pressure,  loss  of  tremor  and  later 
decrease  in  the  BMR  and  a gradual  return 
to  normal  of  the  blood  cholesterol.  The  de- 
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gree  of  improvement  depends  upon  the  ini- 
tial dose  used  and  the  severity  of  the  symp- 
toms. 

Absorption  of  iodine  in  the  glands  of 
these  patients  will  vary  from  35  to  95 
per  cent,  averaging  60  to  65  per  cent.  The 
quantity  is  greatly  influenced  by  previous 
medication.  An  attempt  has  been  made  to 
exclude  iodine  or  propylthiouracil  therapy 
for  a period  of  six  weeks  prior  to  the  ad- 
ministration of  a tracer  dose.  (Propylthi- 
ouracil has  been  shown  to  increase  iodine 
uptake  by  the  thyroid  gland.)  Urinary  ex- 
cretion has  been  used  as  an  index  of  thyroid 
absorption  after  the  work  of  Hamilton  and 
Soley,  Keating,  and  others.  Time  will  not 
permit  a detailed  discussion  of  the  absorp- 
tion of  radio-iodine  by  the  thyroid,  nor  its 
local  effect  upon  the  cells  of  the  gland. 
Radio-iodine  is  absorbed  as  an  inorganic 
iodide  and  as  an  organic  bound  iodine.  It 
appears  quickly  in  the  colloid  and  later  in 
the  epithelium  as  diiodotyrosine  and  radio- 
thyroxin. Its  irradiation  effect  from  within 
is  similar  to  roentgen  irradiation  from 
without  producing  its  effect  by  ionization 
within  the  cells  themselves. 

Before  concluding  a discussion  of  radio- 
active iodine  its  further  use  in  cardiac  cases 
should  be  mentioned.  Euthyroid  patients 
with  severe  cardiac  disease  are  now  being 
treated  with  the  purpose  of  producing  my- 
xedema therapy  decreasing  cardiac  de- 
mands. We  have  not  used  this  type  of  ther- 
apy. but  from  the  literature  it  would  appear 
promising. 

The  second  phase  of  our  radioactive  work 
has  dealt  with  the  use  of  Phosphorus  32  in 
the  treatment  of  polycythemia  vera.  Al- 
though radioactive  phosphorus  is  being  used 
in  the  treatment  of  the  various  lymphomas, 
leukemias,  and  Hodgkin’s  disease,  we  de- 
cided early  to  limit  ourselves  to  its  appli- 
cation in  polycythemia  vera.  This  condi- 
tion, as  you  know,  is  a panmyelopathy  mani- 
festing itself  by  an  excessive  production  of 
blood  cells  by  all  the  bone  marrow  elements. 
Its  cause  is  not  known  and  for  this  reason 
lends  itself  to  irradiation  therapy.  Treat- 
ment of  this  condition  in  the  past  has  con- 
sisted of  chemical  therapy,  namely,  phenyl- 
hydrazine,  arsenic  and  nitrogen  mustard, 
spray  irradiation,  and  bleeding  with  iron 
deficiency.  Medical  therapy  has  been  dis- 
carded in  practically  all  centers  as  a thera- 
peutic agent.  Therapy  by  phlebotomy  has 


the  disadvantages  of  frequent  bleeding  and 
the  dangers  of  thrombosis.  Radioactive 
phosphorus  is  merely  another  form  of  ir- 
radiation. Although  a poor  scientific  ap- 
proach, it  has  the  advantage  of  affecting  all 
the  marrow  elements  thereby  lessening 
blood  cell  production,  eliminating  the  need 
for  bleeding,  and  lessening  the  incidence  of 
thrombosis  by  the  production  of  a thrombo- 
penia.  It  has  the  disadvantages  in  some 
cases  of  producing  bleeding.  Little  is 
known  of  the  hemorrhagic  diathesis  of  this 
condition.  Marrow  fibrosis  is  the  end  result 
in  all  cases  of  polycythemia  regardless  of 
treatment  if  the  patient  is  fortunate  enough 
to  escape  thrombosis.  Time  alone  will  de- 
termine the  degree  and  speed  of  production 
of  fibrosis  with  the  use  of  radioactive  phos- 
phorus. 

Much  has  been  said  of  the  possibility  of 
the  production  of  leukemia  by  Phosphorus 
32.  However,  published  series  of  cases 
show  no  greater  incidence  of  leukemia  in 
those  cases  treated  with  Phosphorus  32  than 
in  those  treated  symptomatically  by  phle- 
botomy and  diet.  The  over-all  incidence  of 
leukemia  appears  to  be  between  2 and  4 
per  cent. 

In  our  series  most  patients  experienced 
a decrease  in  symptoms  directly  proportion- 
al to  the  laboratory  findings.  This  was 
usually  noted  in  six  to  twelve  weeks.  We 
have  used  a smaller  dose  than  recommended 
by  most  investigators,  and  therefore  re- 
peated therapy  has  been  necessary  to  pro- 
duce remissions. 

As  a guide  in  therapy  we  have  used  blood 
counts  at  regular  intervals.  The  dosage  and 
repetition  of  therapy  have  been  based  upon 
all  elements  but  mainly  upon  the  white 
blood  count,  platelet  count,  and  hematocrit 
values.  We  have  found  that  there  is  no  set 
formula  in  handling  these  patients.  Each 
one  must  be  treated  as  an  individual  case 
and  be  treated  according  to  the  response  as 
manifested  by  the  blood  picture. 

The  over-all  results  in  the  treatment  of 
polycythemia  vera  with  Phosphorus  32  is 
not  so  striking  as  the  response  of  thyroid 
disease  to  radio-iodine.  There  is  still  good 
reason  for  using  the  medical  treatment  for 
this  condition,  and  until  the  etiology  is 
known  we  may  again  swing  back  to  its 
management  by  bleeding  and  iron  defi- 
ciency. 
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[Note:  Dr.  R.  H.  Kampmeier,  the  new  editor  of 
the  JOURNAL,  was  out  of  town  by  prior  commit- 
ments at  the  time  of  going  to  press.  To  press  we 
had  to  go,  and  the  editorial  columns  for  this  issue 
are  scribblings  of  your  Executive  Secretary.  Any 
views  expressed  in  these  columns  are  not  to  be 
construed  to  represent  the  views  of  Dr.  Kampmeier, 
neither  are  they  necessarily  samples  of  things  to 
come. — V.  0.  FOSTER.] 

The  Challenge  . . . 

. . . Public  Relations 

The  special  session  of  the  House  of  Dele- 
gates called  for  May  13  will  go  down  as  a 
momentous  one  in  the  history  of  the  Ten- 
nessee State  Medical  Association.  Momen- 
tous because  a decision  will  be  made  on  pro- 
jecting and  financing  a strong  and  positive 
Public  Relations  Program. 

As  a result  of  the  changes  in  the  admin- 
istrative and  executive  functions  of  the 
headquarters  office  which  came  about  dur- 
ing the  annual  meeting  in  Memphis,  it 
might  be  assumed  that  the  Executive  Sec- 
retary is  now  in  a position  to  execute  a 
strong  Public  Relations  program. 

Although  Public  Relations  is  one  of  his 
new  responsibilities,  the  lack  of  personnel, 
assistance,  and  time  will  prevent  his  giving 
the  necessary  attention  to  such  an  all-im- 
portant phase  of  the  Association’s  activities. 
Routine  administrative  duties  such  as  di- 
rector of  finance,  the  business  management 
of  the  Journal,  services  to  the  various 


boards,  councils,  and  committees  of  the  As- 
sociation, the  handling  of  the  multitudinous 
details  of  The  Tennessee  Plan,  routine  of- 
fice management,  public  service  demands, 
and  publicity  simply  means  that  the  Public 
Relations  program  cannot  possibly  be  more 
than  an  incidental  and  totally  inadequate 
consideration  of  the  Executive  Secretary. 

The  Executive  Secretary  conceives  of  the 
headquarters  office  as  having  two  all-inclu- 
sive purposes:  (1)  services  to  the  profes- 
sion and  (2)  services  to  the  public.  Every 
activity  of  the  executive  office  falls  clearly 
into  one  of  these  service  fields.  If  a credit- 
able job  is  to  be  done  in  both  fields,  ade- 
quate personnel,  facilities,  and  funds  are 
necessary.  It  is  in  the  area  of  “services  to 
the  public”  where  a sound  and  effective  Pub- 
lic Relations  program  can  make  the  great- 
est contribution  to  the  Association. 

With  the  addition  of  a new  staff  member 
working  in  the  special  field  of  services  to 
the  public  and  with  the  Executive  Secretary 
free  to  render  necessary  and  vital  services 
to  the  profession,  a reasonable  amount  of 
success  could  be  expected  in  both  fields. 

Each  of  these  services  would  complement 
and  reinforce  each  other.  Obviously  these 
two  fields  of  service  must  have  a high  degree 
of  coordination  and  administrative  control. 
Such  coordination  will  avoid  the  serious 
errors  of  working  at  cross-purposes,  dupli- 
cations, and  waste  of  the  time  of  personnel, 
facilities,  and  funds. 

Such  a dual  program  must  be  service,  not 
publicity.  It  must  be  performance,  not 
propaganda.  It  will  stand  or  fall  eventually 
upon  whether  or  not  a solid  record  of 
achievement  is  accomplished. 

Based  on  a backlog  of  experience  in  other 
states,  it  can  be  said  that  medical  Public 
Relations — good  Public  Relations — falls 
into  two  percentages : 

Eighty  per  cent  depends  upon  the  rela- 
tions between  the  doctor  and  the  patient. 
Twenty  per  cent  depends  upon  the  presen- 
tation of  the  medical  profession  to  the  pub- 
lic. These  two  are,  however,  inseparable 
and  interdependent. 

It  must  be  pointed  out  that  the  medical 
profession  now  enjoys,  and  has  long  en- 
joyed, a highly  favorable  public  acceptance 
and  approval  of  its  major  service — the  serv- 
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ice  of  rendering  medical  care  of  the  highest 
quality.  The  public  has  no  quarrel  with  the 
medical  profession  over  the  superior  scien- 
tific quality  of  its  service.  In  fact,  the  tech- 
nical superiority  of  medical  science  has  done 
much  to  place  a damper  on  open  criticism  of 
other  aspects  of  medical  practice — the  so- 
cial, economic,  and  even  political  aspects. 

It  is  in  the  fields  of  medical  economics, 
medical  sociology,  and  medical  politics 
(statesmanship)  where  more  effective  lead- 
ership needs  to  be  demonstrated. 

The  medical  profession,  because  of  inad- 
equate public  information  about  its  accom- 
plishments, and  because  there  are  enemies 
of  the  profession  who  would  destroy  it  for 
their  own  selfish  purposes,  feels  that  it  must 
submit  its  own  case  to  the  bar  of  public 
opinion.  The  case  must  be  effectively  pre- 
sented. There  is  no  individual  nor  group  of 
individuals  who  can  escape  the  searching 
light  of  public  opinion.  Eventually  public 
opinion  crystallizes  and  represents  itself  in 
political,  economic,  and  social  action.  If 
these  actions  are  favorable,  all  is  well.  To 
the  degree  that  they  are  unfavorable,  there 
is  an  inevitable  decline  in  public  approval 
and  approbation. 

The  present  effort  to  destroy  the  private 
practice  of  medicine  is  a threatening  exam- 
ple of  the  length  to  which  unfavorable  seg- 
ments of  the  public  will  go  in  order  to  bring 
about  certain  changes  which  they  desire. 
Of  course,  the  establishment  of  political 
medicine  would  not  be  in  the  public  interest 
and  the  public  would  pay  a dear  price  for 
its  realization.  It  is  crystal  clear  that  the 
medical  profession,  as  a defender  of  the 
public  interest,  must  do  its  part  to  preserve 
and  to  extend  the  free  enterprise  system. 
This  system  has  been  the  atmosphere  in 
w'hieh  not  only  medicine,  but  the  whole 
economy  has  given  America  the  highest 
standard  of  living  in  the  world. 

There  are  problems  in  the  field  of  distri- 
bution of  medical  care,  there  are  problems 
in  the  field  of  cost  of  medical  care,  and  there 
are  problems  related  to  the  availability  of 
medical  care.  All  these  problems  are  chal- 
lenging opportunities  for  increasing  the 
services  of  the  profession  to  the  public. 
They  are  important  aspects  of  a Public 
Relations  program. 


There  is  no  profession  that  can  lay  claim 
to  loftier  ideals,  to  more  humanitarian  pur- 
poses, and  to  greater  dedication  to  the  pub- 
lic welfare  than  can  the  profession  of  medi- 
cine. The  intelligence,  the  courage,  the 
devotion  to  duty,  to  say  nothing  of  the 
superior  scientific  accomplishments  of  men 
of  medicine,  have  earned  an  overwhelming 
amount  of  public  acceptance  and  approval. 

It  is  not  enough,  however,  to  “be  good  and 
do  good.’’  Publicizing  these  virtues  is  a 
part  of  the  Public  Relations  equation.  The 
accomplishments  of  medicine  must  be 
known  by  the  public.  The  public  is  looking 
to  the  profession  for  the  solution  of  many 
of  its  medical  care  problems.  The  profes- 
sion can  solve  these  problems  and  solve 
them  in  voluntary,  cooperative  ways.  There 
is  still  time.  Unless  they  are  thus  solved, 
it  is  apparent  that  the  public  will  look  to  a 
bureaucratic  arm  of  the  federal  government 
for  such  solutions. 

The  aim  and  purpose  of  a good  Public 
Relations  program  should  be  to  conserve 
and  create  a high  degree  of  favorable  public 
opinion  toward  the  profession  and  its  mem- 
bers. 

Public  Relations  is  not  new,  but  an  appre- 
ciation of  its  value  is  relatively  new.  The 
Great  Physician  understood  and  utilized 
effective  Public  Relations  techniques,  else 
how  would  you  interpret  this  line  of  Holy 
Writ : 

“Let  your  light  so  shine  before  men, 
that  they,  seeing  your  good  works  . . .” 

Or  how  would  you  interpret  Lincoln’s  ob- 
servation when  he  said : 

“Public  sentiment  (opinion)  is  ev- 
erything. With  public  sentiment  noth- 
ing can  fail ; without  it,  nothing  can 
succeed ; consequently  he  who  molds 
public  sentiment  goes  deeper  than  he 
who  enacts  statutes.” 

V.  0.  F. 


Joining  Hands 

Dr.  E.  G.  Kelly,  an  Associate  Editor  of 
the  Memphis  Medical  Journal,  posed  the 
following  question  as  a heading  for  his  fine 
editorial  in  the  April,  1950,  issue: 

Are  You  a Good  Citizen,  Doctor? 

Dr.  Kelly  pointed  out  that  the  unremit- 
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ting  efforts  of  proponents  of  the  welfare 
(or  farewell)  state  to  take  over  control  of 
medical  care  in  the  United  States  requires 
doctors  to  be  citizens  first,  and  doctors  next. 

Observing  that  in  the  1948  national  elec- 
tion nearly  one-fifth  of  the  doctors  didn’t 
bother  to  vote,  13  per  cent  were  not  even 
registered  to  vote,  and  that  22  per  cent  of 
the  doctors’  wives  failed  to  exercise  their 
franchise,  Dr.  Kelly  queries: 

“Can  we  expect  the  politicians,  whose 
only  concern  is  votes  and  perpetuation 
in  office,  to  heed  our  call  if  we  don't 
talk  the  one  language  (votes)  he  un- 
derstands?” 

Remembering  that  doctors  are  outnum- 
bered about  700  to  1,  must  the  profession 
not  align  itself  with  all  organizations  whose 
basic  purpose  is  to  preserve  American  free- 
dom? Can  doctors  carry  this  cross  alone? 

How  can  freedom  in  medicine  exist  when 
freedom  itself  is  lost?  Or  putting  it  an- 
other way,  how  shall  the  branches  survive 
when  the  tree  is  chopped  down? 

Doctors,  along  with  every  other  person 
or  group  who  believes  in  free  enterprise, 
private  initiative,  and  personal  achieve- 
ment, will  do  well  to  join  hands  in  the  immi- 
nent struggle  for  freedom.  This  they  will 
do. 

V.  O.  F. 


YOU  AND  THE  A.  M.  A. 

As  of  now,  membership  in  the  A.  M.  A. 
is  voluntary,  particularly  for  members  of 
the  Tennessee  State  Medical  Association. 

The  House  of  Delegates  of  the  Association 
defeated  a resolution  which  would  have 
made  membership  in  the  A.  M.  A.  a condi- 
tion of  membership  in  the  Tennessee  State 
Medical  Association.  This  action,  if  inter- 
preted positively,  can  only  mean  that  there 
is  to  be  no  compulsion  or  police  state  poli- 
cies in  Tennessee  medicine. 

This  is  as  it  should  be.  Compulsion  and 
dictation  rest  very  uneasily  on  the  stomach 
of  physicians — and  most  everyone  else  for 
that  matter. 

Just  as  a physician  should  not  be  com- 
pelled to  be  a member  of  his  local  society, 
he  should  not  be  compelled  to  be  a member 


of  the  Tennessee  State  Medical  Association 
or  the  American  Medical  Association. 

While  we  are  striving  desperately  to  pre- 
serve freedom  in  medicine  generally,  let’s 
not  forget  that  the  individual  freedom  of 
the  doctor  is  worth  preserving,  too. 

But  . . . 

The  absence  of  police  state  compulsion  is 
a challenge  to  voluntary  cooperation.  Phy- 
sicians need  their  local,  state,  and  national 
organizations;  their  organizations  need 
them.  This  is  no  time,  when  the  very  foun- 
dations of  medicine  are  being  attacked  and 
undermined  by  the  apostles  of  compulsion 
in  the  field  of  government,  to  pull  out  or 
refuse  to  join  in  a common  effort  that  can- 
not but  result  in  good  for  all. 

A frequent  reason  for  refusing  to  pay 
A.  M.  A.  dues  is  that  the  physician  does  not 
agree  with  all  of  the  policies,  objectives,  and 
even  certain  elements  in  the  leadership  of 
the  A.  M.  A.  This  is  a strange  and  unten- 
able basis  for  foregoing  your  support  to  an 
organization  which  has  meant  so  much  to 
the  present  favorable  position  of  medicine, 
not  only  in  the  United  States,  but  in  world 
leadership. 

To  get  a bit  personal  . . . 

Where  is  the  man,  if  he  does  any  original 
thinking  or  has  any  conviction,  that  likes 
everything,  about  anything  or  anybody?  Do 
you,  without  reservations,  like  and  approve 
everything 

about  (sh!)  your  wife? 

your  home? 
your  church? 
your  government? 
your  county  medical  society? 
your  state  medical  associa- 
tion? 

Make  it  still  more  personal  . . . 
you,  yourself? 

Obviously  not.  Blind  acceptance  and 
unreserved  approval  of  anything  is  impos- 
sible for  those  who  ever  indulge  in  evalua- 
tion. 

Of  course  your  allegiance  is  always  qual- 
ified. That’s  the  way  it  should  be.  But 
let’s  have  allegiance — allegiance  to  our  col- 
leagues, allegiance  to  our  local  society,  alle- 
giance to  our  state  association,  and  allegi- 
ance and  support  to  -the  American  Medical 
Association. 
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The  contributions  of  the  A.  M.  A.  benefit 
member  and  nonmember.  American  medi- 
cine enjoys  a position  of  world  leadership — 
a position  which  could  not  have  been 
achieved  without  the  A.  M.  A. 

The  future  of  American  Medicine,  collec- 
tively and  individually,  will  be  determined 
largely  by  the  leadership,  the  services,  and 
the  dedication  of  535  North  Dearborn  Street 
to  the  basic  interests  of  medicine  and  the 
public  welfare. 

The  A.  M.  A.  must  remain  a strong  voice. 
You,  through  your  membership,  support, 
and  participation,  can  help  make  that  voice 
representative,  forceful,  and  convincing. 

V.  O.  F. 


Socialized  Pepper  Unwanted  by 
Floridians 

The  refusal  of  the  Florida  electorate  (in 
the  Democratic  primary)  on  May  2 to  re- 
turn Mr.  Claude  Pepper  to  the  United  States 
Senate  is  a good  omen. 

Senator  Pepper,  in  14  years  of  incum- 
bency, had  become  a versatile  and  potent 
apostle  of  the  welfare  state,  better  called 
the  FAREWELL  state. 

He  was  an  effective  promoter  of  the  so- 
cialistic ideology  that  has  become  such  a 
pungent  and  putrid  Washingtonian  odor. 

He  has  been  a clever  and  potent  collabo- 
rator in  the  preparation,  introduction,  and 
support  of  measures  in  the  Congress  that 
would  further  entrench  the  planners,  the 
do-gooders,  and  the  up-lifters  in  their  cov- 
eted bureaucratic  swivel  chairs. 

He  has  earned,  or  at  lease  deserves  to  be 
identified  as  a symbol  of  the  leftly-left  wing 
of  recent  deals — the  new  deal,  the  fair  deal, 
or  the  deal  deal.  (There’s  plenty  dealing 
done  dese  days!) 

His  strong  advocacy  of  compulsory  health 
insurance  is  well  known.  He  was  a virile 
and  cunning  proponent. 

The  new-dealing,  fair-dealing,  free-wheel- 
ing dreamers  of  a socialistic  Utopia  have 
lost  a great  champion. 

But  . . . 

Those,  all  over  the  nation,  who  believe  in 
individual  initiative  and  personal  responsi- 
bility ; who  believe  that  the  government 
should  be  the  servant  of  the  people — not  its 


master — can  take  renewed  hope.  The  tide 
is  turning.  What  a Florida  tide! 

V.  0.  F. 


Doctors  Do  Cooperate 

The  medical  profession,  along  with  every 
other  group  and  individual  citizens,  are  in- 
debted to  the  Tennessee  Taxpayers  Associa- 
tion for  its  able  leadership  in  establishing  a 
Tennessee  Citizens  Committee  for  the  Hoov- 
er Report.  Within  two  short  months,  the 
interest,  enthusiasm,  and  support  of  scores 
of  organizations  has  been  stimulated  and 
secured  for  this  citizens  movement. 

Essentially  and  basically,  the  purpose  of 
the  Tennessee  Citizens  Committee  is  to  pro- 
vide an  organized  medium  through  which 
all  groups  and  citizens  may  lend  their  time, 
efforts,  and  support  toward  securing  the 
adoption  of  the  Hoover  Commission’s  rec- 
ommendations which  would  result  in  great- 
er efficiency  and  economy  in  the  Federal 
Government. 

The  Tennessee  Citizens  Committee,  with 
its  projected  local  committees  throughout 
the  state,  will  become  a strong  “grassroots” 
voice  of  the  people — a voice  which  will 
demand  the  abandonment  of  the  present 
wasteful,  duplicating,  inefficient  practices 
that  have  become  a national  scandal. 

The  Committee,  of  course,  is  nonpartisan. 
Its  purposes  and  objectives  transcend  any 
partisan  or  political  considerations.  Its 
goal  is  meritorious  enough  to  challenge  the 
cooperation  and  support  of  all  groups  and 
individuals  who  believe  in  the  basic  Ameri- 
can principles  of  free  enterprise,  private 
initiative,  solvency  in  government,  and  per- 
sonal achievement. 

Doctors  in  Tennessee  recognize  the  need 
for  such  an  organization  and  have  pledged 
their  interest,  support,  and  cooperation  with 
all  others  in  Tennessee  who  share  the  same 
belief. 

The  adoption  of  a resolution  endorsing 
and  commending  the  creation  of  the  Ten- 
nessee Citizens  Committee  was  no  empty 
gesture.  It  means  that  physicians  are  join- 
ing hands  with  other  interested  groups  and 
citizens  in  a common  battle  for  a common 
goal.  It  means  that  physicians  recognize 
that  the  preservation  of  our  system  of  med- 
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ical  care  is  a lost  cause  unless  America  be 
preserved  first.  It  means  that  physicians 
all  over  this  state  will  do  their  part  in  a 
laudible  state-wide  and  national  effort  to 
speak  up  and  demand  remedial  measures 
essential  to  solvency,  efficiency,  and  econ- 
omy in  government. 


DEATHS 


John  R.  Martin,  M.D.,  Chattanooga ; Uni- 
versity of  Tennessee  School  of  Medicine, 
Memphis,  1931;  aged  44;  died  April  13, 
1950. 


Joseph  D.  Cleveland,  M.D.,  Memphis; 
Northwestern  University  Medical  School, 
Chicago,  1926  ; aged  52 ; died  April  12,  1950. 


William  S.  Austin,  M.D.,  Knoxville;  Uni- 
versity of  Pennsylvania  School  of  Medicine, 
Philadelphia,  1899;  aged  74;  died  April  10, 
1950. 


Arthur  B.  Williams,  M.D.,  Memphis; 
Memphis  Hospital  Medical  College,  1897 ; 
died  April  11,  1950. 


W.  F.  Clary,  M.D.,  Memphis;  Vanderbilt 
University  School  of  Medicine,  Nashville, 
1903;  aged  74;  died  January  30,  1950. 


Robert  Bailey  Griffin,  M.D.,  Ripley;  died 
April  12,  1950. 


W.  S.  Austin!  M.D.,  Knoxville;  University 
of  Pennsylvania  School  of  Medicine,  1899; 
died  April  10,  1950. 


NEWS  NOTES  AND  COMMENTS 


Another  Congressman’s  Poll  Shows 
Opposition  to  Compulsory  Health 
Plan 

Results  of  another  public  opinion  poll  by 
a representative  show  strong  opposition  to 
compulsory  health  insurance.  It  is  the 
fourth  such  poll  reported  in  two  weeks  by 
capitol  clinics — with  the  same  results.  Rep- 


resentative Dwight  L.  Rogers  of  Florida  put 
ten  questions  to  a cross  section  of  his  dis- 
trict. Included  was : “Should  Congress  pass 
at  this  session  a compulsory  health  insur- 
ance plan?”  Of  the  2,617  replies  received, 
eight  and  one-third  per  cent,  or  216,  said 
yes,  and  91.7  per  cent,  or  2,401,  said  no. 


“Grassroots”  Obligation 
“.  . . The  A.  M.  A.  cannot  support  or 
oppose  candidates  for  public  office.  That 
is  not  the  province  of  the  A.  M.  A.  or  of 
state  and  county  medical  societies.  But 
every  doctor,  in  his  own  community,  if  he 
believes  in  sound  medical  practice,  and  if 
he  believes  in  maintaining  American  free- 
dom, not  only  has  the  right  to  support  can- 
didates who  square  with  his  convictions, 
but  he  has  a sacred  obligation  to  do  so.” 
This  exhortation,  from  the  report  of  the 
Coordinating  Committee  of  the  A.  M.  A. 
given  at  the  December,  1949,  meeting  in 
Washington,  should  be  heeded  by  every  phy- 
sician. He  should  find  out,  before  casting 
his  ballot,  how  every  candidate  for  public 
office  stands  on  the  President’s  socialized 
medicine  proposal.  And  if  he  should  get 
his  patients  to  do  likewise,  candidates  will 
understand,  unmistakably,  the  sentiments 
of  the  voters. — Norfolk  Medical  News, 
March,  1950. 


The  A.  M.  A.  Membership  Dues 

The  problems  and  misunderstandings 
arising  from  the  collection  of  A.  M.  A.  dues 
and  assessments  have  been  stated  frankly 
in  a recent  communication  from  the  Asso- 
ciation’s Secretary,  Dr.  George  F.  Lull.  The 
following  procedure  should  be  followed : 

1.  Remittances  for  membership  dues 
should  not  be  sent  direct  to  the  A.  M.  A.  by 
county  societies  or  individuals.  These 
should  be  channeled  through  the  office  of 
the  State  Society  where  member  payments 
are  recorded.  Individual  members’  checks 
received  will  have  to  be  returned  to  the  state 
in  which  the  member  resides.  This  rule  also 
applies  to  the  1949  assessment. 

2.  Who  is  exempt  from  paying  A.  M.  A. 
dues?  The  county  shall  determine  when 
the  payment  of  dues  is  a hardship,  but  in 
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no  case  will  the  A.  M.  A.  dues  be  remitted 
unless  the  county  and  state  society  dues  are 
likewise  remitted.  The  dues  of  a physician 
who  joins  his  county  society  after  July  1 
will  be  $12.50;  if  he  joins  before  that  date, 
$25. 

3.  A physician  who  transfers  from  one 
county  society  to  another  need  not  pay  a 
second  time,  but  he  must  pay  once. 

4.  For  this  year  only  (1950),  the  A.  M.  A. 
will  reimburse  the  state  societies  the  ac- 
counting expense  of  collecting  dues.  After 
this  year,  the  A.  M.  A.  dues  should  be  billed 
with  state  or  county  society  dues. 


WOMAN’S  AUXILIARY 

t 


The  Auxiliary  to  the  Tennessee  State 
Medical  Association  conducted  an  essay 
contest  over  the  state  from  January  15  to 
March  11,  1950,  entitled  “How  We  Can  Best 
Preserve  Our  American  Medical  Stand- 
ards.” 

The  state-wide  prize,  a $500  government 
bond,  was  furnished  by  the  Tennessee  State 
Medical  Association.  In  counties  where 
there  is  no  Auxiliary  organized,  the  medical 
societies  conducted  the  contest. 

The  state  judges — Mr.  W.  R.  Herstein, 
Executive  Director,  International  Center ; 
Dr.  Ralph  Hon,  Professor  of  Economics  at 
Southwestern;  and  Mr.  W.  C.  Teague,  edi- 
torial writer  of  the  Commercial  Appeal — 
picked  the  essay  written  by  Henry  Dia- 
mond, of  Chattanooga,  for  the  State  Award. 

Henry  is  an  outstanding  student  at  Mc- 
Callie  School,  where  he  is  editor  of  his 
school  paper,  a captain  in  the  R.  O.  T.  C., 
besides  playing  football  and  engaging  in 
other  school  activities.  He  is  the  son  of 
Mr.  and  Mrs.  Louis  Diamond  of  1207 
Chamberlain  Avenue,  Chattanooga,  Tennes- 
see. His  teacher  is  Dr.  W.  L.  Pressley,  at 
McCallie  School. 


MEDICAL  SOCIETIES 


Middle  Tennessee  Medical  Association 
to  Meet 

Dr.  B.  F.  Byrd,  Jr.,  Secretary-Treasurer 


of  the  Middle  Tennessee  Medical  Associa- 
tion, announces  that  the  Association  will 
hold  its  one  hundred  eleventh  semiannual 
session  at  Shelby ville  on  May  18th,  begin- 
ning at  9:45  A.M. 

A series  of  eight  papers  covering  recent 
changes  and  advancements  in  the  treatment 
of  conditions  frequently  encountered  in 
practice  will  be  read.  The  meeting  will 
adjourn  at  4:45  P.M. 

Dr.  Wyatt  Avery,  Shelbyville,  is  chair- 
man of  the  local  committee  on  arrangements 
and  has  announced  that  the  Shelbyville  phy- 
sicians will  be  hosts  at  a barbecue  feast 
beginning  at  5:30  P.M.  at  the  Shelbyville 
Country  Club. 

Dr.  Harry  Guffee,  Franklin,  President  of 
the  Association,  will  preside.  Dr.  W.  K. 
Owen,  Pulaski,  is  vice-president. 


Nashville  Academy  of  Medicine  and 
the  Davidson  County  Medical  Society 

Dinner  Meeting — Maxwell  House 
May  16,  1950—6:30  P.M. 

Dr.  William  C.  Menninger,  Topeka,  will 
be  the  guest  essayist  at  the  May  16th  meet- 
ing of  the  Academy.  His  subject  will  be 
“Application  of  Psychiatry  to  Medical  Prac- 
tice.” 

Dr.  Menninger  is  recognized  as  an  emi- 
nent authority  in  the  field  of  psychiatry  and 
possesses  a deep  understanding  of  the  prob- 
lem which  psychiatric  conditions  present  to 
the  practicing  physician. 

The  .essayist  is  General  Secretary  of  the 
Menninger  Foundation,  is  author  of  many 
scientific  articles  and  books,  and  is  presently 
interested  in  the  teaching  aspects  of  modern 
psychiatric  problems  and  procedures. 


A.  M.  A.  Meets  in  San  Francisco 

The  Annual  Session  of  the  American 
Medical  Association  will  be  held  in  San 
Francisco  June  26-30,  with  headquarters  at 
the  Palace  Hotel. 

Advance  registration  is  possible  by  filling 
out  the  advanced  registration  coupon  which 
has  been  mailed  to  members. 
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A.  M.  A.  Golf  Tournament,  Monday, 
June  26 

C.  E.  Shannon,  M.D.,  Chicago,  President 
of  the  American  Medical  Golfing  Associa- 
tion, announces  that  the  Thirty-Fourth 
Tournament  will  be  held  on  the  two  very 
attractive  golf  courses  of  the  Olympic  Golf 
Club,  San  Francisco,  on  Monday,  June  26, 
on  the  opening  day  of  the  1950  A.  M.  A. 
Annual  Session. 


Postgraduate  Pediatrics  Seminar 

The  Pediatric  Staff  of  the  Vanderbilt  Uni- 
versity School  of  Medicine  extends  to  you, 
an  invitation  for  a two-day  Postgraduate 
Seminar  on  Thursday  and  Friday,  June  1 
and  2,  1950. 

“Recent  Advances  in  Pediatrics”  will  be 
the  theme  of  the  program  for  Thursday. 
Use  of  the  new  chemotherapeutic  and  anti- 
biotic agents  will  be  reviewed  and  new  tech- 
nique in  immunization  procedures  will  be 
discussed.  Practical  clinical  problems  will 
be  emphasized  throughout. 

The  Friday  program  will  be  co-sponsored 
by  the  Tennessee  State  Department  of  Pub- 
lic Health.  The  theme  for  this  day  will  be 
the  responsibility  of  all  in  prevention,  case 
finding,  treatment,  and  rehabilitation  of  the 
handicapped  child.  The  morning  session 
will  be  devoted  to  the  problems  of  prema- 
turity and  the  care  of  the  premature  infant. 
The  afternoon  session  will  be  planned 
around  the  problems  of  the  crippled  and 
handicapped  child  with  particular  emphasis 
on  rheumatic  fever,  epilepsy,  cerebral  palsy, 
and  poliomyelitis. 

Registration  time  is  9:00  A.M.,  June  1. 
The  first  session  will  begin  promptly  at  9 :30 
in  the  Medical  School  Amphitheater.  A 
registration  fee  of  $10  will  be  charged  to 
cover  the  cost  of  clerical  assistance,  mimeo- 
graphing, mailing,  and  a luncheon  in  the 
dining  room  of  Vanderbilt  Hospital  both 
days. 

Others  besides  our  alumni  might  like  to 
know  about  the  seminar  and  we  would  be 
pleased  to  have  them.  1 would  appreciate 
your  asking  the  secretary  of  your  Medical 
Society  to  announce  this  invitation. 

Amos  Christie,  M.D. 

Professor  of  Pediatrics 


P.  S. : The  annual  reunion  of  Vanderbilt 
alumni  will  be  Friday  night  and  Saturday, 
following  the  Postgraduate  Seminar. 


Annual  Convention  of  the  Interna- 
tional Academy  of  Proctology 
The  Second  Annual  Convention  of  the 
International  Academy  of  Proctology  will 
be  held  at  the  Bellevue  Hotel  in  San  Fran- 
cisco, California,  June  23,  24,  1950. 

Further  information  concerning  the  con- 
vention and  a copy  of  the  program  may  be 
obtained  by  writing  to  the  Secretary,  Dr. 
Alfred  J.  Cantor,  International  Academy  of 
Proctology,  43-55  Kissena  Boulevard,  Flush- 
ing, New  York. 


The  Upper  Cumberland  Medical  Associa- 
tion will  hold  its  annual  two-day  meeting  at 
Red  Boiling  Springs  on  June  27,  28. 


Roane  County  Medical  Society 
Programs 

May  30 : “Surgery  of  Congenital  Heart 
Lesions,”  Joseph  Bowman,  M.D.,  Johnson 
City,  Tennessee. 

“Preliminary  Report  of  the  Effect  of 
Antihistamine  Drugs  on  Prophylaxis  and 
Treatment  of  the  Common  Cold,”  E.  F. 
Buyniski,  M.D.,  Oak  Ridge,  Tennessee. 

June  27 : Open  House  at  Cancer  Research 
Hospital,  Oak  Ridge.  Program  by  Marshall 
Brucer,  M.D.,  and  staff. 
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Journal  of  the  Tennessee  State  Medical 

Association 

Dear  Sirs: 

It  is  urgently  requested  that  you  take  the 
necessary  steps  to  aid  Stewart  County  in 
obtaining  a general  practicing  physician. 

This  is  an  excellent  opportunity  for  a 
young  doctor  who  is  not  afraid  of  work  and 
who  is  desirous  of  getting  into  business  on 
a full-time  scale  immediately. 
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The  present  physician  located  at  Dover 
has  reached  an  age  in  which  he  is  not  phys- 
ically able  to  give  his  full  time  to  his  pro- 
fession. 

Office  space  is  available  in  a new  building, 
with  ample  room  for  most  any  use  a doctor 
might  desire. 

The  nearest  hospitals  are  thirty  miles 
from  Dover — one  at  Clarksville  and  one  at 
Paris,  with  good  highways  connecting  both. 

Before  any  promising  young  doctor 
makes  up  his  mind  to  get  established  else- 
where, he  should  contact  Dr.  Henry  Crow, 
Dentist,  at  Dover,  who  owns  the  building 
referred  to  above. 

The  undersigned  was  authorized  by  the 
Directors  of  the  Stewart  County  Farm  Bu- 
reau in  their  last  regular  meeting  to  repre- 
sent the  more  than  300  members  (families) 
in  making  the  necessary  contacts  to  obtain 
a physician  for  the  county. 

Sincerely  yours, 

Buford  E.  Thomas 
Vice-President 
Star  art  County  Farm  Bureau 
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CARDIOLOGY 

By  J.  Allen  Kennedy,  M.D. 
Bennie-Dillon  Building,  Nashville 


Editorial:  New  Light  on  the  Mechanism  of  the 
Auricular  Arrhythmias.  Annals  of  Internal  Med- 
icine, Vol.  32,  No.  4,  pp.  778-783.  April,  1950. 

This  editorial  summarizes  recent  work  done  by 
Prinzmetal  and  his  colleagues.  This  work  may  be 
extremely  important  and  may  cause  us  to  com- 
pletely change  our  conception  of  the  auricular 
arrhythmias. 

Prinzmetal  and  his  colleagues  now  claim  to  have 
proved  that  a circus  movement  is  not  the  underlying 
mechanism  of  auricular  fibrillation  and  auricular 
flutter  and  that  all  the  auricular  arrhythmias,  that 
is,  premature  beat,  paroxysmal  tachycardia,  flutter, 
and  fibrillation,  are  all  manifestations  of  the  same 
abnormal  mechanism — a single  discharging  ectopic 
focus.  This  they  term  the  “unitary  nature  of  the 
auricular  arrhythmias.” 

They  have  re-examined  the  time-honored  concep- 
tion based  upon  the  experiments  of  Lewis  and  of 
Garrey,  have  found  certain  weaknesses,  and  have 
re-examined  the  problem  by  means  of  important 
new  methods:  by  using  a multiple  channel  electro- 


cardiogram; by  use  of  a dual-beam,  cathode-ray 
oscillograph;  and  by  taking  high-speed  color  mov- 
ing pictures  up  to  2,000  frames  a second  of  the 
heart’s  action  during  arrhythmias.  The  arrhyth- 
mias were  produced  usually  by  applying  aconitine 
to  the  auricular  muscle. 

When  auricular  fibrillation  was  established,  mo- 
tion pictures  showed  that  there  were  two  distinct 
types  of  auricular  contraction:  minute,  irregular, 
incessant  contractions  occurring  at  tremendous 
speeds — direct  lead  tracings  showed  rates  of  800 
to  1,600  per  minute,  while  the  more  sensitive  oscil- 
lograph showed  rates  as  high  as  40,000  a minute. 
The  second  type  of  contractions  were  large,  fairly 
regular,  and  wavelike,  and  constitute  the  fibrillation 
waves  which  are  visible  to  the  unaided  eye.  These 
occur  at  a rate  of  about  400  to  600  a minute  and 
coiTespond  to  the  familiar  F waves  in  the  electro- 
cardiogram. Under  slow  motion,  they  concluded 
that  these  waves  did  not  pursue  a circus  path. 

In  auricular  flutter  the  contractions  were  found 
to  be  similar  to  those  in  fibrillation,  except  that  in 
flutter  they  were  slower,  more  regular,  and  more 
vigorous;  but  again  no  evidence  of  a circus  path 
wave  was  seen.  The  wave  of  contraction  did  not 
involve  a narrow  band  that  occupied  the  entire 
width  of  the  auricle.  When  flutter  was  produced 
by  applying  aconitine  at  a central  point  in  the 
auricular  wall,  contraction  wave  could  be  seen  to 
originate  at  that  point  and  spread  concentrically 
away  from  it. 

In  paroxysmal  tachycardia  the  auricular  con- 
tractions appeared  similar  to  those  which  were  seen 
in  flutter.  Their  rate  of  occurrence,  however,  was 
slower;  consequently,  each  auricular  contraction 
was  followed  by  a ventricular  response.  In  other 
words,  paroxysmal  auricular  tachycardia  was  sim- 
ply a comparatively  slow  flutter  with  a 1:1  conduc- 
tion ratio. 

Isolated  ectopic  beats  arising  from  the  auricle 
were  exactly  similar  to  individual  waves  of  parox- 
ysmal tachycardia. 

They  were  able  to  cause  changes  from  one 
arrhythmia  to  another,  that  is,  from  auricular 
fibrillation  through  flutter  and  tachycardia  to  sinus 
rhythm  interspersed  with  ectopic  beats  by  simply 
cooling  the  initiating  focus  and  slowing  the  rate. 
The  deciding  factor  determining  which  arrhythmia 
was  present  appeared  to  be  simply  a rate  of  dis- 
charge of  impulses  from  the  ectopic  focus.  For 
example,  they  found  a critical  level  which  varied 
from  300  to  600  per  minute  in  different  animals 
when  flutter  passed  into  fibrillation. 

They  examined  the  same  problem  by  using  elec- 
trical stimulation,  the  rate  of  which  they  could  con- 
trol accurately  at  will;  and  by  varying  the  rate 
from  100  to  600,  it  was  possible  to  produce  the  same 
sequence  of  ectopic  beats,  tachycardia,  flutter,  and 
fibrillation,  in  that  order.  They  have  presented 
evidence  in  humans  by  esophageal  leads  taken  at 
different  levels  that  auricular  flutter  is  similar  in 
humans  to  that  observed  in  experimental  minds. 
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These  workers  are  now  examining  the  pharmaco- 
logical action  of  digitalis  and  quinidine  by  means 
of  these  new  experimental  methods. 


GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 
649  Doctors  Building,  Nashville 


The  Use  of  Ultraviolet  Light  and  Fluorescent  Dyes 
in  the  Detection  of  Uterine  Cancer  by  Vaginal 
Smear.  Herbert  P.  Friedman,  Jr.,  B.A.,  M.D., 
Chicago.  American  Journal  of  Obstetrics  and 
Gynecology,  Vol.  59,  No.  4,  pp.  852-858,  April, 
1950. 

This  is  a preliminary  report  of  a new  diagnostic 
technique  whereby  vaginal  smears  are  stained  with 
fluorescent  dyes  (fluorochromes)  and  observed  mi- 
croscopically with  ultraviolet  light  as  a source  of 
illumination.  Acidic  and  basic  fluorochromes  act 
specifically  to  stain  certain  cellular  structures  as 
do  the  more  common  microscopical  stains  as  hema- 
toxylin and  various  aniline  dyes.  Whereas  smears 
stained  with  the  latter  dyes  are  ordinarily  examined 
in  transmitted  light  of  the  visible  spectrum,  fluor- 
escent stains  remain  practically  colorless  until  ir- 
radiated with  ultraviolet  light.  Cells  stained  with 
fluorochromes  absorb  the  ultraviolet  rays  of  short 
wave  length  and  emit  this  energy  in  the  form  of 
fluorescent  light  in  the  visible  spectrum.  These 
cells  fluoresce  brightly  and  clearly  with  well-defined 
nuclear  and  cytosplasmic  structure.  The  color  and 
intensity  of  fluorescence  depend  on  the  characteris- 
tics of  the  particular  stain  and  the  relative  acido- 
philia  and  basophilia  of  the  individual  cells.  The 
simple  and  inexpensive  apparatus  and  technique 
for  fluorescence  microscopy  and  fluorescence  photo- 
micrography are  outlined.  Directions  for  the  prep- 
aration and  staining  of  vaginal  smears  are  given. 
Brief  descriptions  of  the  various  distinguishing 
fluorescent  colors  associated  with  normal  epithelial 
cells,  leucocytes,  erythrocytes,  trichomonas  vagi- 
nalis, moniliasis,  and  bacteria  of  the  vaginal  flora 
are  mentioned.  The  use  of  this  technique  for  differ- 
entiating normal  from  malignant  cells  by  morphol- 
ogy, degree  of  fluorescent  brilliance,  and  variation 
of  nuclear  and  cytoplasmic  fluorescent  colors  is 
cited. 


INDUSTRIAL  MEDICINE 

By  Jean  Spencer  Felton,  M.D. 

Medical  Director 
Oak  Ridge  National  Laboratory 
Oak  Ridge 


Health  Education  and  Public  Relations — A Sym- 
posium. Mayhew  Derryberry,  Ph.D.,  James  P. 
Dixon,  M.D.,  Wilton  L.  Halverson,  M.D.,  Herman 
E.  Hilleboe,  M.D.,  S.  S.  Lifson,  M.P.N.,  Lucy  S. 
Morgan,  Ph.D.,  Dorothy  B.  Nyswander,  Ph.D., 


and  George  M.  Uhl,  M.D.,  M.S.P.II.  American 

Journal  of  Public  Health,  Vol.  40,  p.  251,  March, 

1950. 

A group  of  representative  health  officers  and 
health  educators  give  their  views  on  the  mutual 
relationships  between  health  education  and  public 
relations. 

Dr.  Derryberry  states  that  public  relations  in 
public  health  refers  to  winning  good  will  for  an 
organization  and  for  its  program,  whereas  health 
education  aims  to  learn  about  health  and  health 
problems  and  the  motivating  of  good  individual 
health  practices.  There  must  be  a continuing  ef- 
fective, courteous  service  as  well  as  publicity  and 
mass  information  programs.  A fourfold  activity 
is  seen  in  that  health  education  serves  to  stimulate 
people  to  recognize  health  needs;  it  helps  them  to 
obtain  authentic  and  reliable  information  about 
their  problems ; it  encourages  them  to  plan  for  solv- 
ing these  problems;  and  it  assists  them  to  act  in 
the  plan  they  have  made.  In  brief,  success  in 
health  education  requires  far  more  change  in  fun- 
damental human  behavior  than  is  needed  to  achieve 
good  public  relations. 

Dr.  Dixon  believes  that  the  involved  agency 
should  have  a clear  concept  concerning  its  own 
particular  use  of  health  education  and  information. 
If  the  corporate  intellect  of  the  agency  has  no  such 
definition,  then  the  results  of  the  program  are 
likely  to  be  disappointing,  irrespective  of  where 
administrative  responsibility  is  assigned.  To  him, 
public  relations  is  an  administrative  function  de- 
signed to  gain  public  acceptance  of  a program.  In 
turn,  health  education  is  a summation  of  the  efforts 
of  an  agency  to  encourage  intelligent  participation 
in  “ways  of  doing  things  believed  to  maintain  health 
and  prevent  disease  and  the  abstinence  from  those 
things  considered  injurious  to  health.”  The  two 
programs  may  be  administered  concurrently,  and  as 
education  seems  more  the  parent  than  public  rela- 
tions, they  are  both  assigned  to  the  health  education 
staff. 

Dr.  Halverson  of  California  feels  that  the  public 
relations  program  tells  the  story  of  the  need  for  an 
organization  and  how  this  need  is  met  effectively 
and  economically.  This  story  is  told  in  greater  or 
lesser  fullness  by  every  member  of  the  staff  in 
every  community  contact.  Health  education,  on 
the  other  hand,  has  as  its  first  responsibility  the 
job  of  selling  healthy  living  habits  to  people  of  a 
community  and  is  a highly  technical  function.  The 
separation  of  health  education  and  public  relations 
is  not  possible. 

Dr.  Hilleboe,  from  New  York,  believes  that  every 
means  of  communication  should  be  utilized  to  in- 
fluence attention  and  awareness  and  establish  good 
public  rapport.  Although  public  relations  dissem- 
inates information,  primarily  its  task  is  to  induce 
favorable  attitudes.  Public  health  education  also 
uses  the  techniques  of  public  relations  and  does  not 
confine  its  efforts  to  attempting  to  influence  atti- 
tudes. Through  dissemination  of  information, 
mobilization  of  forces  of  opinion,  applications  of 
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principles  of  community  organization,  health  edu- 
cation not  only  seeks  to  influence  favorable  atti- 
tudes, but  also  endeavors  to  secure  positive  action 
in  the  field  of  public  health. 

Dr.  Lifson,  however,  limits  the  goal  of  health 
education  by  stating  that  individuals  or  groups  are 
motivated  through  this  to  accept  responsibility  for 
achieving  and  maintaining  a reasonable  level  of 
individual  and  community  health.  He  lists  1'adio, 
news  stories,  pamphlets,  exhibits,  movies,  strip 
films,  charts,  graphs,  models,  etc.,  as  the  tools 
which  contribute  to  the  learning  process — but  of 
and  by  themselves  are  not  the  total  health  education 
program.  He  lists  the  many  responsibilities  of  the 
health  educator  who  provides  guidance  in  a health 
education  program. 

Dr.  Morgan,  from  Chapel  Hill,  emphasizes  the 
shift  in  thinking  from  disease  to  positive  health  in 
health  education  and  states  that  the  people  should 
be  taken  into  a working  partnership  in  a health 
program  designed  to  serve  all  the  individual  and 
diverse  groups  of  a given  community.  The  inter- 
ests and  problems  of  a community  should  be  dis- 
covered. Professional  workers  should  have  a multi- 
disciplined  training  in  human  behavior  with  warm 
insight  into  human  relations  and  motivations. 
Making  the  people  of  the  community  active  part- 
ners is  public  relations  of  the  best  type.  The  art 
of  getting  along  with  people  involves  such  things 
as  what  we  think,  what  we  say,  how  we  say  it,  what 
we  do,  how  we  do  it,  friendly  attitudes,  a smile  at 
the  right  minute,  genuine  service  instead  of  lip 
service,  and  willingness  to  cooperate  with  fellow 
workers.  The  community  health  program  is  de- 
pendent upon  each  worker  and  his  understanding 
of  the  attitudes,  customs,  cultural  and  religious 
patterns,  the  institutions  and  industrial,  economic, 
and  social  conditions  of  that  area.  Without  this, 
no  working  partnership  can  be  established  or  func- 
tion successfully. 

People  are  motivated  to  “buy”  through  appeal  to 
civic  responsibility,  identification  with  prestige- 
personalities,  participation  in  something  important, 
and  fear  of  being  different  or  apart,  Dr.  Nyswander 
emphasizes.  Public  relations  techniques  stress 
friendliness  and  courtesy.  Health  agencies  need 
“good  will”  and  they  need  to  interpret  their  work. 
The  health  agency  is  deeply  concerned  with  helping 
people  to  modify  their  behavior  where  change  is  not 
easy  to  induce.  Changing  emotional  attitudes  to- 
ward self  and  others,  introducing  new  food  habits, 
securing  early  diagnosis  of  cancer,  or  developing  a 
community  plan  for  diagnostic  care  are  examples 
of  educational  programs  in  which  lifelong  attitudes 
and  behaviors  must  be  modified.  In  such  situations, 
cultural  patterns,  deeply  laid  bases  of  personality 
structure,  native  or  socially  produced  fear  of  bio- 
logical or  economic  death  do  not  yield  to  pressure 
or  exhortation.  Long-range  programs  must  be 
planned  for  agencies  in  which  the  community  has 
confidence. 

Dr.  Uhl  says  that  good  public  relations  implies 
good  will  and  for  health  officers  means  a wider 


utilization  of  community  resources  and  quicker 
public  responses.  A community  feels  the  health 
department  to  be  friendly  or  unfriendly,  competent 
or  incompetent,  by  judging  its  programs,  its  intro- 
duction, its  representatives,  and  its  apparent  intent. 
The  health  educator  allows  a reliable  two-way 
source  of  communication  for  the  agency  executive. 
To  all  intents  and  purposes  the  health  education 
section  of  the  department  conducts  the  formal  pub- 
lic relations  program  for  the  department. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Pregnancy  and  Adnexal  Cysts.  R.  H.  Haas. 

American  Journal  of  Obstetrics  and  Gynecology, 

Vol.  58,  p.  283,  1949. 

This  report  is  based  upon  25  pregnancies  asso- 
ciated with  parametrial  cysts.  These  occurred  in 
23  patients  among  7,598  pregnancies.  A lower 
limit  of  size  of  five  centimeters  was  arbitrarily  set. 
Nearly  two-thirds  of  the  cysts  were  discovered  dur- 
ing the  first  trimester  and  approximately  one- 
fourth  during  the  second;  one  cyst  was  discovei’ed 
during  labor  and  one  at  the  time  of  discharge  ex- 
amination twelve  days  post  partum.  Pathologi- 
cally there  were  two  functional  cysts,  ten  neoplastic, 
two  endometrial,  one  parovarian,  one  simple  cyst, 
and  nine  unknown  (not  operated  upon). 

The  neoplastic  cysts  included  three  serous  cvsta- 
denomas,  one  pseudomucinous  cystadenoma,  one 
combined  dermoid  and  pseudomucinous  cystadeno- 
ma, one  complex  teratoma,  two  dermoids,  and  one 
cystadenocarcinoma.  Fifteen  of  the  cysts  involved 
the  right  ovary  and  nine  were  on  the  left  side. 

Symptoms  referable  to  the  cyst  were  few  and  of 
a vague  nature  only.  Only  twelve  patients  had 
symptoms;  ten  of  these  had  discomfort  of  some 
kind.  In  no  case  was  this  well  localized  or  severe 
enough  to  inconvenience  the  patient.  The  threat- 
ened abortion  rate  in  this  series  was  12  per  cent, 
or  about  the  rate  expected  in  uncomplicated  preg- 
nancies. Fourteen  patients  were  operated  upon 
during  pregnancy  and  only  two  aborted.  In  each 
case  the  corpus  luteum  was  removed. 

Nine  of  the  cysts  were  neoplastic  but  not  malig- 
nant. An  exactly  similar  number  were  perfectly 
harmless.  It  was  the  experience  of  the  author 
that  most  functional  cysts  disappear  by  the  fifth 
or  sixth  month  of  pregnancy. 

Some  authors  have  felt  that  complications,  in- 
cluding torsion,  rupture,  and  obstruction  of  the 
birth  canal  are  of  such  frequency  as  to  demand 
immediate  operation.  The  author  has  not  observed 
this  to  be  the  case  in  his  series. 

If  a small  cyst  is  discovered  during  the  first 
trimester,  the  author  recommends  waiting  until  the 
middle  of  the  second  trimester  when  it  will  have 
disappeared  if  it  is  functional. 

Cysts  recognized  during  the  second  trimester  are 
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probably  neoplastic  and  with  few  exceptions  their 
removal  is  in  order.  Most  purely  functional  cysts 
will  have  disappeared  by  this  time. 

If  an  ovarian  cyst  is  discovered  during  the  last 
trimester,  the  proximity  of  labor  may  require  de- 
ferring of  operation  until  after  delivery.  If  the 
cyst  is  discovered  during  labor  and  is  found  to  lie 
in  the  upper  abdomen,  it  will  seldom  require  re- 
moval until  after  delivery.  Tumors  lying  deep  in 
the  pelvis  should  be  treated.  Occasionally  they  may 
be  dislodged  and  pushed  out  of  the  pelvis,  permit- 
ting the  head  to  descend.  If  this  is  not  possible, 
and  particularly  if  the  cyst  wall  is  thin,  one  may 
puncture  it  with  a small  needle.  If  clear,  thin 
fluid  is  obtained,  a large  needle  may  be  used  to 
empty  the  cyst.  Post-partum  recurrence  should  be 
carefully  watched  for.  If  the  initial  puncture  re- 
veals anything  but  clear  fluid,  the  patient  will  prob- 
ably best  be  treated  by  cesarean  section  and  re- 
moval of  the  cyst. 

Cysts  discovered  post  partum  may  be  regarded 
in  the  same  way  as  any  cyst  not  related  to  preg- 
nancy. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Function  of  the  Choroid.  A.  Zwiauer,  M.D. 

American  Journal  of  Ophthalmology,  April,  1950. 

The  vessels  of  the  choroid  were  studied  in  the 
fundus  of  albino  rabbits,  with  the  aid  of  a special 
microscope,  while  various  pharmacologic  prepara- 
tions were  administered  and  variations  were  pro- 
duced in  the  intraocular  pressure  which  provided 
a magnification.  The  vessels  of  the  choroid  showed 
no  spontaneous  caliber  changes  even  during  pro- 
longed observation,  whereas  the  retinal  vessels 
showed  spontaneous  caliber  fluctuations  that  were 
independent  of  pulsation.  In  order  to  obtain  in- 
formation about  the  rapidity  of  the  passage  of 
blood  through  the  rabbit  eye,  a solution  of  methy- 
lene blue  was  injected  into  the  vein  of  the  ear. 
In  seven  to  nine  seconds  the  entire  fundus  was  blue, 
and  from  ten  to  twelve  seconds  later  the  color  was 
normal  again.  Even  after  high  doses  of  adrenalin 
no  changes  occurred  in  the  choroidal  vessels,  but 
the  fact  that  the  entrance  of  the  dyestuff  was  re- 
tarded indicates  increased  resistance  in  the  extra- 
ocular vessels.  In  contrast,  the  retinal  vessels 
responded  with  definite  constriction.  Vasodilator 
drugs  also  exerted  no  definite  effect  on  the  vessels 
of  the  choroid,  whereas  the  retinal  vessels  respond- 
ed with  a noticeable  dilation. 

Changes  were  induced  in  the  intraocular  pres- 
sure; even  with  pressures  of  100  to  120  millimeters 
Hg  there  was  still  some  circulation  in  the  choroid 
vessels,  whereas  the  retinal  vessels  were  no  longer 
permeable  with  this  pressure. 


UROLOGY 

By  Oscar  Carter,  M.D. 
1921  Hayes  St.,  Nashville 


Renal  Injuries.  James  C.  Sargent  and  Charles  R. 

Marquardt.  Journal  of  Urology,  Vol.  63.  No.  1, 

January,  1950. 

There  have  been  many  recent  papers  on  injuries 
of  the  kidney,  many  of  the  authors  expressing  the 
opinion  that  the  majority  of  these  cases  should  be 
subjected  to  early  surgical  intervention.  The  au- 
thors on  the  other  hand  advocate  conservative 
management  in  cases  of  mild  and  moderate  injury 
and  reserved  surgical  intervention  for  very  severe 
injuries.  They  based  the  experience  on  the  treat- 
ment of  over  200  cases.  They  divide  the  renal 
injuries  into  three  groups: 

1.  Contusions  or  minor  parenchymal  fracture, 
characterized  more  or  less  by  pain,  a spell  of  brief 
gross  hematuria,  and  essentially  negative  X-ray 
findings.  There  were  120  injuries  of  this  type  over 
a five-year  period  from  1934  to  1939.  All  of  these 
were  treated  conservatively,  and  each  left  the  hos- 
pital completely  recovered  usually  within  a few 
days  unless  detained  because  of  other  injuries. 
There  were  no  cases  known  to  be  suffering  late 
consequences  of  the  injury. 

2.  Cases  of  major  parenchymal  fracture.  Pa- 
tients of  this  type  had  localized  pain  and  rigidity 
with  gross  bleeding  lasting  several  to  many  days 
and  presented  pyelographic  evidence  of  parenchym- 
al fracture  or  soft  tissue  shadows  indicating  peri- 
renal hematoma.  There  were  72  of  these  cases. 
Seventy  were  treated  expectantly.  There  was  no 
deaths  among  them.  Sixty-one  recovered  nicely 
from  their  kidney  injuries,  and  27  of  these  have 
been  followed  from  three  to  seventeen  years  suffi- 
ciently in  detail  to  know  them  to  be  free  from  dis- 
ability or  important  demonstrable  defect.  Nine 
of  the  70  developed  important  sequalae,  and  in  four 
cases  perinephritic  abscesses  developed  requiring 
drainage,  one  with  a nephrectomy.  One  case  of 
severe  Goldblatt  hypertension  developed  within 
three  months  after  injury  and  nephrectomy  was 
done  with  an  amazing  recovery.  A large  trau- 
matic cyst  developed,  threatening  the  life  cf  an 
injured  solitary  kidney  and  had  to  be  dissected 
free  and  removed.  One  giant  capsule  hydrocele 
occurred  and  was  drained.  One  patient  suffered  a 
renal  pedicle  injury  and  was  found  to  have  an 
atrophied  and  functionless  kidney,  which  was  re- 
moved. Two  of  the  group  were  immediately  sub- 
jected to  surgery,  and  one  died  within  an  hour 
after  the  operation.  The  second  did  well  after 
drainage  of  a perirenal  hematoma. 

3.  There  were  fourteen  cases  in  which  the  kidney 
was  so  completely  shattered  as  to  have  lost  all 
recognizable  pelvic  outline  in  the  pyelogram,  or  to 
have  been  found  hopelessly  fragmented  and  devi- 
talized at  autopsy.  In  injuries  of  this  magnitude 
chunks  of  renal  flesh  are  found  in  a pool  of  blood 
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floating  free  but  lightly  attached.  Shock  is  quite 
consistent  and  profound  massive  hemorrhage  is 
usually  evident  and  often  progressive  and  there 
is  complete  nonfunction  on  the  exploratory  uro- 
gram and  the  retrograde  pyelogram  reveals  no 
recognizable  pelvic  structure. 

Other  important  injuries  are  usually  present, 
such  as  perforated  bowel,  crushed  chest,  ruptured 
liver,  skull  fracture,  and  the  like.  Six  of  the  four- 
teen cases  of  the  shattered  kidney  were  diagnosed 
at  autopsy.  In  none  of  these  was  there  opportunity 
for  other  than  expectant  treatment  or  even  for 
careful  diagnostic  studies.  Six  of  the  fourteen 
cases  of  shattering  injuries  were  operated  at  once. 
Four  of  the  patients  made  a nice  recovery.  The 
other  two  patients  had  had  bowel  perforations,  due 
to  gunshot  wounds,  and  had  to  be  operated  on  in 
an  emergency  to  close  the  bowel  perforations,  at 


which  time  a nephrectomy  was  also  done.  One 
patient  died  on  the  table  and  the  other  within  a 
few  hours.  Two  cases  were  treated  expectantly. 
One,  a shrapnel  injury,  had  a nephrectomy  months 
later  to  get  rid  of  a urinary  fistula.  The  other  one 
had  a nephrectomy  seven  days  later  when  well  out 
of  shock  and  a proper  candidate  for  major  surgery. 
Several  cases  are  presented.  The  authors  con- 
clude by  saying  that  no  renal  injury  can  be  man- 
aged intelligently  without  certain  information  as 
to  its  type  and  degree.  If  necessary,  a retrograde 
pyelogram  should  be  done.  They  believe  that  con- 
servative management  of  renal  injuries  should  be 
routine,  withholding  all  surgery  unless  and  until 
a clear-cut  indication  for  it  arises.  They  also  be- 
lieve that  renal  surgery  is  unwise,  even  when  in- 
tended to  control  hemorrhage  if  the  patient  is  in 
profound  shock. 


"Scalp’ um  white  man  cinch  with  new 
trifocals ” says  Indian  brave. 

. . . . Where  the  reading  addition  has  reached  1.75  or 
greater,  trifocals  are  a better  way. 

UNIVIS  GENERAL  PURPOSE  TRIFOCALS, — VOCATIONAL  TRIFOCALS 
FOR  THE  FINEST  INTERMEDIATE  VISION  . . . 

OLD  SOUTH  OPTICAL  CO. 

Nashville  2,  Tennessee 


Glecaiuieiu 


ON  THE  KRATZVULE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 


First  in  the  South  to  Produce 

©Grade  "A”  Pasteurized  •Homogenized  •Soft  Curd  •Vitamin  "D” 

With  400  U.S.P.  Vitamin  D Units  (Activated  Ergosterol)  Added  Per  Quart 
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The  psychologic  factors  in  the  pathogenesis  of  hypertension  are  known 
to  every  physician,  yet  they  are  given  too  little  attention  in  its  man- 
agement. 


HYPERTENSION* 

EDWARD  T.  BRADING,  M.D.,  Johnson  City,  Tenn. 

The  importance  of  psychic  factors  in 
many  diseases  is  receiving  ever-increasing 
attention  and  support  from  scientific  inves- 
tigations. Many  disorders  formerly  regard- 
ed as  entirely  somatic  have  been  proved  to 
originate  in  the  nervous  system.  The  older 
conception  that  in  many  diseases  the  se- 
quence was  first  tissue  changes  followed  by 
functional  derangement  which  in  turn  gave 
rise  to  emotional  disturbance  has  been  re- 
versed. The  modern  view  that  the  primary 
disturbance  is  cerebral  and  emotional  which 
in  turn  gives  rise  to  functional  disturbance 
and  that  this  in  turn  causes  tissue  changes 
has  much  more  elaborate  and  well-docu- 
mented support. 

The  role  of  emotional  reactions  in  the 
pathogenesis  and  aggravation  of  essential 
hypertension  has  long  been  recognized. 
Such  expressions  as  “Watch  your  blood 
pressure’’  indicate  the  awareness  of  the 
layman  of  this  relationship,  but  unfortu- 
nately the  actual  mechanism  by  which  emo- 
tions affect  the  blood  pressure  has  been 
obscure  and  difficult  to  delineate.  More- 
over, to  complicate  the  picture  is  the  evi- 
dence submitted  that  hypertension  which  is 
indistinguishable  from  so-called  “essential” 
or  “primary”  hypertension  results  from 
Cushings  syndrome,  glomerular  nephritis, 
tumors  of  the  chromaffin  system  and  ad- 
renal cortex,  unilateral  kidney  disease 
(Goldblatt)  and  other  conditions.  The  pic- 
ture is  complicated  even  further  by  the 
evidence  that  under  certain  conditions  the 
kidney  elaborates  a vasoconstricting  Nsub- 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  11,  12,  1950. 


stance  “renin”  which  causes  increased  pres- 
sure in  the  vascular  tree. 

It  is  therefore  obvious  that  any  tenable 
concept  of  the  pathogenesis  of  essential  hy- 
pertension must  assign  essential  roles  to 
the  nervous  system,  kidneys,  and  glands  of 
internal  secretion,  particularly  the  pituitary 
and  adrenal  cortex.  An  additional  and 
equally  important  factor  is  that  each  and 
all  of  these  influences  in  order  to  produce 
hypertension  must  play  upon  a susceptible 
vaso-motor  mechanism.  Truly  hyperten- 
sives are  probably  born  as  well  as  made. 

It  is  not  the  province  of  this  paper  to  go 
into  details  regarding  the  pathogenesis  of 
essential  hypertension,  but  I shall  briefly 
review  the  most  tenable  hypothesis  recently 
proposed  by  Heinbecker1 2 and  refer  you  to 
the  original  account  of  his  researches  and 
experiments,  and  to  the  excellent  review  of 
the  subject  by  Findlay.  Heinbecker’s  work 
richly  deserves  much  attention  and  careful 
reading.  Quoting  briefly,  his  concept  (with 
almost  if  not  entirely  convincing  evidence) 
is  as  follows : that  in  essential  diastolic  hy- 
pertension the  primary  disturbance  is  in  the 
frontal  lobes  in  the  area  where  the  higher 
functions  of  the  intellect  are  exercised.  This 
disturbance  may  be  of  such  intensity,  in 
susceptible  individuals,  that  it  depresses  the 
hypothalamic  nuclei  which  control  the  neural 
hypophysis.  This  in  turn  initiates  changes 
in  the  glandular  hypophysis  consisting  of 
hypertrophy  and  hyperfunction  of  the  eo- 
sinophilic cells  with  overproduction  of  the 
adrenotropic  hormone  the  action  of  which 
is  to  constrict  the  efferent  arteries  of  the 
renal  glomeruli  with  resultant  release  of 
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renin  which  in  turn  acts  to  increase  arteri- 
olar resistance  and  require  higher  pressure 
in  the  vascular  tree.  Likewise  overaction 
of  the  eosinophilic  adreno-corticotropic  hor- 
mone is  responsible  for  the  excess  infiltra- 
tion of  neutral  fats  and  cholesterol  in  the 
walls  of  the  blood  vessels — of  primary  sig- 
nificance in  developing  atherosclerosis  and 
fixation  of  the  blood  pressure  at  a high 
level.  It  is  established  that  the  eosinophilic 
cells  are  tropic  to  the  adrenal  glands,  renal 
tubules,  and  interstitial  tissue  of  the  gonads. 
The  frequent  association  of  obesity,  prema- 
ture aging,  decreased  insulin  sensitivity, 
and  in  late  stages  increased  intracranial 
pressure  support  this  view. 

There  is  then  a reasonable  hypothesis  sup- 
ported by  elaborate  and  strong  evidence  of 
the  psychic  origin  of  essential  hypertension 
and  of  a mechanism  by  which  it  acts. 

There  is  other  evidence  from  the  psychi- 
atric side.  Miller*  studied  the  blood  pressure 
in  a group  of  193  insane  patients  who  were 
either  depressed  or  paranoid  and  found  sig- 
nificant degrees  of  correlation  between  emo- 
tional status  and  blood  pressure.  He  found 
the  main  factor  in  causing  elevation  of  the 
blood  pressure  to  be  that  of  repressed  ag- 
gression. Alexander'  likewise  concludes 
that  chronically  inhibited,  aggressive,  hos- 
tile impulses  which  appear  with  anxiety 
have  a definite  influence  upon  fluctuations 
of  blood  pressure.  He  also,'*  after  a psycho- 
analytical investigation  of  one  individual, 
correlated  his  emotional  state  with  fluctu- 
ation of  blood  pressure.  Welsh  and  Eng- 
lish7 emphasize  the  pressure  of  repressed 
aggression  in  the  hypertensive.  To  put  it 
crudely,  the  hypertensive  is  boiling  over 
with  chronic  rage  and  fear  which  he  takes 
out  on  himself  and  his  own  cardiovascular 
system  rather  than  channeling  it  along  con- 
structive lines. 

I quote  three  cases  from  my  own  practice 
which  illustrate  the  influence  of  emotion 
upon  elevation  of  blood  pressure.  These 
cases  are  by  no  means  unique  or  unusual ; 
they  can  be  duplicated  almost  any  day  by 
any  doctor. 

Case  1.  A colored  woman  53  years  of  age  has 
been  admitted  to  the  hospital  on  three  occasions  for 
paroxysms  of  hypertension  which  have  reached  as 
high  as  260/140.  She  has  had  a histamine  test  and 


the  benodaine  test  with  negative  results.  She  re- 
sponds well  to  sedatives,  and  when  the  attack  has 
passed,  her  pressure  remains  in  the  neighborhood 
of  170/110.  After  much  questioning,  it  was  found 
that  each  paroxysm  closely  followed  an  explosion 
of  anger. 

Case  2.  A lawyer  48  years  of  age  reported  for 
examination  because  of  hypertension.  A year  prior 
to  his  examination  he  had  had  what  was  thought  to 
be  a coronary  thrombosis.  In  the  year  just  passed 
he  had  worked  very  little,  but  his  pressure  had 
stayed  persistently  at  160/105  during  that  time. 
He  was  admitted  to  the  hospital  for  study.  He 
responded  well  to  sedatives,  and  his  pressure 
dropped  to  130/85  under  sodium  amytal.  His  his- 
tory, carefully  taken,  made  it  doubtful  that  he  had 
had  a coronary  occlusion,  and  the  electrocardiogram 
was  within  normal  limits.  He  assured  me  over  and 
over  that  he  had  no  troubles,  and  despite  indirect 
approaches  of  various  kinds,  he  steadfastly  main- 
tained that  his  inner  life  was  completely  calm.  But 
his  facial  expression  was  that  of  an  angry  man, 
and  he  was  referred  to  a psychiatrist  who  found  a 
story  of  marital  infelicity  of  many  years’  standing 
and  an  unsatisfactory  business  arrangement  which 
was  very  galling  to  him.  After  superficial  psycho- 
therapy by  the  psychiatrist,  he  was  able  to  iron  out 
most  of  his  difficulties  and  live  under  much  less 
emotional  strain.  When  I last  saw  him,  he  had 
returned  to  work,  felt  better  than  he  had  for  years, 
had  no  symptoms,  looked  happier,  and  had  lost  his 
angry  expression.  His  blood  pressure  on  several 
occasions  taken  at  the  office  was  never  over  140/90. 

Case  3.  A 16-year-old  boy,  a student  at  a mili- 
tary academy,  came  for  study  because  of  paroxysms 
of  hypertension.  For  six  months  prior  to  his  ex- 
amination he  had  been  having  periodic,  throbbing, 
bitemporal  headache  lasting  six  to  eight  hours  but 
not  associated  with  nausea,  vomiting,  or  visual  dis- 
turbance. They  usually  were  not  sufficiently  se- 
vere to  interfere  with  his  usual  activities.  In  the 
intervals  between  attacks  he  was  asymptomatic. 
During  the  fall  of  1949  he  was  admitted  to  the 
school  infirmary  during  one  of  these  episodes  and 
was  found  to  have  a systolic  pressure  of  190  with 
a diastolic  pressure  of  100.  The  finding  of  an  ele- 
vated blood  pressure  was  confirmed  at  various  times 
when  headache  was  present. 

The  physical  examination  revealed  a well-devel- 
oped “husky”  lad  of  16,  70  inches  tall,  and  weighing- 
165  pounds.  The  pupillary  reactions  were  normal 
and  the  eyegrounds  were  negative.  The  heart  was 
not  enlarged  and  there  was  no  abnormal  sounds 
except  a slight  roughening  of  the  aortic  second 
sound.  Otherwise  the  physical  examination  was 
entirely  negative.  Laboratory  tests  of  the  urine, 
blood,  blood  urea,  and  cholesterol  were  all  within 
normal  limits.  In  the  hospital  he  was  found  to 
have  a satisfactory  response  to  sedation,  and  his 
pressure  dropped  from  155/90  to  120/80  during 
sleep.  Twenty-four  hours  later  following  an  emo- 
tional upset,  his  blood  pressure  was  180/90,  and  at 
that  time  an  injection  of  benodaine  had  no  appre- 
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ciable  effect.  Later  a histamine  test  gave  negative 
results.  The  intravenous  urogram  was  negative. 
The  electrocardiogram  showed  nothing  remarkable. 

While  this  lad  was  in  the  hospital  an  attempt 
was  made  to  evaluate  emotional  factors,  but  with 
very  limited  success.  He  was  referred  to  a psychi- 
atrist for  investigation.  I quote  from  his  report: 
“The  patient  has  not  been  aware  of  any  association 
between  life  situations  and  the  occurrence  of  head- 
ache. He  reveals,  however,  that  while  he  enjoyed 
his  first  two  years  at  the  military  academy  he  had 
come  to  hate  the  rigid  discipline  and  did  not  feel  at 
all  happy  about  returning  to  school  in  the  fall.  He 
recalls  on  one  occasion  during  the  fall  quarter  when 
he  saw  a classmate  unjustly  reprimanded  and  pun- 
ished by  an  instructor  he  ‘swelled  up  inside’  but 
said  nothing  and  afterward  had  a headache.  On 
the  occasion  when  he  was  admitted  to  the  infirmary, 
the  headache  and  hypertension  followed  a fit  of 
anger.  After  that  on  many  occasions  when  he  had 
a headache  he  was  found  to  have  an  elevated  blood 
pressure,  although  between  attacks  it  was  fre- 
quently found  to  be  normal. 

“The  patient  is  the  youngest  of  four  children  and 
is  five  years  younger  than  the  nearest  sibling.  The 
father  is  described  as  having  a tendency  to  keep 
things  to  himself  and  not  to  show  his  feelings.  He 
is  not  very  sociable  and  has  few  interests  outside 
of  his  business.  The  mother  was  the  principal 
disciplinarian  in  the  home,  and  she  wanted  all  her 
sons  to  go  to  military  schools  because  she  believed 
in  discipline.  She  disciplined  by  restrictions  and 
denial  of  privileges  whereas  the  father  used  cor- 
poral punishment.  The  patient  never  felt  close  to 
his  siblings.  He  recalls  that  his  mother  was  very 
strict  with  him  and  administered  excessive  punish- 
ment for  minor  offenses.  He  considers  that  he  is 
more  like  his  father  in  keeping  things  to  himself 
and  being  unable  to  express  his  feelings.  In  con- 
flict situations  he  is  usually  incapable  of  asserting 
his  rights,  and  he  recalls  only  one  occasion  when 
he  lost  his  temper.” 

Impression.  The  survey  suggests  that  the  basis 
for  this  boy’s  hypertension  is  a complete  inhibition 
of  the  capacity  to  express  normal  feelings  of  hos- 
tility, which  therefore  spend  their  energy  in  exci- 
tation of  the  cardio-vascular  system. 

The  record  of  this  third  case  illustrates 
a very  common  finding  in  the  hypertensive 
patient.  The  age  of  this  patient  would  lend 
encouragement  to  the  hope  that  he  could  be 
reconditioned  without  too  much  difficulty 
and  his  hypertensive  reactions  erased  or 
considerably  modified. 

In  the  three  cases,  I have  mentioned  that 
psychogenic  factors  were  of  primary  impor- 
tance. In  the  case  of  the  young  boy,  one 
interview  with  a competent  psychiatrist 
opened  up  a very  practical  approach  to  the 
relief  of  his  hypertension.  In  the  case  of 


the  attorney  the  beneficial  effects  were 
achieved  after  about  eight  visits  to  the  psy- 
chiatrist, and  in  the  case  of  the  woman  the 
results  were  achieved  without  formal  psy- 
chiatric consultation. 

These  are  by  no  means  all  of  the  hyper- 
tensives I have  referred  for  psychiatric  con- 
sultation, but  these  three  cases  are  used  as 
illustrations  of  the  method  used  in  studying 
these  cases  and  the  importance  of  the  psy- 
chosomatic approach. 

Many  doctors  are  hesitant  about  sending 
their  patients  to  psychiatrists,  feeling,  as 
one  man  expressed  it,  that  there  are  certain 
“unwholesome”  implications  in  psychiatric 
consultation.  Just  how  it  is  “unwholesome” 
to  make  an  endeavor  to  unravel  an  emo- 
tional conflict  is  not  obvious.  It  implies  that 
a neurosis  is  the  patient’s  fault  and  is  some- 
thing that  he  can  correct  unaided.  Such  an 
attitude,  in  my  opinion,  is  grossly  unjust, 
unworthy  of  members  of  a learned  profes- 
sion, and  is  indicative  of  a profound  lack 
of  knowledge  of  psychiatric  advances  in 
recent  years.  It  must  be  stated,  however, 
that  psychiatrists  themselves  have  contrib- 
uted to  this  feeling,  for  they  are  not  yet 
descended  from  Olympus  into  the  market 
place  and  too  often  have  been  more  inter- 
ested in  the  use  of  complicated  and  esoteric 
language  than  in  using  a psychosomatic 
approach.  It  is  high  time  that  the  neuro- 
psvchiatrist  be  invited  from  his  cloister  and 
brought  to  the  floor  of  the  general  hospital 
in  daily  contact  with  the  other  specialists 
and  with  somatic  problems.  We  desperately 
need  him,  and  just  as  desperately  he  needs 
us. 

I do  not  hesitate  to  tell  my  patients  whom 
I refer  for  psychiatric  study  that  emotional 
difficulties  are  very  common  in  hyperten- 
sion, either  as  a causative  or  aggravating 
influence  or  both,  and  that  it  is  important 
that  they  see  someone  especially  trained  to 
unearth  these  emotional  difficulties  and  to 
determine  to  what  degree  they  influence  the 
hypertension.  I have  yet,  after  such  an 
explanation,  to  have  a patient  refuse  to  go 
to  a psychiatrist  and  have  yet  to  hear  of 
one  who  regretted  the  consultation. 

Having  had  a fair  amount  of  training  in 
neuro-psychiatry  and  retaining  a deep  in- 
terest in  it,  it  has  been  a source  of  no  little 
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chagrin  to  me  to  refer  patients  to  psychia- 
trists and  have  them  in  a one-hour  interview 
expose  emotional  conflicts  which  had  com- 
pletely escaped  me,  although  I had  consci- 
entiously sought  for  them.  It  is,  however, 
a healthy  experience  to  learn,  even  in  such 
an  uncomfortable  way,  one’s  limitations.  It 
has  been  my  experience  that  many  patients 
will  “open  up”  to  a man  who  is  in  another 
town  more  quickly  than  they  will  to  the  local 
physician  whom  they  see  every  day  and  who 
makes  them  aware  of  their  emotional  prob- 
lem whenever  they  see  him.  On  numerous 
occasions  when  personal  friends  were  in- 
volved I have  deliberately  referred  them — 
feeling  that  it  would  be  better  if  I did  not 
know  too  much  about  their  private  affairs. 
I have  been  very  fortunate  in  having  rela- 
tively close  at  hand  two  exceptionally  able 
psychiatrists  who  have  not  forgotten  their 
somatic  training. 

Let  us  then  review  briefly  the  prerequisite 
of  a thorough  study  of  a hypertensive : 

1.  A thorough  history,  which  should  in- 
clude a complete  family  history  with  partic- 
ular reference  to  cardio-vascular  diseases. 

2.  The  patient  should  receive  a complete 
physical  examination  which  should  include 
a careful  cardio-vascular  survey.  An  elec- 
trocardiogram should  be  done,  even  though 
heart  disease  may  not  be  suspected,  since 
hypertension  notoriously  has  an  ill  effect 
on  the  heart.  (It  is  well  to  have  an  E.K.G. 
pattern  for  comparison  with  subsequent 
tracings.)  The  examination  should  include 
also  a careful  observation  of  the  eye  grounds 
and  retinal  arteries.  An  X-ray  film  of  the 
chest  to  establish  the  existing  outline  of  the 
heart  and  great  vessels  is  valuable. 

3.  Admission  to  the  hospital  for  a week. 
While  in  the  hospital  the  patient  should  have 
the  following  tests:  (1)  an  intravenous  uro- 
gram (to  eliminate  that  rarity:  A Goldblatt 
kidney)  ; (2)  test  response  to  sedation  (sodi- 
um amytal  grs.  iii  each  hour  for  three  doses 
with  determination  of  the  blood  pressure 
every  two  hours)  ; (3)  a histamine  test:  (4) 
a Benodaine  test  for  pheochromocytoma 
when  indicated  (it  has  been  repeatedly  dem- 
onstrated that  pheochromocytoma  and  re- 
lated tumors,  though  rare,  can  cause  a sus- 
tained as  well  as  a paroxysmal  hyperten- 
sion;8 (5)  the  blood  cholesterol  level  (if 


facilities  are  available  for  this  determina- 
tion) ; (6)  psychiatric  consultation.  This 
does  not  mean  a protracted  psychoanalysis 
but  rather  an  appraisal  of  personality  fac- 
tors by  a trained  investigator.  Many  cases 
are  materially  helped  by  superficial  psycho- 
therapy rendered  by  the  doctor  himself; 
others  are  materially  helped  by  several  vis- 
its to  the  psychiatrist  and  a frank  discussion 
of  emotional  factors.  It  is  only  the  excep- 
tional patient  who  requires  protracted  treat- 
ment and  psychoanalysis. 

A hospital  stay  of  several  days  is  advan- 
tageous in  ways  other  than  providing  facil- 
ities for  somatic  investigation.  ‘It  enables 
the  physician  to  study  the  patient  away 
from  many  of  the  environmental  influences 
to  which  he  is  subject,  and  it  is  a golden 
opportunity  to  encourage  the  patient  to  talk 
about  himself  as  a person  and  individual 
rather  than  as  a case. 

The  treatment  of  hypertension  should  al- 
ways be  individualized  and  should  always 
be  carried  out  with  the  knowledge  that  per- 
sonality factors  are  involved.  Much  can  be 
done  for  the  hypertension  by  suggestion, 
and  many  therapeutic  measures  owe  their 
success  to  the  suggestion  that  goes  with 
them.  Let  us  briefly  consider  some  of  the 
methods  of  treatment. 

One  favorite  prescription  for  the  hyper- 
tensive patient  is  rest,  a term  generally  used 
in  the  limited  sense  of  refraining  from  ac- 
tivity. But  less  clearly  recognized  is  the 
fact  that  much  fatigue  is  psychological  in 
origin — a fatigue  arising  from  emotional 
conflict  and  frustration,  from  an  unpleasant 
and  hated  job,  from  persistent  infelicity, 
from  a humdrum  existence  and  the  rebellion 
to  it,  from  the  effects  of  repressed  anger  and 
anxiety. 

We  may  speak  glibly  of  “rest,”  but  there 
is  little  rest  for  him  who  has  a subconscious 
caldron  seething  with  emotional  upset. 
There  is  no  real  rest  in  refraining  from 
physical  activity  while  making  a desperate 
mental  effort  to  subdue  the  fires  of  a fiercely 
belligerent  subconscious.  Before  he  can 
achieve  rest  he  must  have  outlets  for  his 
“steam  pressure,”  and  very  often  it  requires 
the  intervention  of  the  psychiatrist  before 
even  a start  can  be  successfully  made. 

In  these  cases  the  body  is  rested  by  activi- 
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ties  that  bring  about  release  of  pent-up 
emotions — physical  exercise,  the  pursuit  of 
a hobby,  etc.  There  is  no  evidence  that 
physical  exercise  within  the  limit  of  toler- 
ance is  anything  but  beneficial  to  the  hyper- 
tensive. It  is  of  vital  importance  to  teach 
the  hypertensive  patient  a better  method  of 
working  off  steam  than  to  refer  his  emo- 
tional conflicts  to,  and  unload  them  upon,  a 
susceptible  cardiovascular  apparatus.  He 
needs  to  be  encouraged  to  express  his  ag- 
gression through  work,  play,  and  physical 
exercise  rather  than  to  “bottle  it  up”  to 
later  explode  via  the  cardio-vascular  system. 

There  is  another  kind  of  rest  which  is 
needed  particularly  by  hypertensive  pa- 
tients but  is  also  needed  badly  by  all  of 
us  in  our  present-day  civilization — the  rest 
obtained  by  having  a time  of  sanctuary  each 
day  when  we  can  be  alone,  we  can  lift  our 
minds  above  the  tumult  and  drive  of  every- 
day life  and  endeavor  to  get  in  tune  with 
eternal  spiritual  values.  Walt  Whitman  ex- 
pressed the  idea  when  he  said,  “I  loaf  and 
invite  my  soul.”  The  hypertensive  person 
needs  the  emotional  release  of  spiritual  ex- 
perience but  with  little  of  “Onward,  Chris- 
* tian  Soldiers”  and  much  of  the  Twenty- 
Third  Psalm. 

I fear  I must  discuss  the  use  of  drugs  in 
hypertension  with  few  words.  Except  for 
digitalis  for  the  failing  heart,  our  best  drugs 
are  the  sedatives — the  bromides,  chloral  hy- 
drate, and  the  barbiturates.  Although  in- 
dicated at  times,  it  is  best  not  to  emphasize 
drugs  to  bring  the  blood  pressure  down — 
it  leads  to  too  much  servitude,  to  a reading 
on  a machine  rather  than  emphasis  upon 
the  treatment  of  the  person  as  a whole. 

In  addition  to  reducing  diets  for  the  obese 
hypertensive  patient  which  should  always 
be  used,  the  rice  diet  of  Kempner”  and  the 
low  sodium  diet  have  attracted  much  atten- 
tion. Opinion  on  this  subject  varies  from 
the  enthusiastic  advocacy  of  Kempner, 
through  the  more  guardedly  optimistic  re- 
port of  Flipse  and  Flipse,7  to  the  opinion 
of  Shroeder,1"  who  feels  that  there  is  no 
special  value  in  the  rice  and  fruit  juice  diet. 
It  is  probably  a fair  statement  that  the  rice 
and  fruit  juice  diet  and  the  low  sodium  diet 
are  about  equally  effective  generally  and 
deserve  trial  in  many  cases.  It  is  also  fair 


to  state,  however,  that  the  diets  are  monoto- 
nous and  difficult  to  follow  over  a period  of 
time,  and  despite  their  value  we  want  some- 
thing better.  The  personality  of  the  physi- 
cian has  much  to  do  with  the  results  of 
treatment,  and  a physician  who  is  an  en- 
thusiast and  who  requires  a strict  adherence 
to  a regimen  will  have  much  success  in 
treating  hypertension. 

Concerning  sympathectomy,  we  again  say 
that  we  want  something  better.  The  post- 
operative complications  of  mental  depres- 
sion, neuritis,  paraesthesias,  and  postural 
hypotension  are  formidable  indeed,  and  the 
percentage  of  cases  in  which  there  is  a re- 
turn of  blood  pressure  to  normal  is  rela- 
tively small.11  Moreover,  it  seems  impossi- 
ble to  predict  the  cases  in  which  the  results 
will  be  beneficial.  Findlay,12  although  fa- 
vorable to  it,  emphasizes  its  strict  limita- 
tion, and  Fishberg  describes  its  present 
status  in  these  words,  “Helpful,  even  life 
saving  the  sympathectomy  be  to  some  pa- 
tients, it  fills  at  present  only  a small  gap 
in  the  great  therapeutic  problem  of  hyper- 
tension.” We  may  hope  that  investigations 
of  surgery  of  the  hypothalamic  region  for 
hypertension  may  bring  us  a better  surgical 
approach  to  the  problem. 

At  this  time,  however,  the  psychosomatic 
approach  is  at  one  and  the  same  time  the 
most  neglected  and  the  most  promising  field 
for  understanding  and  successfully  treating 
this  distressing  malady. 

BIBLIOGRAPHY 

1.  Heinbecker,  P. : “Pathogenesis  of  Diastolic  Hy- 
pertension,” Surg.,  23:618  (April),  1948. 

2.  Heinbecker,  P.:  “Pathogenesis  of  Cushings 
Syndrome,”  Medicine  23:225  (September),  1944. 

3.  Findlay,  T.  P. : “Role  of  the  Neurohypophysis 
in  the  Pathogenesis  of  Hypertension  and  Some 
Allied  Disorders  Associated  with  Aging,”  Am.  J. 
Med.,  7:70  (July),  1944. 

4.  Miller,  M.  L. : “Blood  Pressure  Findings  in 
Relation  to  Inhibited  Aggression  in  Psychotics,” 
Psychosomatic  Med.,  1:162  (January),  1939. 

5.  Alexander,  F. : “Study  of  a Case  of  Essential 
Hypertension,”  Psychosomatic  Med.,  1:139  (Janu- 
ary), 1939. 

6.  Alexander,  F. : “Emotional  Factors  in  Essen- 
tial Hypertension,”  Psychosomatic  Med.,  1:173 
(January),  1939. 

7.  Flipse,  M.  E.,  and  Flipse,  M.  J.:  “Observations 
on  Treatment  of  Hypertension  with  the  Rice-Fruit 
Diet,”  South.  Med.  Jour.,  40:721  (September),  1947. 


190 


HYPERTENSION— Brading 


June,  1950 


8.  Brunschwig,  A.:  “Hypertension  from  Pheo- 
chromocytoma,”  J.  A.  M.  A.,  134:253  (May),  1947. 

9.  Kempner,  W.:  “Treatment  of  Cardiac  Failure 
with  the  Rice  Diet,”  No.  Carolina  M.  J.,  8:128 
(March),  1947. 

10.  Schroeder,  H.  A.:  “Low  Salt  Diet  and  Ar- 
terial Hypertension,”  Am.  J.  Med.,  4:578  (April), 
1948. 

11.  Goldblatt,  H.:  “Surgical  Treatment  of  Hy- 
pertension,” Surg.  4:483  (October),  1938. 

12.  Findlay,  T.  P. : “Indications  for  Sympathec- 
tomy in  the  Treatment  of  Hypertension,”  Surg.,  23: 
639  (April),  1948. 

13.  Middleton,  A.  W. : “Pheochromocytoma,” 

Jour,  of  Urol.,  63:446  (March),  1950. 

DISCUSSION 

DR.  R.  B.  WOOD  (Knoxville):  Mr.  Chairman 
and  delegates.  The  essayist  has  given  us  an  ex- 
cellent review  of  some  of  the  concepts  of  hyperten- 
sion, with  particular  emphasis  on  the  role  of  the 
psyche  in  the  production  of  this  disease. 

To  his  belief  that  the  acute  emotional  disturb- 
ances may  be  a causative  factor  in  the  production 
of  this  disease  I would  agree.  To  that  I would 
add  my  own  belief  that  the  chronic  wear  and  tear, 
and  the  role  of  the  lesser  emotional  upsets,  those 
of  a more  chronic  nature,  also  play  an  important 
part  in  the  maintenance  of  hypertension  in  suscep- 
tible individuals. 

The  paper  emphasizes  that  in  the  absence  of 
evidence  of  organic  contributing  factors  the  psyche 
is  well  worthy  of  investigation.  The  man  who  first 
sees  the  hypertensive  patient  must  exercise  extreme 
caution  in  the  use  of  psychoanalysis  or  other  meth- 
ods of  approach  in  the  solution  of  these  problems. 
On  the  shoulders  of  the  individual  who  first  ap- 
proaches the  solution  to  the  difficulty  at  hand  rests 
the  responsibility  of  making  a proper  approach. 

He  either  may  prepare  the  way  for  the  individual 
patient  in  such  manner  that  it  will  be  easy  for  the 
psychiatrist  to  be  of  benefit,  or  he  may  bungle  that 
approach  in  such  a way  that  it  forever  closes  the 
door  of  a psychiatric  approach  in  the  handling  of 
that  problem. 

The  other  point  I think  should  be  empTiasized 
about  the  approach  from  the  psychosomatic  view- 
point is  the  time  element,  that  is,  when  is  it  of 
benefit.  As  you  know,  it  must  be  early  in  the 
hypertensive  disease,  in  that  stage  in  which  the  in- 
dividual, if  properly  classified,  perhaps  would  not 
be  regarded  as  hypertensive,  but  rather  as  in  the 
hyper-reactive  stage. 

Many  observers  state  that  if  an  individual  ad- 
mitted to  a hospital  for  study  is  able,  after  a few 
days’  rest,  to  regain  sufficient  balance  so  that  his 
blood  pressure  returns  practically  to  normal,  he 
should  not  be  classified  as  a hypertensive  person. 
Perhaps  this  is  true;  but  if  the  individual  is  kept 
under  observation  until  the  time  when  he  can  be 
definitely  classified  as  having  hypertension,  then 
one  has  lost  the  golden  opportunity  to  benefit  that 
individual. 

I have  enjoyed  this  paper.  I believe  we  are  all 


cognizant  of  the  importance  of  the  subject  matter 
dealt  with,  and  I think  it  was  presented  in  an 
excellent  way. 

DR.  LAMB  B.  MYHR  (Jackson):  Mr.  Chairman, 
ladies,  and  gentlemen.  Dr.  Brading  has  given  us  a 
most  interesting  and  instructive  discussion  on  the 
very  common  problem  of  hypertension.  There  is 
little  doubt  that  emotional  disturbance  plays  a large 
part  in  the  production  of  hypertension  in  a great 
majority  of  hypertensive  patients.  As  the  stress 
and  strain  of  living  becomes  greater  in  the  coming 
years,  it  is  very  likely  that  the  problem  of  hyper- 
tension and  its  complications  will  become  even 
greater,  and  we  will  see  a greater  number  of  pa- 
tients with  hypertension  than  we  do  at  present. 

I would  like  to  emphasize  the  importance  of  a 
careful  physical  and  X-ray  examination  of  the 
patient  with  hypertension.  A careful  examination 
of  the  eyegrounds  and  retinal  arteries  cannot  be 
overemphasized.  In  the  young  hypertensive  patient 
it  is  particularly  desirable  to  make  a thorough 
search  for  the  possibility  of  coarctation  of  the  aorta 
as  a cause  of  the  hypertension.  A careful  search 
for  signs  of  collateral  circulation  in  the  thorax, 
diminished  arterial  pulsations  in  the  lower  extrem- 
ities, and  a careful  X-ray  examination  of  the  chest 
for  the  pathognomonic  notching  of  the  ribs  seen  in 
coarctation  is  extremely  important.  The  impor- 
tance of  finding  coarctation  of  the  aorta  is  even 
greater  now  than  previously  because  so  many  of 
these  patients  can  now  be  benefited  by  surgery, 
whereas  in  the  past  little  help  could  be  offered  to 
them.  All  hypertensive  patients  with  histories  of 
urinary  tract  infections  should  have  a careful 
genito-urinary  examination,  which  should  include 
an  intravenous  pyelogram  and  careful  urine  cul- 
tures. It  is  preferable  that  a retrograde  pyelogram 
also  be  done  and  cultures  be  taken  from  each  kidney 
by  a urologist. 

In  the  treatment  of  essential  hypertension,  weight 
reduction  of  the  obese  patient  is  of  extreme  impor- 
tance. Many  obese  patients  are  reluctant  to  follow 
reduction  diets,  and  in  these  cases  we  feel  that  the 
physician  is  justified  in  repeatedly  warning  the 
patients  of  the  possible  serious  complications  of 
hypertension  such  as  cerebral  vascular  accidents, 
coronary  disease,  and  advanced  renal  disease.  At 
the  present  time  it  seems  that  most  hypertensive 
patients  are  more  concerned  about  the  dreaded 
complications  of  hypertension  than  they  are  about 
the  causes  of  hypertension.  In  this  large  group 
of  patients  it  is  well  to  include  in  the  routine  of 
psychotherapy  a careful  reassurance  and  encour- 
agement in  an  attempt  to  allay  their  fears  concern- 
ing these  complications.  The  medical  management 
of  hypertension  includes  psychotherapy,  judicious 
reordering  of  the  patient’s  living,  and  the  inter- 
mittent use  of  sedatives.  As  Dr.  Brading  has  em- 
phasized in  his  very  interesting  paper,  psychother- 
apy is  probably  the  most  important  single  factor  in 
the  management  of  hypertension. 

DR.  EDWARD  T.  BRADING  (Johnson  City): 
I am  very  happy  to  have  the  gracious  words  of  Dr. 
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Wood  and  Dr.  Myhr  and  their  very  clear  discussion 
of  this  paper. 

It  seems  to  me  that  the  one  thing  which  might 
bear  emphasis  again  is  the  fact  that  psychic  fac- 
tors are  present  in  practically  all  hypertensives, 
even  though  the  pressure  is  fixed  at  a high  level. 

It  is  interesting  to  note  that  there  are  in  the 
literature  many  reports  in  which  psychiatric  treat- 
ment by  psychiatrists  has  relieved  a great  many  of 
the  hypertensive  symptoms.  These  are  the  ones 
the  surgeons  relieve  when  they  speak  of  patients 
who  have  submitted  to  sympathectomy  and  have 
had  improvement  of  their  symptoms  even  though 
their  blood  pressure  remains  high. 

Dr.  Wood  referred  to  the  hyper-reactors,  which 
is  a very  interesting  group  of  youngsters.  I won- 


The Two-Step  Exercise  Electrocardiogram:  A Test 
for  Coronary  Insufficiency.  Master,  A.  M.,  M.D., 
Ann.  Int.  Med.,  32:842,  May,  1950. 

The  diagnosis  of  heart  disease  is  often  compli- 
cated by  the  fact  that  objective  evidence  of  organic 
disease  cannot  be  obtained.  In  many  patients  with 
coronary  artery  disease,  physical  examination,  X- 
ray  and  fluoroscopy  of  the  heart,  and  the  electro- 
cardiogram may  all  be  normal.  It  is  well  known 
that  the  resting  electrocardiogram  in  angina  pec- 
toris is  inadequate  for  diagnosis.  The  percentage 
of  normal  electrocardiograms  in  patients  with  an- 
gina pectoris  has  been  reported  to  be  about  37  to 
60  per  cent. 

From  the  physiological  point  of  view,  the  electro- 
cardiographic indications  of  coronary  insufficiency 
are  more  likely  to  be  evident  in  tracings  made  fol- 
lowing exercise  than  those  made  in  the  resting  state. 
Such  tests  have  been  developed  and  used  since  1925. 
( This  article  does  not  review  the  literature  but 
gives  references  to  articles  in  which  the  literature 
has  been  completely  reviewed.) 

The  technical  details  of  the  test,  along  with 
weight-age  tables  for  both  males  and  females,  are 
given.  Extra-cardiac  factors  which  may  influence 
the  electrocardiogram  must  be  taken  into  account. 
Drugs  such  as  thyroid,  gland,  ephederine,  alcohol, 
and  excessive  nicotine  may  affect  the  exercise  toler- 
ance. Many  other  drugs,  such  as  digitalis,  quini- 
dine,  and  atropine,  may  affect  the  electrocardio- 
gram. An  extra-cardiac  disease,  such  as  gall  blad- 


der if  in  these  hyper-reactors  we  ought  not  study 
them  from  the  psychic  angle  too. 

I recall  some  ten  years  ago,  perhaps  longer, 
reading  an  article  on  some  500  or  600  patients 
coming  to  one  of  our  large  clinics,  in  which  the 
initial  blood  pressure  taken  in  the  office  was  above 
normal.  As  many  of  those  patients  as  could  be 
followed  were  checked  again  at  the  end  of  ten 
years,  and  as  I recall  the  figures  (and  I won’t 
certify  to  the  accuracy  of  this),  some  80  per  cent 
of  them  had  developed,  in  those  ten  years,  definite 
hypertension. 

Therefore,  there  is  reason  to  believe  that  even 
in  the  young  hyper-reactors  considerably  more  than 
half  of  them  will  develop  hypertension  with  the 
passing  years.  This  again  emphasizes  the  preven- 
tive value  of  the  psychosomatic  approach. 


der  disease,  pancreatitis,  autonomic  nervous  system 
imbalance,  acute  upper  respiratory  infection,  etc., 
may  also  affect  the  electrocardiogram. 

Pain  or  shortness  of  breath  are  very  seldom 
caused  by  the  test.  The  patient  who  is  unable  to 
walk  50  feet  out  of  doors  without  being  stopped 
because  of  pain  in  his  chest  will  have  no  symptoms 
during  the  exercise  test  except  upon  the  rarest 
occasion. 

In  interpreting  the  electrocardiogram  the  PR 
interval  is  taken  as  a control  level.  Depressions  of 
the  RST  segment  of  over  .5  millimeter  in  any  lead 
is  considered  a positive  result.  A change  from  an 
upright  T wave  to  an  isoelectric  or  inverted  T 
wave  is  an  abnormal  response.  So,  too,  is  a change 
in  the  other  direction,  that  is,  from  a flat  or  neg- 
ative T wave  to  a positive  T wave.  Premature 
beats  are  a more  significant  arrhythmia ; widening 
of  the  QRS  complex,  the  development  of  large  Q 
waves,  prolongation  of  the  PR  interval,  or  heart 
block  appearing  after  exercise  are  all  considered 
abnormal  responses. 

Master  gives  several  illustrative  cases  in  which 
the  tests  gave  valuable  diagnostic  aid.  The  chest 
leads  are  probably  more  frequently  positive  than 
any  of  the  standard  limb  leads.  Master  states  that 
coronary  insufficiency  is  practically  excluded  if 
two  tests  are  negative — a standard  test  and  then  a 
double  test. 

(Abstracted  by  J.  Allen  Kennedy,  M.D.,  Nash- 
ville, Tenn.) 
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The  prognosis  of  gastric  carcinoma  at  best  is  gloomy.  It  is  the 
physician's  duty  to  suspect  malignancy  in  every  instance  of  digestive 
complaints,  in  the  hope  that  early  diagnosis  might  improve  the  prog- 
nosis, if  only  a little,  of  cancer  of  the  stomach. 


MALIGNANT  TUMORS  OF  THE  STOMACH* 

BARTON  McSWAIN,  M.D.,  and  DOUGLAS  H.  RIDDELL,  M.D.,f  Nashville,  Tenn. 


Although  many  articles  have  been  written 
upon  the  subject  of  malignant  tumors  of  the 
stomach,  we  thought  that  a review  of  the 
findings  and  results  in  such  patients  in  the 
Vanderbilt  University  Hospital  would  be  of 
interest  to  practitioners  in  the  state  of  Ten- 
nessee. We  are  aware  of  no  such  review 
of  patients  in  this  area  since  1939,  at  which 
time  Rippy-  reported  a “study  of  200  hos- 
pital cases  of  gastric  cancer  during  a ten- 
year  period  in  Nashville.”  This  paper  in- 
cludes brief  mention  of  all  251  patients  seen 
in  the  Vanderbilt  University  Hospital  with 
cancer  of  the  stomach  from  1925  through 
1948.  Chiefly  it  presents  a detailed  study 
of  the  106  patients  observed  during  that 
period  whose  diagnosis  was  made  from  tis- 
sue removed  at  laparotomy. 

Brief  Mention  of  All  251  Patients 

Throughout  the  period  of  24  years  the 
diagnosis  of  malignant  tumor  of  the  stom- 
ach was  made  in  251  patients,  but  it  was 
confirmed  by  the  microscopic  study  of  tissue 
removed  at  laparotomy  in  only  106  indi- 
viduals. The  diagnosis  was  based  upon 
clinical  manifestations  only  in  15  patients, 
upon  clinical  and  roentgenologic  findings  in 
117  individuals  and,  in  13  patients,  upon 
the  findings  at  laparotomy,  no  tissue  having 
been  removed  for  microscopic  examination. 
The  reasons  for  not  subjecting  132  of  the 
patients  to  laparotomy  are  shown  in  Tables 
I and  II.  One-fourth  of  the  251  patients 
were  considered  unsuitable  for  exploration. 
Because  of  the  fact  that  the  diagnosis  of 
gastric  cancer  can  be  unequivocal  only  when 
proved  by  microscopic  examination,  only 
106  patients  were  subjected  to  the  detailed 
analysis  which  follows. 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  11,  12,  1950. 

fFrom  the  Department  of  Surgery,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tenn. 


TABLE  I 

Reasons  for  Not  Exploring  132  Patients  with 
Diagnosis  of  Gastric  Carcinoma 

Patients 

Per 

No.  Cent 


Operation  refused*  48  36 

Widespread  metastases  33  25 

Critical  condition  25  19 

Treated  elsewhere  11  8 

Diagnosis  uncertain!  10  8 

Not  stated  5 4 


Total  132  100 


*Most  of  these  patients  were  seen  more  than  10 
years  ago. 

f Exploratory  laparotomy  should  have  been  done. 


TABLE  II 


The  Question  of  Suitability  for  Exploration 
(251  Patients) 

Suitable  for  Exploration 


Patients 

Per 

No.  Cent 


Diagnosis  uncertain 

10 

4 

Operation  refused 

.48 

19 

Treated  elsewhere 

11 

4 

Subjected  to  exploration 

119 

48 

Total 

188 

75 

Unsuitable  for 

Exploration 

Patients 

Per 

No. 

Cent 

Widespread  metastases 

33 

13 

Condition  critical  

25 

10 

Not  stated 

5 

2 

Total  , 

63 

25 
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TABLE  III 


Age  in  Decades 


Years  10-10  20-29  30-39  U0-U9  50-59  60-69  70-79  Total 

Number  of  Patients  1*  1 4 25  35  27  13  106 


* Leiomyosarcoma. 

Incidence 

Relative.  Of  all  malignant  tumors  diag- 
nosed by  microscopic  section  of  tissue  re- 
moved at  operation,  cancer  of  the  stomach 
was  tenth  in  frequency.  More  frequent 
than  gastric  cancer  in  our  institution  were, 
in  order  of  descending  frequency,  cancers 
primary  in  the  cervix  uteri,  skin,  mammary 
gland,  colon  (including  rectum),  lymph 
nodes,  mouth  (including  lip,  tongue,  and 
jaw),  uterine  fundus,  central  nervous  sys- 
tem, and  lung. 

Race.  There  were  82  white  patients  (77 
per  cent)  and  24  Negroes  (23  per  cent), 
although  the  ratio  of  white  to  Negro  ad- 
missions is  9 to  1. 

Sex.  There  were  85  males  (80  per  cent) 
and  21  females  (20  per  cent). 

Age.  The  age  by  decades  is  shown  in  Ta- 
ble III.  Although  95  per  cent  of  the  pa- 
tients were  over  40  years  of  age,  one  should 
note  that  6 malignant  gastric  tumors  oc- 
curred in  individuals  in  the  second,  third, 
and  fourth  decades. 

Clinical  Manifestations 

Since  25  of  the  patients  (23  per  cent) 
had  gastric  symptoms  for  a period  ranging 
from  4 to  30  years,  it  is  assumed  that  these 
patients  must  have  had  benign  ulcers  pre- 
vious to  the  development  of  cancer.  Ex- 
cluding these  25  patients,  the  average  length 
of  time  from  the  onset  of  symptoms  until 
consulting  a physician  was  5 months,  and 
the  average  interval  from  seeking  medical 
aid  until  the  diagnosis  of  cancer  was  made 
was  6 months.  Thus  the  average  length  of 
time  from  onset  of  symptoms  until  diagnosis 
was  11  months.  In  all  instances  operation 
was  done  within  a few  days  after  the  diag- 
nosis had  been  made. 

The  symptoms  are  shown  in  Table  IV. 
Weight  loss  in  cancer  of  the  stomach  is  a 
relatively  early  manifestation,  unlike  the 
late  so-called  “cancer  cachexia’’  in  carcino- 
ma of  the  breast,  because  it  is  simply  the 
eTect  of  a decreased  intake  of  food  second- 


ary to  diminution  in  appetite.  Pain  was 
present  in  a relatively  high  percentage  (72) 
of  our  patients. 

Signs.  The  physical  signs  are  shown  in 
Table  V.  With  the  possible  exception  of 
abdominal  tenderness,  all  the  signs  are  those 
of  advanced  cancer. 

Laboratory  Findings 

Although  the  average  erythrocyte  count 
was  four  million,  in  three  patients  the  count 
was  below  two  million.  One  of  these  three 
individuals  had  pernicious  anemia.  In  the 
only  other  patient  with  pernicious  anemia 
the  erythrocyte  count  was  2.5  million.  The 
average  hemoglobin  was  10.7  grams,  but  the 
minimum  was  3 grams. 

In  42  patients  the  gastric  acidity  was  de- 
termined. In  no  instance  was  there  hvper- 
chlorhvdria  (more  than  90  degrees).  In  only 
one  patient  was  the  acid  normal  (between 
60  and  90  degrees).  Of  the  remaining  41 


TABLE  IV 


Symptoms  in  106  Patients 

Patients 

Per 

Symptoms 

No. 

Cent 

Weight  loss 

102 

96 

Pain 

77 

72 

Vomiting 

63 

59 

Indigestion 

60 

56 

Anorexia 

52 

49 

Bleeding* 

33 

31 

^Either  hematemesis  or  tarry  stools. 

TABLE  V 

Physical  Signs  in  106  Patients 


Sign 

Patients 

Per 

No.  Cent 

Abdominal  mass 

56 

53 

Abdominal  tenderness 

32 

30 

Enlarged  liver 

23 

22 

Supraclavicular  nodes 

. . . 3 

3 

Rectal  shelf 

2 

2 

194 


MALIGNANT  TUMORS  OF  THE  STOMACH— McSwain-Riddell 


June,  1950 


patients,  18  (43  per  cent)  showed  decreased 
acidity  (less  than  60  degrees),  and  23  (55 
per  cent)  showed  no  free  hydrochloric  acid 
after  the  administration  of  histamine.  We 
feel  that  the  determination  of  gastric  acid- 
ity is  of  value  in  the  differentiation  of  be- 
nign from  malignant  gastric  ulcers.  As  one 
sees  by  the  above  determinations,  free  hy- 
drochloric acid  may  be  present  in  a patient 
with  a malignant  gastric  ulcer.  However, 
in  a careful  study,  Holman1  found  that  in 
individuals  with  benign  gastric  ulcers  it  is 
extremely  rare  to  find,  after  administration 
of  histamine,  complete  absence  of  hydro- 
chloric acid. 

Roentgenologic  Findings 

In  86  patients  (83  per  cent),  the  roent- 
genologic diagnosis  was  malignant  tumor  of 
the  stomach.  In  16  patients  the  diagnosis 
was  extrinsic  or  intrinsic  disease  of  the 
stomach.  In  2 patients  the  statement  was 
made  that  it  could  not  be  ascertained  posi- 
tively whether  disease  was  present  or  not. 
In  only  2 patients  did  the  roentgenologist 
state  that  the  stomach  was  normal.  There- 
fore, in  over  98  per  cent  of  the  individuals 
a positive  or  tentative  diagnosis  of  gastric 
disease  was  made. 

Management  of  Patients  with  Gastric 
Symptoms 

From  the  foregoing  data  one  finds  that 
the  clinical  manifestations  of  malignant  tu- 
mor of  the  stomach  are  not  diagnostic  but 
that  the  roentgenologic  diagnosis  of  gastric 
cancer  is  extremely  accurate.  Since  the  per- 
centage of  cures  in  patients  with  gastric 
cancers  (presented  below)  is  so  small,  it 
should  be  emphasized  that  in  any  individual 
with  symptoms  suggestive,  in  even  slight 
degree,  of  a malignant  tumor  of  the  stom- 
ach. a gastro-intestinal  series  should  be 
done.  Furthermore,  the  clinical  diagnosis 
of  peptic  ulcer  should  always  be  confirmed 
by  roentgenologic  examination.  If  a gastric 
ulcer  is  seen  and  does  not  show  roentgeno- 
logic evidence  of  having  healed  within  a few 
weeks,  gastrectomy  should  be  done.  In 
addition,  without  procrastination,  gastric 
resection  should  be  done  on  all  patients  with 
achlorhydria  and  roentgenologically  proved 
gastric  ulcer. 

Operative  Findings  and  Procedures 

In  exactly  one-half  of  the  patients  the 


tumor  involved  the  pylorus,  and  in  8 per 
cent  the  entire  stomach  was  invaded.  The 
cardia  and  fundus  were  involved  in  21  per 
cent,  as  was  the  pars  media  of  the  stomach. 
Of  the  tumors  in  the  pars  media,  9 per  cent 
were  in  the  lesser  and  12  per  cent  in  the 
greater  curvature. 

The  regional  nodes  were  found  involved 
in  76  patients  (72  per  cent),  this  finding 
being  confirmed  by  microscopic  examina- 
tion. The  tumor  had  metastasized  to  the 
liver  in  27  individuals  (25  per  cent).  In  74 
patients  (70  per  cent)  other  sites  had  been 
involved.  In  order  of  descending  frequency 
these  sites  were  the  colon,  pancreas,  dia- 
phragm, omentum,  and  peritoneum. 

Gastric  resection  (or  total  gastrectomy) 
could  be  done  in  only  71  (67  per  cent)  of 
the  106  patients.  Gastrojejunostomy  was 
done  in  4,  gastrostomy  in  5,  and  nothing 
except  biopsy  in  26  (24  per  cent). 

Pathologic  Diagnosis 

Carcinoma  was  found  in  102  patients, 
there  being  adenocarcinoma  in  97  and  linitis 
plastica  in  five.  In  3 instances  the  diagnosis 
was  leiomyosarcoma,  and  in  one  it  was 
fibrosarcoma. 

Results 

The  operative  mortality  for  the  various 
procedures  is  shown  in  Table  VI.  Following 
gastric  resection  or  total  gastrectomy,  10 
patients  (14  per  cent)  died  in  the  hospital. 
Of  the  61  patients  who  survived  the  opera- 
tion, 51  subsequently  died  of  cancer  of  the 
stomach.  The  average  length  of  life  of  the 
51  patients  was  15.6  months.  The  average 


TABLE  VI 


Operative  Mortality 

Total 

Post- 

Number  of 

operative 

Patients 

Deaths 

No.  PerCent 

Gastric  resection  

71 

10 

14 

Gastrojejunostomy 

. 4 

0 

0 

Gastrostomy 

5 

3 

60 

Exploration  with  biopsy 

. 26 

4 

15 

Grand  total  

106 

17 

16 
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length  of  palliation,  that  is,  subjective  im- 
provement or  complete  relief  of  symptoms, 
was  13.2  months.  Five  patients  lived  5 or 
more  years.  One  of  these  died  of  carcino- 
matosis 6 years  after  operation.  Another 
died  of  tuberculosis  13  years  after  opera- 
tion, and  3 are  still  alive  and  well.  One  of 
the  latter  3 had  a leiomyosarcoma.  In  addi- 
tion, 5 patients  are  still  alive  from  periods 
ranging  from  2 to  4 years  after  operation, 
one  of  these  5 having  had  a leiomyosarcoma 
and  one  now  having  a recurrence  of  the  car- 
cinoma.* Thus,  of  the  61  patients  who 
survived  gastric  resection,  10  (16  per  cent) 
lived  5 years  or  more  or  are  alive  at  present. 
However,  of  the  251  patients  thought  to 
have  sarcoma,  only  these  10  (4  per  cent) 
are  known  to  have  survived  5 years  or  to  be 
alive.  Inasmuch  as  follow-up  studies  on  the 
remaining  145  patients  have  not  been  done, 
we  cannot  attest  to  the  fact  that  they  are 
dead. 

Comment  on  Ten  Patients  Surviving 
Five  Years  or  to  Present 

Duration  of  Symptoms  (Table  VII).  In 
4 patients  the  length  of  time  from  onset  of 
symptoms  until  operation  was  4 to  6 
months,  in  3 patients  it  was  18  to  24  months, 
in  one  it  was  42  months,  and  in  the  other 
two  it  was  15  and  25  years,  respectively. 

Operative  and  Pathologic  Findings.  In 
each  of  5 patients  the  tumor  was  located  in 

*This  patient  (Surgical  Pathology  No.  23088) 
died  after  completion  of  this  report. 


the  pars  media,  in  4 in  the  pylorus,  and  in 
one  in  the  cardia.*  Lymph  node  metastasis 
was  present  in  only  2 patients,  one  of  whom 
now  has  a recurrence.*  In  8 patients  the 
pathologic  diagnosis  was  adenocarcinoma, 
and  in  2 it  was  leiomyosarcoma.  The  pa- 
tient who  now  has  a recurrence*  is  the  only 
one  of  the  7 who  was  subjected  to  total  gas- 
trectomy. 

Total  Gastrectomy 
Total  gastrectomy  was  done  in  only  7 
patients.  Two  of  these  died  in  the  hospi- 
tal, one  is  alive  with  a recurrence,*  and  the 
remaining  four  died  less  than  5 years  after 
operation.  The  number  of  patients  sub- 
jected to  this  procedure  before  1949  is  so 
small  that  we  are  as  yet  unable  to  state 
whether  or  not  the  greater  possibility  of 
effecting  a cure  overbalances  the  higher  op- 
erative mortality. 

Summary 

1.  Brief  mention  has  been  made  of  the 
145  patients  with  clinical,  roentgenologic, 
or  operative  diagnosis  of  cancer  of  the  stom- 
ach not  proved  by  microscopic  section. 

2.  There  has  been  presented  a detailed 
study  of  106  patients  with  cancer  of  the 
stomach  diagnosed  by  microscopic  study  of 
tissue  removed  at  laparotomy. 

Conclusions 

1.  Weight  loss  is  a fairly  constant  and 
perhaps  not  a late  manifestation  of  cancer 
of  the  stomach. 


TABLE  VII 

Data  on  Ten  Patients  Who  Lived  More  Than  Five  Years  or  Who  Are  Alive  at  Present 


Surg. 

Path. 

No. 

Onset  to 
Diagnosis 
(Months) 

Site  of 
Tumor 

Ly  mph  Node 
Metastases 

Pathologic 

Diagnosis 

Result 

Interval 
After  Oper- 
ation (Yrs.) 

6012 

24 

Pylorus 

Absent 

Adenocarcinoma 

Died  of  carcinomatosis  6 

8302 

25  yrs. 

Pylorus 

Absent 

Adenocarcinoma 

Died  of  tuberculosis 

13 

13374 

5 

Media 

Absent 

Leiomyosarcoma 

Alive  and  well 

11 

15449 

6 

Media 

Absent 

Adenocarcinoma 

Alive  and  well 

71/2 

17720 

15  yrs. 

Media 

Absent 

Adenocarcinoma 

Alive  and  well 

6 

19780 

6 

Media 

Absent 

Leiomyosarcoma 

Alive  and  well 

4 

20633 

4 

Pylorus 

Absent 

Adenocarcinoma 

Alive  and  well 

3% 

21969 

24 

Media 

Present 

Adenocarcinoma 

Alive  and  well 

2 V? 

23088* 

42 

Cardia 

Present 

Adenocarcinoma 

Alive  with  recurrence 

23015 

18 

Pylorus 

Absent 

Adenocarcinoma 

Alive  and  well 

2 

■ The  only  one  of  the  10  patients  who  had  a total  gastrectomy, 
patient  died  of  carcinomatosis  26  months  after  operation. 


After  completion  of  this  report,  this 
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2.  The  average  interval  between  the  onset 
of  symptoms  of  cancer  of  the  stomach  and 
the  patient’s  first  visit  to  his  doctor  is  not 
unduly  long. 

3.  The  lapse  between  the  patient’s  first 
seeking  medical  aid  and  the  establishment 
of  the  diagnosis  of  cancer  of  the  stomach  is 
inexcusably  long. 

4.  In  our  patients  subjected  to  gastric 
analysis  the  hydrochloric  acid  was  low  or 
absent  in  all  instances  except  one. 

5.  The  over-all  results  in  the  treatment  of 
cancer  of  the  stomach  are  poor. 

6.  Gastric  resection  should  be  done,  if 
possible,  even  for  incurable  gastric  cancer 
because  it  may  relieve  the  patient’s  symp- 
toms for  many  months. 

7.  In  individuals  who  survive  gastric  re- 
section a fair  percentage  may  be  cured. 
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DISCUSSION 

DR.  J.  N.  PROFFITT  (Maryville):  All  of  us 
are  aware  of  the  inaccuracies  of  clinical  impres- 
sions without  statistical  basis.  This  study  of  ma- 
lignant tumors  of  the  stomach  at  Vanderbilt  em- 
phasizes several  points. 

1.  It  is  interesting  and  embarrassing  to  physi- 
cians that  the  interval  between  the  onset  of  gastric 
symptoms  and  the  consultation  with  a doctor  was 
less  than  that  between  seeing  a doctor  and  obtaining 
an  X-ray  examination  of  the  stomach — this,  in 
spite  of  all  our  emphasis  on  eaily  detection  and 
treatment  of  cancer.  It  seems  that  education  of 
the  lay  population  has  exceeded  that  of  our  physi- 
cians. I hope  such  a condition  will  not  exist  in  the 
next  decade. 

2.  The  value  of  gastric  analysis  in  persons  with 
gastric  ulceration  is  re-emphasized.  Only  one  pa- 
tient of  42  examined  had  a normal  gastric  acidity 
after  histamine.  One  wonders  why  this  useful 
adjunct  is  so  often  neglected. 

3.  The  ability  of  the  X-ray  to  demonstrate  gastric 
ulcers  is  very  accurate.  Once  a gastric  ulcer  is 
demonstrated,  a gastric  analysis  should  be  done 
immediately.  If  the  gastric  acidity  after  hista- 
mine stimulation  is  low,  the  ulcer  should  be  pre- 
sumed to  be  cancer  and  gastric  resection  be  carried 


out.  On  the  other  hand,  if  the  gastric  acidity  is 
normal  or  above  normal,  a medical  regimen  should 
be  instituted.  X-ray  examination  can  be  repeated 
in  2 or  3 weeks,  and,  unless  there  is  healing  of  the 
ulceration,  a gastric  resection  should  be  done  with- 
out further  delay. 

4.  The  cure  rate  for  cancer  of  the  stomach  is 
still  very  poor.  A total  gastrectomy  is  about  com- 
parable to  a simple  mastectomy,  in  that  many  of 
the  regional  lymph  nodes  are  not  removed.  If  the 
cure  rate  in  cancer  of  the  stomach  is  to  be  improved 
much  by  surgery,  we  must  develop  an  operation 
which  is  more  radical  than  total  gastrectomy. 

I am  interested  in  those  patients  with  cancer  of 
the  stomach  who  had  ulcer  symptoms  of  more  than 
4 years.  I would  like  to  ask  Dr.  McSwain  if  the 
5-year  cure  rate  in  this  group  is  higher  than  in  the 
remainder. 

DR.  RIDDELL:  I should  like  to  answer  very 
briefly  some  of  Dr.  Proffitt’s  questions  and  mention 
a few  additional  findings  which  may  be  of  interest. 

As  Dr.  McSwain  stated,  there  were  25  patients 
in  this  group  of  100,  each  of  whom  gave  a history 
suggestive  of  pre-existing  peptic  ulcer.  This  rep- 
resented about  23  per  cent.  If  we  examine  the 
histories  of  the  ten  patients  now  alive  or  alive  more 
than  5 years  after  treatment,  we  find  that  two 
(20  per  cent)  had  peptic  ulcer  symptoms.  The 
statistical  difference,  of  course,  in  20  per  cent  and 
23  per  cent  is  not  significant,  so  we  may  conclude 
that  malignant  change  in  a gastric  ulcer  offers  no 
better  prognosis  than  other  carcinomata  of  the 
stomach. 

The  entire  stomach  was  removed  in  7 of  the  71 
patients  subjected  to  gastrectomy.  Only  one  of  these 
seven  is  found  in  the  surviving  group  of  ten,  and 
he  now  has  a recurrence.  In  this  small  series  there- 
fore no  apparent  advantage  has  been  gained  by 
total  gastrectomy. 

In  closing  I should  like  to  mention  an  interesting 
patient  in  this  series  who  was  found  to  have  an 
epigastric  mass  on  admission  in  1944,  and  a hard, 
2 by  1 centimeter  supraclavicular  lymph  node  on 
the  left.  It  was  thought  that  a palliative  gastric 
resection  would  be  justified.  The  operation  was 
carried  out  and  microscopic  examination  revealed 
a carcinoma  with  a marked  secondary  inflammatory 
process.  The  supraclavicular  node  which  was  ap- 
parently inflammatory  soon  regressed,  and  the  pa- 
tient is  now  living  and  well  6 years  later.  If  this 
man  had  been  considered  “inoperable”  because  of 
the  apparent  distant  metastasis,  he  would  have  been 
denied  6 years  of  normal  life  and  probably  a cure. 
It  is  with  this  in  mind  that  we  wish  to  urge  that 
all  malignant  tumors  of  stomach  be  removed  if 
technically  possible  even  though  the  ultimate  prog- 
nosis may  appear  hopeless. 
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CASE  REPORT 

SURGICAL  TREATMENT  OF  CONGENITAL 
MULTIPLE  POLYPOSIS  OF  THE  COLON* 

By  G.  Turner  Howard,  Jr.,  M.D.,  and  Lucian  Wil- 
liams Trent,  M.D.,  Knoxville,  Tenn. 

The  purpose  of  this  paper  is  to  recom- 
mend a very  satisfactory  procedure  for  the 
treatment  of  multiple  congenital  polyposis 
of  the  colon  and  rectum  and  to  report  such 
a case.  In  reviewing  the  literature,  we  find 
that  several  different  procedures  are  now 
being  used.  Cattell1  believes  that  a two- 
stage  operation  consisting  of  permanent 
ileostomy  and  total  colectomy,  including  ab- 
dominoperineal resection,  is  the  ideal  treat- 
ment. He  feels  that  because  of  the  occur- 
rence of  malignancy  following  subtotal  co- 
lectomy with  ileoproctostomy  the  more  rad- 
ical procedure  is  necessary.  Pfeiffer  and 
Patterson2  fulgurate  the  polypi  in  the  rec- 
tum and  rectosigmoid  from  below  and  later 
do  an  ileorectosigmoidostomv  followed  by  a 
third  stage  colectomy  down  to  the  anasto- 
motic site.  In  using  this  plan  the  normal 
outlet  of  the  rectum  and  its  sphincters  are 
preserved.  Jones  and  Turnbull  believe  the 
ideal  treatment  is  obliteration  of  the  polypi 
in  stages  from  the  anus  to  the  lower  five 
inches  of  sigmoid  colon,  then  ileosigmoidos- 
tomy  and  later  colectomy  performed  in 
stages.  Others  have  reported  the  use  of 
roentgenotherapy  in  the  disease  with 
marked  symptomatic  relief  and  reduction 
in  the  number  and  size  of  the  polypi. 

We  believe  that  the  treatment  of  choice 
consists  of  fulguration  of  the  rectal  and 
lower  sigmoid  polypi  from  below  followed 
by  ileorectosigmoidostomy  and  colectomy 
down  to  the  anastomosis.  This  procedure 
can  be  readily  done  in  the  majority  of  cases. 
Infrequently  a case  will  come  to  surgery  in 
which  so  many  polyps  are  present  through- 
out the  rectum  and  colon  that  no  normal 
mucosa  is  present.  This  type  of  case  re- 
quires ileostomy  followed  by  total  colectomy 
and  abdominoperineal  resection.  This  latter 
situation  arose  recently  for  one  of  us.  Aft- 
er having  fulgurated  all  the  rectal  and  lower 
sigmoidal  polypi,  we  were  doing  a second- 

*From  the  East  Tennessee  Tumor  Clinic,  Knox- 
ville General  Hospital,  Knoxville,  Tenn. 


stage  ileorectosigmoidostomy,  and  upon 
opening  the  sigmoid  we  were  confronted  by 
the  myriads  of  polypi.  A stenosis  of  the 
anastomotic  site  would  have  occurred  had 
the  originally  planned  procedure  been  car- 
ried out.  It  is  in  cases  of  this  type  that 
total  colectomy  and  abdominoperineal  re- 
section must  be  resorted  to.  Of  course  any 
malignancy  in  the  rectum  or  rectosigmoid 
colon  requires  the  same  treatment. 

In  the  treatment  of  familial  polyposis,  the 
potential  cancer  bearing  bowel  must  be  re- 
moved and  the  patient  restored  to  a normal 
life.  It  is  well  known  that  all  of  the  pa- 
tients having  this  disease  and  not  treated 
surgically  will  develop  cancer  of  the  colon 
or  rectum  if  they  live  long  enough.1  Since 
so  many  of  these  patients  are  in  the  lower 
age  group  (15  to  40  years),  we  should,  if 
possible,  use  a procedure  which  will  prevent 
the  occurrence  of  malignancy  together  with 
the  assurance  to  the  patient  that  he  will 
not  have  an  artificial  stoma.  After  colec- 
tomy has  been  performed,  it  is  very  neces- 
sary that  the  patients  return  at  three  to  six 
month  intervals  to  discover  whether  new 
polyps  have  developed.  If  a few  new  polypi 
have  appeared,  as  is  not  unusual,  immediate 
fulguration  will  prevent  the  recurring  pol- 
ypi from  undergoing  malignant  degenera- 
tion. 

CASE  REPORT 

A.  M.  R.,  a 17-year-old  female,  was  first  seen 
in  the  East  Tennessee  Tumor  Clinic  in  March,  1949, 
with  a chief  complaint  of  rectal  bleeding.  The 
patient  gave  a history  of  bleeding  beginning  at  six 
years  of  age.  The  blood  was  bright  red  and  con- 
sisted of  only  two  or  three  drops  at  a time.  The 
bleeding  became  worse  (one-half  cupful)  at  in- 
frequent intervals  in  the  next  few  years  and  was 
associated  with  constipation.  A hemorrhoidectomy 
was  performed  in  1946  which  did  not  relieve  the 
bleeding.  The  bowel  hemorrhage  became  more  pro- 
fuse and  the  patient  was  forced  to  stop  school. 
The  patient  later  was  seen  by  a private  doctor  who 
referred  her  to  the  tumor  clinic.  No  history  of 
serious  illness  or  venereal  disease  was  revealed. 
The  patient  was  unmarried.  The  mother  and  fa- 
ther were  living  and  well.  The  paternal  grand- 
mother died  from  “rectal  bleeding  and  cancer  of 
the  large  bowel.”  There  was  no  other  history  of 
rectal  bleeding  on  the  maternal  or  paternal  side. 

The  physical  examination  revealed  a well-devel- 
oped and  fairly  well-nourished  white  female.  The 
weight  was  100  pounds.  The  temperature  was  98.6 
degrees,  the  respiration  20,  and  the  blood  pressure 
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115/70.  The  examination  of  the  head,  neck,  lungs, 
and  heart  was  negative.  The  abdominal  examina- 
tion revealed  a flat,  soft,  and  relaxed  abdomen, 
without  masses  and  tenderness.  The  liver,  spleen, 
and  kidney  were  not  palpable  and  there  was  no 
fluid.  The  vaginal  examination  was  negative.  The 
rectal  examination  showed  numerous  multiple  small 
polyps  (4  to  5 millimeters  in  diameter)  and  several 
large  polyps  (1  to  2 centimeters  in  diameter).  Some 
of  the  large  polyps  were  pedunculated.  The  polyps 
were  of  a reddish  hue  and  a bloody  discharge  was 
present.  The  sigmoidoscopic  examination  revealed 
the  rectum  and  colon  to  have  multiple  polyps  of 
varying  size.  The  barium  enema  (air  contrast) 
revealed  these  polyps  to  extend  throughout  the 
colon  (descending,  transverse,  and  ascending).  The 
blood  count  and  other  laboratory  studies  were  with- 
in normal  limits. 

Course  in  Hospital.  A three-stage  operation  was 
then  planned  as  follows  with  the  idea  of  preserving 
the  rectum : 

First  Stage.  Fulguration  of  the  rectal  and  lower 
sigmoid  polyps  with  biopsy  of  the  material  was 
done  upon  two  occasions.  About  two  hundred  were 
removed.  The  pathological  report  of  the  biopsy 
material  revealed  that  the  sections  showed  a very 
loose  succulent  connective  tissue  stroma  in  which 
there  were  several  glands  present.  These  were 
fairly  uniform  in  size  and  shape  and  lined  with 
tall  secretory  cells.  The  stroma  was  diffusively 
infiltrated  throughout  with  inflammatory  cells.  The 
diagnosis  was  benign  polyps.  The  postoperative 
course  was  uneventful,  and  the  patient  was  dis- 
charged to  her  home  very  much  improved.  The 
patient  was  instructed  to  return  in  two  months. 

Second  Stage.  Ileosigmoidostomy  with  fulgura- 
tion of  the  polyps  within  the  sigmoid  colon  was 
performed.  The  report  of  the  biopsy  was  benign 
polyps.  A Miller-Abbott  tube  was  passed  prior 
to  surgery.  Numerous  (20  to  40)  small  polypi  of 
various  size  were  removed  and  the  base  of  each 
fulgurated.  The  ileum  was  then  sutured  to  the 
lower  sigmoid  in  the  usual  manner.  The  postoper- 
ative course  was  uneventful,  and  the  patient  was 
discharged  to  return  in  two  months. 

Third  Stage  (total  Colectomy) . The  ileum  distal 
to  the  anastomosis  was  severed  and  the  blind  end 
inverted,  using  a Connell  suture.  The  colon  was 


then  removed  just  proximal  to  the  previously  made 
ileosigmoidostomy.  The  proximal  blind  end  of  the 
sigmoid  was  inverted  in  a similar  fashion  as  in  the 
ileum.  Previous  to  the  closure  of  the  blind  pouch 
of  the  sigmoid  several  small  polyps  were  fulgu- 
rated. The  postoperative  course  was  characterized 
by  some  abdominal  distension,  nausea,  and  vomit- 
ing. The  patient  also  had  considerable  abdominal 
pain  of  a colicky  character.  A Levine  tube  and 
later  a Miller-Abbott  tube  were  used  during  this 
period.  The  patient  improved  slowly  and  the 
symptoms  soon  subsided.  The  pathological  report 
of  the  colon  showed  multiple  benign  polyps. 

Follow-Up.  The  follow-up  sigmoidoscopic  and 
proctoscopic  examination  revealed  3 to  5 polyps 
present  within  the  rectum,  and  these  were  fulgu- 
rated in  the  usual  manner.  A barium  enema  re- 
vealed a properly  functioning  site  of  the  anasto- 
mosis. 

Conclusion 

Most  cases  of  congenital  multiple  poly- 
posis are  seen  at  an  early  age.  This  neces- 
sitates a conservative  plan  of  treatment 
which  includes  fulguration  of  the  polypi  in 
the  anus,  rectum,  and  sigmoid,  followed 
later  by  ileorectosigmoidostomy  and  finally 
by  colectomy.  Permanent  ileostomy  and 
total  colectomy  including  abdominoperineal 
resection  should  be  reserved  for  very  oc- 
casional cases  where  myriads  of  polypi  are 
present  in  the  rectosigmoid  area  and  where 
there  is  no  normal  mucosa  present. 
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The  Editor  feels  that  informal  staff  conferences 
from  the  clinical  departments  of  our  medical 
schools  should  be  of  interest.  The  first  of  these 
appears  below. 

VANDERBILT  UNIVERSITY  SCHOOL  OF 
MEDICINE,  NEUROLOGICAL  CONFERENCE, 
MAY  16,  1 950* 

CASE  1 — Multiple  Sclerosis 
CASE  2 — Intracranial  Aneurysm 

CASE  I 

Dr.  Hugh  Adams — 

Miss  L.  S.  is  a 33-year-old  adult  who  has  been 
known  to  have  multiple  sclerosis  since  1943  when 
she  first  came  in.  At  that  time  she  gave  a history 
of  blurring  of  vision  for  two  years  and  of  moderate 
ataxia  for  the  previous  three  months.  She  had  some 
paresthesia  of  hands  and  feet  and  one  month 
before  had  developed  nystagmus.  When  she  was 
admitted  seven  years  ago,  scanning  speech,  vertical 
and  horizontal  nystagmus,  intention  tremor  of  both 
arms  and  ataxia  of  her  gait  were  found.  The  rest 
of  the  hospital  study  was  not  remarkable.  She  was 
begun  then  on  flushing  doses  of  nicotinic  acid  which 
she  has  continued  intermittently  up  to  the  present 
time.  She  was  seen  here  18  months  later.  There 
had  been  some  decrease  in  vision  and  she  was  per- 
haps a little  more  ataxic.  On  this  admission,  in 
1945,  she  was  begun  on  dicumarol  which  she  has 
continued  up  to  the  present  time.  One  very  inter- 
esting sideline  is  that  she  takes  dicumarol  when 
she  feels  the  need  and  can  guess  her  prothrombin 
time  within  about  five  per  cent.  She  was  seen  here 
again  the  first  of  last  year  for  regulation  of  her 
dicumarol.  There  had  been  evident  progression 
of  her  ataxia  and  she  was  bothered  a great  deal 
by  clonus  in  both  hands  and  feet,  more  marked  in 
the  feet.  She  was  brought  back  to  more  adequate 
prothrombin  times  and  was  discharged.  In  the  past 
year  she  has  done  very  well  under  the  excellent 
care  of  her  mother.  She  is  not  able  to  read  now 
because  of  her  nystagmus.  Her  intention  tremor 
is  sufficiently  severe  that  she  can’t  do  hand  work. 
She  spends  most  of  her  time  being  read  to  by  her 
mother,  is  able  to  be  up  in  a chair  and  goes  for 
drives.  She  has  had  no  bladder  or  swallowing  dif- 
ficulties. Her  speech  has  remained  about  the  same 
for  four  or  five  years.  She  continues  to  take 
dicumarol  and  nicotinic  acid  and  daily  glasses  of 
orange  juice  for  Vitamin  C.  She  comes  in  at  this 
time  for  physiotherapy  and  fever  therapy. 

Dr.  William  Orr — 

Will  you  review  the  physical  signs  now? 
Dr.  Adams — 

She  has  scanning  speech  but  speaks  quite 
distinctly.  All  movements  are  very  ataxic. 
There  is  horizontal  and  vertical  nystagmus. 

*From  the  Departments  of  Surgery  and  Medicine, 
Vanderbilt  University  School  of  Medicine,  Nash- 
ville, Tenn. 


There  is  marked  bitemporal  pallor  of  the 
nerve  heads  with  bilateral  nasal  field  con- 
striction. The  cranial  nerves  are  apparently 
intact  except  as  mentioned.  She  has  loss 
of  vibratory  and  position  sense,  which  have 
been  troublesome  symptoms  to  her.  There 
is  marked  muscle  weakness,  which  Miss 
Kinsman  will  review.  The  gag  reflex  and 
abdominal  reflexes  are  absent.  She  has  had 
fever  therapy  with  temperature  rises  to 
above  104  on  three  days  during  this  admis- 
sion. 

Dr.  Orr — 

She  demonstrates  finger  to  nose  tests 
bilaterally,  gross  ataxia,  little  more  marked 
on  the  left.  The  Babinski  sign  is  present 
on  the  left  side.  You  may  be  able  to  see 
her  nystagmus.  How  do  you  feel,  Miss  S? 
Miss  S.— 

I felt  a little  slow  this  morning  but  after 
a nap  I got  to  feeling  quite  well  as  I slept 
probably  two  hours  from  about  8 or  9 to  11. 
Dr.  Adams — 

You  think  the  physiotherapy  has  helped 
you? 

Miss  S.— 

Hope  so. 

Dr.  Adams — 

I also  neglected  to  say  that  she  has  been 
on  Tolserol  which  she  feels  has  relieved  her 
clonus  somewhat.  (Demonstrates  right 
foot.) 

Dr.  Orr — 

The  left  side  is  always  a little  worse. 
As  I recall,  the  first  symptoms  for  which 
I saw  her  came  on  following  influenza.  At 
that  time  she  noted  numbness  and  tingling 
and  a staggering  sensation,  more  to  the  left. 
Repeated  questioning  dated  the  onset  of 
blurring  of  vision  for  sometime  prior  to 
that.  She  had  not  related  symptoms  to  any- 
thing during  her  illness  but  they  had  slowly 
grown  worse.  If  questioned,  she  would  say 
she  was  not  as  well  as  before,  except  for 
periods  of  marked  improvement.  About  8 
months  ago  over  a few  days  she  noted 
less  staggering,  could  almost  stand  alone. 
There  have  been  marked  fluctuations  in 
vision.  At  times  she  is  practically  blind, 
at  other  times  her  vision  has  improved  to 
where  she  could  read  fairly  well.  It  is  a 
fluctuating  illness  with  changes  all  the  time. 
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Miss  Kinsman  will  point  out  the  marked 
fluctuations  in  her  ability. 

Multiple  sclerosis  is  a condition  which  has 
puzzled  people  since  it  was  first  discovered 
over  100  years  ago  by  Cruveilhier  who  first 
described  it.  In  1868  Charcot  first  estab- 
lished it  as  an  entity.  At  present,  it  is  well 
established  and  many  things  about  it  have 
been  described.  First  its  incidence  varies  in 
various  parts  of  the  world.  Incidence  in 
England  and  Scandinavia  and  some  parts 
of  Switzerland  is  eight  to  ten  times  more 
than  elsewhere.  In  Turkey  and  southern 
Europe  it  is  much  less  common  than  in 
northern  climates.  From  the  first,  Daven- 
port suggested  that  the  climate  plays  a role. 
In  the  Scandinavian  population,  around  the 
Great  Lakes,  the  incidence  is  many  times 
higher  than  in  the  white  or  negro  popula- 
tion of  the  South.  So  it  does  have  geo- 
graphical distribution  not  very  different 
from  that  of  rheumatic  fever.  The  heredi- 
tary factors  are  nil  though  occasionally 
more  than  one  in  a family  have  multiple 
sclerosis.  Regarding  sex  distribution,  it  is 
a little  more  frequent  in  males  than  in 
females.  In  one  series  approximately  5.5 
to  4.5  in  favor  of  males.  The  age  of  onset 
is  variable  beginning  sometimes  as  early  as 
the  sixth  or  seventh  year  of  life  on  up  to 
the  few  cases  after  the  age  of  60  so  that 
its  scope  is  wide  though  the  peak  of  the 
distribution  is  in  the  21-30  age  group.  The 
condition  is  characterized  by  the  marked 
exacerbations  and  remissions.  Remissions 
as  long  as  30  years  have  been  known.  Pa- 
tients have  been  severely  incapacitated 
only  to  have  marked  remissions  with  only 
neurological  rather  than  physical  signs  of 
deficit. 

The  treatment  here  has  been  dicumarol 
with  which  she  was  first  regulated  in  the 
hospital.  A system  of  administration  was 
worked  out  by  the  patient  and  she  has  re- 
turned here  at  intervals  of  six  weeks  to  six 
months  for  checking  on  prothrombin  time. 
In  the  past  year,  the  prothrombin  time  has 
been  regulated  remarkably  at  about  25%. 
Only  when  some  illness  has  come  up  has 
she  needed  to  return  to  the  hospital  for 
regulation. 

Because  of  its  remitting  nature,  all  of 
the  so-called  cures  are  subject  to  question. 


One  that  keeps  cropping  up  is  fever  therapy. 
Fever  therapy  has  been  used  for  25  years 
with  good  results  which  coincide  with  re- 
missions making  people  take  it  to  be  a good 
form  of  treatment.  The  use  of  dicumarol  is 
based  on  Dr.  Putnam’s  theory  that  the 
lesions  of  multiple  sclerosis  are  small  areas 
of  venous  thrombosis.  Since  fever  causes 
acceleration  of  clotting,  it  seems  possible 
that  any  beneficial  effect  might  be  enhanced 
by  simultaneous  dicumarol  therapy. 

One  case  at  Thayer  Hospital  has  received 
this  treatment  with  a great  deal  of  malaise 
at  the  time.  At  the  time  Miss  S.  came  in 
physiotherapy  exercises  were  begun  and  she 
has  had  three  bouts  of  fever,  the  last  of 
which  was  yesterday.  Is  there  anything 
more  to  demonstrate? 

Dr.  Adams — 

Miss  Kinsman,  would  you  tell  us  some- 
thing of  what  you  have  found? 

Miss  Deborah  Kinsman — 

When  Miss  S.  entered  the  hospital,  our 
aim  in  treatment  was  to  try  to  make  her 
more  independent  in  her  home  life.  Exer- 
cises were  directed  toward  improving  her 
general  coordination  and  strengthening  the 
muscles  which  might  later  be  used  in  walk- 
ing. The  patient  is  5'  9"  tall  and  quite  a 
problem  to  care  for  at  home. 

The  voluntary  muscle  power  in  her  upper 
extremities  is  good  and  slightly  stronger  on 
right  than  left.  Her  abdominals  and  erector 
spinae  are  poor  and  here  again  those  of  the 
right  side  are  stronger  than  those  of  the 
left.  There  is  no  voluntary  power  in  the 
muscles  of  left  lower  extremity  except  for 
a trace  in  muscles  about  the  hip.  The 
muscles  of  the  right  leg  are  somewhat 
stronger  but  are  only  in  the  poor  classifi- 
cation except  for  anterior  tibial  which  is 
fair. 

Miss  S.’s  strength  and  coordination  vary 
from  day  to  day.  On  some  days  she  can 
partially  extend  her  right  knee  against 
gravity  and  on  other  days  is  barely  able  to 
move  it. 

Standing  was  tried  with  the  aid  of  a 
walker  which  had  crutches  attached.  These 
attempts  were  not  satisfactory  because  Miss 
S.  has  so  much  tremor  and  incoordination 
that  she  could  not  keep  even  the  stable 
crutch  tops  under  her  arms.  After  talking 
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it  over  with  Dr.  Orr,  standing  was  discon- 
tinued because  it  was  felt  that  at  present 
the  patient  would  not  be  able  to  manage 
crutches  even  if  her  legs  were  stabilized 
with  braces.  Now  we  are  still  working  for 
general  coordination,  for  prevention  of  de- 
formities and  are  continuing  with  exercises 
for  the  muscles  of  her  trunk,  arms  and  her 
hip  and  knee  extensors. 

In  bed  Miss  S.  has  been  lying  with  the 
right  side  of  her  pelvis  high  due  to  the  ine- 
quality of  her  trunk  muscles.  She  also  tends 
to  sit  with  her  right  pelvis  high  and  ob- 
viously has  a left  dorso-lumbar  scoliosis. 
She  has  now  been  taught  to  correct  her  bed 
position  and  has  been  given  a back  rest 
which  fits  in  her  wheelchair  to  help  with  a 
better  sitting  position.  She  also  has  been 
given  a cutout  lapboard  which  supports 
her  arms  and  by  stabilizing  the  elbow  makes 
her  hand  activities  easier. 

She  is  able  to  feed  and  partially  dress  her- 
self and  has  been  practicing  these  self-help 
activities  in  occupational  therapy  with  Miss 
Zintek  in  addition  to  other  hand  coordina- 
tion exercises.  She  is  able  to  propel  herself 
in  her  wheelchair  and  the  outstanding  prob- 
lem at  home  is  still  that  of  getting  from 
her  bed  to  a chair  and  back. 

Dr.  Orr — 

It’s  been  very  helpful  to  me  to  work  with 
you  and  see  the  problem  the  care  of  a patient 
like  this  entails.  She  seems  more  com- 
fortable with  the  board  across  her  wheel- 
chair than  when  trying  to  support  herself 
by  the  arms.  I think  this  will  be  very 
beneficial  to  her  peace  of  mind  with  elbow 
supported  in  a stabilizing  position. 

Miss  Kinsman — 

I might  add  that  her  abdominals  are 
strengthened.  This  is  the  only  thing  I can 
really  say  has  changed. 

(Patient  removed.) 

Dr.  Orr — 

There  are  two  or  three  things  I wanted 
to  mention  not  in  front  of  the  patient. 
First  is  the  remarkable  amount  of  euphoria 
which  these  patients  show.  This  person 
is  unbelievably  pleasant  and  in  the  best 
of  spirits  all  the  time.  No  matter  what  she 
is  subjected  to  she  always  takes  it  with 
jovial  manner.  I have  never  heard  her 
complain  even  after  small  accidents  which 


are  bound  to  happen.  Such  as  when  she 
turned  over  the  bedside  table  she  said 
“That’s  something  that  happens”  and  really 
was  not  distressed  at  all.  Her  mother  says 
she  is  always  deeply  depressed  or  markedly 
happy.  Her  feeling  of  well  being  is  dis- 
torted— nature’s  compensation  for  these 
people,  preventing  marked  depressive 
states. 

Dr.  Shapiro,  will  you  say  something 
about  the  pathology? 

Dr.  John  Shapiro — 

Dr.  Orr  has  covered  the  essential  patho- 
logical findings  which  are  well  formed 
demvelinizations  which  are  disseminated 
anywhere  in  the  spinal  cord  and  brain. 
That  is  just  about  the  sum  total  of  knowl- 
edge of  its  pathology. 

Dr.  Orr — 

I don’t  think  she  has  shown  improve- 
ment. I am  not  at  all  sure  that  her  being 
maintained  on  dicumarol  has  been  of  any 
value,  though  has  not  in  any  way  harmed 
her.  She  would  not  give  it  up.  She  feels 
that  discontinuing  dicumarol  would  be  a 
great  block  in  ability  to  maintain  herself, 
all  of  which  is  of  value. 

Dr.  Cobb — 

What  this  lady  shows  very  strikingly  is 
the  value  of  constant  attention  in  a pallia- 
tive way  for  she  is  at  a stage  where  the 
majority  of  patients  have  developed  con- 
tractures and  bed  sores  which  are  a source 
of  constant  discomfort  and  distress  to  them. 
She  shows  it  is  possible  to  have  a patient 
with  this  disease  who  can  be  in  a happy 
spirit  in  spite  of  handicaps. 

Dr.  Orr — 

As  happy  as  one  with  a bed  sore  can  be. 

CASE  2 

Dr.  Duane  Forman — 

Mrs.  F.  E.  S.,  age  50,  was  admitted  to  the 
Medical  Service  April  24,  1950,  with  the  history 
of  gradual  onset  of  moderately  severe  frontal  and 
occipital  headache  one  week  before  admission,  per- 
sisting up  to  the  time  of  admission  with  soreness 
and  stiffness  of  the  neck.  Sometime  during  the 
week  she  noticed  drooping  of  the  left  eyelid, 
which  increased  slightly.  She  complained  of 
weakness  of  the  left  eye  but  did  not  notice  strabis- 
mus or  diplopia.  She  discovered  that  keeping 
the  eye  closed  improved  the  symptom  of  weakness. 
There  was  no  history  of  impairment  of  mental 
status  or  speech  functions.  There  had  been  no 
previous  attacks  similar  to  this.  Examination  on 
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admission  revealed  slight  drowsiness,  marked  neck 
rigidity,  third  cranial  nerve  paresis  on  the  left 
with  ptosis  and  dilated  pupil.  Lumbar  puncture 
revealed  bloody  spinal  fluid.  The  diagnosis  of 
subarachnoid  hemorrhage,  probably  from  intra- 
cranial aneurysm,  was  made. 

She  was  transferred  to  surgery  the  following 
day  for  left  carotid  arteriogram,  which  revealed 
a small  sacular  aneurysm  with  a wide  neck  aris- 
ing from  the  intracranial  portion  of  the  internal 
carotid  artery  just  after  it  entered  the  skull,  or 
rather  after  it  passed  the  anterior  clinoid  process. 
After  the  arteriogram  was  made,  she  was  taken 
to  the  operating  room  immediately  where  left 
frontal  craniotomy  was  carried  out  and  the 
aneurysm  was  clipped  at  the  neck  of  the  sac.  Her 
post-operative  course  was  uncomplicated.  She  was 
ambulatory  for  about  two  days  before  discharge 
on  the  11th  post-operative  day  and  has  been  up 
and  around  for  the  past  ten  days.  Since  leaving 
the  hospital  she  has  had  steady  improvement  in 
her  general  condition  and  in  function  of  the  left 
third  nerve.  Today  she  shows  marked  improve- 
ment in  comparison  to  ten  days  ago.  Headaches 
have  disappeared. 


Fig.  1 (a)  The  aneurysm  extends  downward  and 
backwards  from  its  attachment  to  the  carotid  artery 
Fig.  1(b)  Post-operative  X-ray  showing  tantalum 
clip. 

Here  are  the  x-rays  (Fig.  la).  I don’t  know 
whether  you  can  see  the  aneurysm.  The  carotid 
enters  the  skull  here.  The  small  aneurysm  projects 
downward  and  is  about  8 mm.  in  diameter. 

(Dr.  Forman  removes  bandana.) 

You  can  see  the  line  of  the  incision  extending 
from  a point  just  to  the  left  of  the  midline  along 
the  hair  line  to  the  temple.  There  is  slight  ptosis 
of  left  lid  even  yet.  She  has  diplopia  on  gazing 
to  the  right. 

Dr.  Cully  A.  Cobb — 

I can  see  that  some  of  you  are  puzzled 
by  the  patch  over  the  right  eye  which  is  the 
unaffected  one.  As  long  as  she  had  ptosis 
on  the  left  she  was  not  bothered  by  diplopia 
but  as  the  lid  began  to  open  this  became  an 
annoying  symptom  which  caused  her  to 
squint  the  eye  voluntarily.  We  have  had 
her  wear  the  patch  on  alternate  sides  to 


encourage  use  of  the  poor  eye  but  she  is 
ready  to  discard  it  now. 

Do  you  see  double  now,  Mrs.  S.? 

Mrs.  S.— 

Only  if  I look  up.  I can  see  two  clocks 
up  there. 

Dr.  Cobb — 

The  syndrome  of  sudden  pain  behind  the 
eye  or  in  the  temple  followed  by  extra- 
ocular paralysis  on  the  same  side  with  ptosis 
and  dilated  pupil  is  now  generally  recog- 
nized as  resulting  from  rupture  of  an 
aneurysm  of  the  Circle  of  Willis.  This  case 
shows  that  gradual  development  of  the 
symptoms  must  not  be  taken  to  indicate  a 
different  diagnosis.  Mrs.  S.’s  aneurysm 
was  only  about  one  mm.  above  the  anterior 
clinoid  process  so  that  our  new  temporary 
clip  could  not  be  placed  across  the  carotid. 
After  clipping  the  neck  of  the  aneurysm  I 
attempted  to  tease  the  sac  from  the  caver- 
nous sinus  to  which  it  was  adherent.  The 
sac  collapsed  during  this  manipulation  and 
we  could  see  the  third  nerve  entering  the 
sinus  from  behind.  The  tip  of  the  sac 
was  quite  adherent  to  the  sinus  so  it  was 
not  detached.  This  x-ray  (Fig.  1 b)  shows 
the  clip  post-operatively.  You  can  see  also 
a small  metal  plate  over  the  frontal  burr 
hole  used  to  prevent  an  unsightly  depres- 
sion. 

These  aneurysms  have  been  known  since 
Morgagni  first  described  them  in  1761  in 
a necropsy  report.  McDonald  and  Korb  col- 
lected 1,125  reported  cases  in  1939  indicat- 
ing their  frequency.  The  term  “berry 
aneurysm”  was  suggested  by  Richardson 
and  Hyland  in  1941  and  most  people  have 
adopted  it. 

The  etiology  has  been  a question  of  some 
debate.  Aneurysms  of  the  vessels  of  the 
brain  may  be  arteriosclerotic  or  mycotic  or 
congenital  as  suggested  by  Eppinger  in 
1887.  As  time  has  gone  by,  more  and  more 
have  been  regarded  as  congenital  and  it 
seems  entirely  possible  that  all  of  the  berry 
eneurysms  of  the  Circle  of  Willis  are  con- 
genital in  origin  even  though  in  some  cases 
hypertension  and  atheromatous  changes 
may  be  present  at  the  time  of  rupture. 
Forbus  suggested  that  the  aneurysms  de- 
velop in  points  of  weakness  at  branches  of 
the  vessels  but  many  have  been  seen  at  other 
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positions.  Most  anatomists  agree  now  that 
the  aneurysms  are  remnants  of  vessels  pres- 
ent in  early  embryonic  life.  The  Circle  of 
Willis  is  the  remainder  of  a large  network 
of  small  vessels  present  in  the  foetus.  As 
they  are  resorbed  little  nubbins  may  be  left 
behind.  The  age  incidence  of  aneurysms 
bears  out  the  congenital  theory  for  cases 
have  been  reported  as  early  as  two  years. 
There  is  a concentration  in  the  20-30  year 
group  although  the  peak  is  not  sharp.  The 
aneurysms  are  widespread  in  location  but 
they  are  concentrated  in  several  positions. 
Of  133  cases  reported  by  Dandy  almost  half 
were  located  on  the  internal  carotid  below 
its  bifurcation  to  form  the  anterior  and  mid- 
dle cerebral  arteries.  Most  of  the  others 
were  about  equally  divided  among  the  an- 
terior communicating,  middle  cerebral  and 
vertebral-basilar  system.  Most  of  the 
aneurysms  are  asymptomatic  until  spontan- 
eous rupture  with  subarachnoid  hemorrhage 
occurs.  Pain  is  the  most  constant  symptom 
with  some  stiffness  of  the  neck  nearly  al- 
ways. Third  nerve  paralysis  is  present 
in  about  30%  of  cases  and  there  may  be 
convulsions,  coma  and  other  changes,  de- 
pending on  the  location  of  the  aneurysm  and 
the  severity  of  the  hemorrhage.  The  thing 
that  has  impressed  me  is  that  patients 
reaching  the  hospital  usually  are  conscious 
and  rational  though  often  drowsy.  Probably 
in  those  who  survive,  the  actual  hemorrhage 
is  of  very  short  duration.  This  is  sug- 
gested by  the  discrepancy  between  the  large 
amount  of  blood  in  the  subarachnoid  space 
after  fatal  hemorrhages  and  the  surprising- 
ly small  amount  seen  at  early  operations. 

The  cause  of  rupture  certainly  is  not 
known.  Everyone  has  suspected  some  rela- 
tion to  straining  but  none  has  been  clearly 
shown.  One  point  against  straining  as  a 
cause  of  rupture  is  the  high  incidence  of 
second  attacks  within  the  first  three  weeks 
when  most  patients  are  still  in  bed.  Addi- 
tional attacks  nearly  always  occur  and  most 
of  the  patients  who  survive  the  first  hem- 
orrhage ultimately  die  of  another.  The 
high  incidence  of  additional  attacks  in  the 
first  few  weeks  has  led  us  to  institute  treat- 
ment more  and  more  promptly. 

Three  forms  of  treatment  have  been  em- 
ployed: ligation  of  the  carotid  artery  in 


the  neck,  trapping  of  the  aneurysm  by  liga- 
tion above  and  below  its  origin,  and  ligation 
of  the  neck  or  stalk  of  the  sacular  aneurysm. 
Each  method  has  important  complications. 
In  the  first  two,  complications  result  chiefly 
from  inadequate  collateral  circulation  es- 
pecially in  older  patients.  Direct  attack 
upon  the  aneurysm  has  been  execessively 
dangerous  because  of  frequent  rupture  dur- 
ing dissection.  In  the  hope  of  reducing  this 
risk,  we  have  used  two  new  instruments 
recently.  One  is  a device  for  temporarily 
occluding  the  main  trunk  below  the 
aneurysm  during  dissection  by  a small  rub- 
ber padded  clip  of  soft  metal  which  is  cut 
off  after  treatment  of  the  aneurysm.  The 
second  is  a clip  applying  forceps  with 
which  a permanent  clip  can  be  placed  across 
the  aneurysm  with  less  manipulation  than 
with  the  ordinary  instrument.  So  far  there 
have  been  no  fatalities  or  complications 
among  the  patients  treated  by  direct  clip- 
ping of  the  aneurysm  with  these  instru- 
ments. 

Recently  we  have  been  trying  to  detect 
and  treat  the  operable  aneurysms  as  quickly 
as  possible  after  admission.  In  three 
months,  there  have  been  six  cases  of  sub- 
arachnoid hemorrhage.  In  three  aneurysms 
were  shown  and  were  secured  within  the 
first  24  hours.  Mrs.  S.  is  one  of  this  group. 
The  aneurysm  in  Mrs.  S.’s  case  is  typical 
of  the  berry  aneurysms  which  so  frequently 
are  located  between  the  emergence  of  the 
carotid  from  the  cavernous  sinus  and  the 
posterior  communicating  artery.  These  are 
the  ones  best  suited  to  intracranial  clip- 
ping. While  I am  enthusiastic  about  this 
form  of  treatment  there  will  always  be 
some  cases  where  it  will  not  be  applicable. 
Another  point  which  is  becoming  clear  is 
that  the  source  of  hemorrhage  will  not  be 
found  in  some  patients  even  after  thorough 
study.  This  is  shown  by  the  remaining 
three  of  our  recent  patients  in  whom  no 
lesion  could  be  shown  in  carotid  and  verte- 
bral arteriograms  and  there  were  no  local- 
izing signs.  Two  of  these  patients  are  now 
well  but  the  third  later  died  of  a second  hem- 
orrhage. 

Dr.  Orr,  would  you  say  a few  words 
about  the  conservative  management  of  the 
inoperable  cases? 
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Dr.  William  Orr — 

In  spite  of  what  you  say  I think  it  is 
important  to  prevent  straining  during  the 
first  several  weeks  by  softening  the  stools, 
rest  and  sedation.  Probably  lowering  of 
the  blood  pressure  by  sedation  has  a pro- 
tective effect. 


BARONESS  ERLANGER  HOSPITAL  CLINICAL 
PATHOLOGICAL  CONFERENCE,  FEBRUARY 
22,  1950,  CHATTANOOGA,  TENN. 

This  57-year-old  white  electrician  was  admitted 
to  the  Baroness  Erlanger  Hospital  on  Dec.  11,  1949, 
for  the  fourth  time  in  less  than  4 months. 

He  gave  a history  of  pain  in  his  “stomach,”  and 
left  side  for  6 to  8 years.  At  first  the  pain  was 
referred  to  the  epigastrium,  at  which  time  it  was 
relieved  by  “Turns”  or  soda  but  had  never  been 
relieved  by  eating.  X-ray  studies  some  years  ago 
were  said  to  have  shown  an  ulcer.  Six  to  eight 
months  ago  he  experienced  left  upper  quadrant 
pain,  which  was  described  as  a tight  feeling  to  a 
dull  ache  which  radiated  around  to  the  left  flank, 
under  the  shoulder  blade  and  into  the  left  upper 
chest.  At  first  he  obtained  relief  by  lying  on  the 
left  side  but  this  was  no  longer  true.  At  the 
present  time  he  has  experienced  no  relief  from 
antacids  and  stated  that  the  pain  increased  unless 
he  took  medication  or  vomited. 

His  first  admission  was  Sept.  19,  1949,  at  which 
time  he  gave  a history  of  some  intolerance  to  fatty 
foods.  Gastro-intestinal  series  was  essentially 
negative.  Several  small  stellate  densities  were 
noted  at  the  level  of  the  3rd  lumbar  vertebra  and 
were  interpreted  as  evidently  being  gallstones.  The 
following  day  a gallbladder  series  showed  a poorly 
defined  but  large  gallbladder  shadow  which  con- 
tained numerous  small  stellate  densities.  These 
were  interpreted  as  representing  gallstones.  At 
this  time  he  showed  a RBC  count  of  3,260,000  with 
73  percent  Hb.  (11  gms.)  and  had  a sedimentation 
rate  of  27.5  mm.  (uncorrected)  in  one  hour.  He  was 
discharged  on  Sept.  21,  with  the  diagnosis  of 
chronic  cholecystitis  with  cholelithiasis. 

His  second  admission  was  on  Sept.  28,  1949  for 
cholecystectomy.  At  operation  a moderately  dis- 
tended, thick  walled  gallbladder  with  several  small 
stones,  0.5  to  0.8  cm.  in  diameter,  was  found.  The 
stomach  and  duodenum  appeared  normal,  and  there 
were  a few  small  white  areas  in  the  liver  which 
appeared  to  represent  scar  tissue,  probably  from 
an  old  hepatitis.  Prophylactic  appendectomy  was 
carried  out  at  this  time.  Sections  of  the  gall- 
bladder showed  the  papillae  to  be  flattened,  the 
wall  to  be  moderately  thickened  and  to  show  some 
round  cell  infiltration.  He  had  an  uneventful, 
afebrile  post  operative  course  and  was  discharged 
in  a good  condition  on  Oct.  8. 

He  was  next  admitted  on  Nov.  1,  1949  at  which 
time  it  was  stated  that  the  pain  had  grown  worse 


in  the  past  few  weeks.  It  appears  that  he  had 
vomited  frequently  following  the  operation.  The 
pain  came  on  at  indefinite  times  during  the  day 
and  did  not  appear  to  be  related  to  meals.  He 
had  had  no  tarry  or  clay  colored  stools  but  had 
had  considerable  constipation.  Examination  showed 
his  operative  incision  to  be  well  healed.  The  exam- 
ination was  essentially  negative  save  for  moderate 
tenderness  in  the  left  upper  quadrant  near  the 
midaxillary  line  the  area  to  which  the  majority 
of  his  pain  was  referred.  At  this  time  he  was 
afebrile,  showed  a WBC  count  of  11,300,  Hb.  of  77 
percent  (llpj  gms.).  Urinalysis  was  negative.  Blood 
non-protein  nitrogen  and  sugar  within  normal 
limits.  Spinal  fluid  was  normal.  The  blood  showed 
a negative  Wasserman,  a corrected  sedimentation 
rate  of  16  mm.  in  one  hour  with  a hematocrit  of 
34  mm.  He  was  thought  to  have  signs  of  partial 
intestinal  obstruction  and  repeated  x-ray  studies 
showed  loops  of  small  bowel.  Nevertheless  a 
Miller-Abbott  tube  was  passed  which  progressed 
to  the  ileocecal  valve  within  several  hours.  He 
was  discharged  improved  on  Nov.  9,  with  the 
diagnosis  of  intestinal  obstruction  due  to  unde- 
termined cause. 

The  last  admission  was  on  December  11,  1949. 
At  this  time  he  stated  that  three  nights  before 
admission  he  vomited  blood  and  passed  some  tarry 
stools.  He  also  stated  that  he  had  lost  8 to  10 
pounds  in  weight  in  the  past  week  or  so.  The 
patient  appeared  to  be  a thin,  swarthy  man  of 
about  58  years  of  age  having  marked  pallor.  Blood 
pressure  was  140/70,  pulse  88,  temperature  99. 
Otherwise  the  examination  was  essentially  nega- 
tive except  for  the  well-healed  surgical  incision. 
No  tenderness  or  masses  were  noted  in  the  abdomen 
and  no  palpable  viscera  were  felt.  There  was  a 
slight  left  inguinal  hernia.  On  admission  the  RBC 
count  was  1,750,000,  WBC  count  11,200  and  the 
Hb.  was  less  than  49%.  Differential  count  showed 
83  percent  polys,  17  percent  lymphs.  Blood  non- 
protein nitrogen  was  21  mgms.  Urinalysis  was 
negative.  Stools  were  strongly  positive  for  occult 
blood. 

An  early  Sippy  type  of  regime  was  begun  and 
he  was  given  repeated  blood  transfusions.  During 
the  third  hospital  day  his  temperature  rose  to  103 
degrees  but  gradually  subsided  during  the  next 
24  hours,  and  then  remained  normal  during  the 
following  week.  Following  several  blood  trans- 
fusions his  RBC  count  rose  to  3,500,000,  Hb.  to 
75  percent  (11  gms.)  on  Dec.  20. 

In  spite  of  sedatives  and  a strict  dietary  regime 
his  pain  continued,  so  much  so  that  he  frequently 
needed  codeine.  Retrograde  pyelograms  and  barium 
enema  were  negative.  Gastroscopic  examination 
was  performed  on  December  23,  but  no  active 
bleeding  nor  ulcer  could  be  demonstrated.  He 
continued  to  be  about  the  same  until  early  in 
the  morning  of  December  28  when  he  complained 
of  pain  in  his  side  and  vomited  about  20  cc.  of 
bright  red  blood.  Shortly  thereafter  his  blood 
pressure  was  found  to  be  90/60  and  he  was  given 
an  immediate  transfusion.  On  this  date  the  RBC 
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count  was  3,080,000  and  the  Hb.  52  percent  (8 
gms.)  Early  on  the  morning  of  December  29,  he 
suddenly  became  pulseless  and  apprehensive.  The 
blood  pressure  fell  to  0 and  he  expired  at  4:20  A.M. 

Clinical  Discussion 
(Dr.  A.  M.  Patterson) 

The  significant  clinical  findings  were,  first 
his  pain  in  the  left  upper  abdomen  with  ra- 
diation into  the  left  chest  and  flank.  This 
pain  was  relieved  earlier  by  alkali ; more 
recently  he  obtained  no  relief  from  antacids 
nor  food.  The  X-ray  findings  some  years 
ago  were  those  of  an  ulcer.  X-ray  exami- 
nation in  September  1949  was  negative. 
Following  cholecystectomy,  at  which  time 
no  pathologic  changes  were  demonstrated 
in  the  stomach  or  duodenum,  the  pain  re- 
turned still  radiating  to  the  left.  This  story 
would  suggest  that  the  ulcer  of  some  years 
ago  had  possibly  healed,  and  that  the  patient 
now  had  some  new  disease. 

The  massive  hematemesis  and  melena 
would  suggest  the  possibility  of  esophageal 
varix,  diffuse  acute  gastritis  or  a penetrat- 
ing ulcer.  The  radiation  of  the  pain  would 
point  away  from  the  duodenum  as  its  origin. 
The  liver  findings  at  operation  would  tend 
to  rule  out  esophageal  varix  since  cirrhosis 
of  the  liver  is  the  most  common  cause  of 
such  a condition.  No  mention  was  made 
of  the  spleen.  In  the  absence  of  ulcer 
findings  upon  X-ray  study  in  September  and 
at  operation  acute  diffuse  gastritis  might 
well  have  to  be  considered.  Gastroscopic 
examination  would  be  most  desirable  for 
such  a diagnosis  but  since  this  examination 
did  not  reveal  the  origin  of  the  bleeding  the 
clinician  is  at  a great  loss  in  explaining  the 
symptomatology.  Because  the  first  bleeding- 
subsided  spontaneously  conservative  treat- 
ment certainly  was  in  order.  At  the  time 
of  the  last  hemorrhage  death  came  so  rapid- 
ly that  opportunity  was  not  afforded  for 
more  active  treatment. 

In  restrospect  the  question  arises,  why 
was  this  patient  not  given  the  benefit  of 
a surgical  attack  upon  the  bleeding  point, 
namely  ligation  of  the  bleeding  vessel  with 
gastric  resection?  Such  a procedure  is  a 
heroic  emergency  measure  used  only  to  save 
a patient  who  is  expected  to  bleed  to  death, 
provided  it  is  reasonable  to  believe  that  the 
condition  is  operable.  To  make  such  a pro- 


cedure practicable  several  conditions  must 
be  present:  first,  the  bleeding  must  be  from 
a lesion  amenable  to  surgery  and  second,  the 
bleeding  must  be  of  such  a nature  that  time 
is  available  to  arrange  for  an  operation. 

Had  it  been  suspected  that  this  patient 
had  a penetrating  ulcer,  he  might  have  been 
cured  by  operation  after  his  first  hem- 
orrhage. Without  such  knowledge,  what 
operative  procedure  would  the  surgeon  be 
able  to  plan ! No  ulcer  had  been  found  by 
exploration  nor  by  X-ray  or  gastroscopic 
examination.  The  last  episode  of  bleeding 
was  so  rapid  that  the  patient  could  not  have 
been  taken  to  the  operating  room  before  he 
died. 

This  case  emphasizes  the  fact  that  some 
ulcers  are  so  located  that  they  cannot  be 
found.  Furthermore,  that  they  can  bleed 
so  rapidly  and  massively  that  the  patients 
are  doomed.  The  only  hopeful  fact,  how- 
ever, is  that  such  cases  represent  a small 
percentage  of  those  patients  who  have  bleed- 
ing ulcers. 

AUTOPSY  PROTOCOL 

The  autopsy  was  performed  three  hours  post 
mortem.  The  body  was  that  of  a fairly  well 
developed,  rather  poorly  nourished  man  of  about 
his  stated  ag'e  of  57  years.  The  mucous  mem- 
branes and  nail  beds  showed  a marked  pallor. 
There  was  a well  healed  hockey  stick  incision  of 
the  right  side  of  the  abdomen.  Otherwise  gross 
inspection  of  the  body  revealed  nothing  remark- 
able. 

Examination  of  the  peritoneal  cavity  revealed 
a distended  stomach  and  absence  of  the  gallbladder. 
Otherwise  the  viscera  were  normally  disposed  and 
the  peritoneal  surfaces  were  everywhere  smooth 
and  glistening.  The  pleural  surfaces  of  the  left 
chest  were  densely  adherent  by  tough,  fibrous  ad- 
hesions. The  right  chest  and  pericardium  were 
intact.  Gross  and  microscopic  examination  of  the 
heart  and  aorta  revealed  nothing  remarkable.  The 
lungs  showed  slight  edema  and  congestion  of  the 
dependent  portions  as  well  as  the  thickened  pleura 
over  the  left  lung. 

The  stomach  was  distended  with  approximately 
2,800  cc.  of  dark  blood  and  clots.  No  masses  or 
perforation  were  defined  on  removal  of  the 
stomach,  duodenum  and  pancreas.  It  was  only 
after  opening  the  stomach  that  a large  ulcer  8 cms. 
in  diameter  was  observed  along  the  lesser  curva- 
ture posteriorly.  The  pancreas  served  as  the  base 
of  the  ulcer.  In  the  mid  portion  of  the  ulcer 
there  was  an  eroded  artery,  2mm.  in  diameter, 
protruding  from  the  pancreas  with  its  lumen  open 
into  the  gastric  cavity.  The  edges  of  the  ulcer 
were  clean,  firm  and  not  friable.  Areas  of  fat 
necrosis  and  scarring  were  demonstrated  about  the 
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base  of  the  ulcer.  Microscopically  the  base  of  the 
ulcer  showed  necrosis,  granulation  tissue  and  scar 
tissue.  Acute  exudate  and  round  cell  infiltration 
were  observed  but  no  evidence  of  any  malignant 
change  was  detected. 

Pancreatic  tissue  served  as  the  base  of  the  ulcer 
and  here  the  pancreas  showed  polymorpho-nuclear 
and  round  cell  infiltration  as  well  as  scarring  and 
fat  necrosis.  Adjacent  lymph  nodes  were  edematous. 
The  duodenum  was  markedly  distended  with  blood, 
and  the  jejunum  ileum  and  colon  contained  lesser 
amounts  of  blood.  Gross  and  microscopic  exami- 
nation of  the  liver,  spleen,  adrenals,  kidneys,  blad- 
der, prostate,  and  testicles  showed  these  organs 
to  be  essentially  intact. 

Pathological  Discussion 
(Dr.  Jack  Adams) 

This  case  represents  one  of  acute  blood 
loss  and  death  resulting  from  a benign 
gastric  ulcer  penetrating  interiorly  and 
posteriorly  into  the  pancreas.  The  left  sided 
pain  revealed  in  the  history  is  confusing  but 
is  that  of  mid  pancreatic  irritation. 

The  large  (8  cm.  in  diameter)  size  of  the 
ulcer  serves  to  emphasize  the  fact  that  the 
size  of  an  ulcer  alone  has  little  to  do  with  its 
benign  or  malignant  nature.  It  is  obvious 
that  the  admission  of  the  pancreatic  secre- 
tions to  the  base  of  the  ulcer  caused  it  to 
expand  rapidly  and  to  erode  a major  artery. 
Six  days  prior  to  death  gastroscopic  exami- 


nation failed  to  reveal  the  ulcer.  Neither 
did  a gastrointestinal  series  nor  abdominal 
exploration  approximately  3 months  before 
death  reveal  the  lesion.  This  serves  to  em- 
phasize the  fact  that  the  patient’s  history 
is  not  to  be  discounted  and  that  it  fre- 
quently is  a more  reliable  index  to  the 
diagnosis  of  gastric  ulcer  than  the  X-ray, 
gastroscopic  examination  or,  even  as  in  this 
case  of  posterior  ulcer,  abdominal  explora- 
tion. Even  at  autopsy  the  ulcer  was  not 
palpated  or  detected  grossly  until  the 
stomach  had  been  opened  and  inspected. 

Gastric  ulcers  are  more  prone  to  give  a 
serious,  hemorrhagic  crisis  than  are  duo- 
denal ulcers.  The  latter  are  more  likely 
to  perforate  or  obstruct.  Gastric  ulcers 
located  beyond  the  midportion  of  the 
stomach  are  frequently  malignant  regard- 
less of  their  location  on  the  lesser  or  greater 
curvature. 

Final  Diagnosis 

1.  Death  due  to  acute  blood  loss  resulting 
from  a benign  gastric  ulcer  penetrating  into 
the  pancreas. 

2.  Acute  and  chronic  pancreatitis  due  to 
penetrating  gastric  ulcer. 

3.  Pulmonary  edema  and  congestion. 

4.  Fibrous  pleurisy,  left. 


Gelfoam,  Vaginal  Smear,  and  Biopsy  in  the  Diag- 
nosis of  Uterine  Carcinoma.  Rich,  J.,  M.D., 
Angrist,  A.  A.,  M.D.,  and  Carpenter,  F.,  M.D.  Am. 
J.  Obst.  and  Gynec.,  59:1029,  May.  1950. 

The  vaginal  smear  in  the  diagnosis  of  uterine 
carcinoma  as  developed  by  Papanicolaou  and  Traut 
is  now  used  extensively.  Less  widely  known  and 
used  is  the  Gelfoam  sponge  biopsy  method  intro- 
duced by  Gladstone.  Both  methods  are  made  pos- 
sible by  the  exfoliation  of  individual  cells  and 
sheets  of  cells  from  normal  and  pathological  epi- 
thelial surfaces.  The  possibility  of  frequent  repe- 
tition without  trauma  and  their  simplicity  are  dis- 
tinct advantages  of  these  methods.  The  purpose 
of  this  investigation  was  to  test  the  Gelfoam  meth- 
od, compare  it  with  the  Papanicolaou  smear,  and  to 
present  findings  in  a series  of  suspicious  cases  fol- 
lowed on  the  Gynecological  Service  at  Queens  Gen- 
eral Hospital  in  which  biopsy,  vaginal  smear,  and 
Gelfoam  methods  were  used.  The  results  of  a 
comparison  of  the  formal  biopsy,  and  exfoliative 
cytological  studies,  by  means  of  the  Papanicolaou 


smear  technique  and  the  Gladstone  Gelfoam  pro- 
cedure, are  presented  in  sixty-eight  cases  of  sus- 
pected uterine  malignancy.  The  Papanicolaou 
smear  technique  and  the  Gelfoam  biopsy  method 
are  found  to  be  worthy  adjuncts  in  the  diagnosis 
of  carcinoma  of  the  cervix.  The  Gelfoam  biopsy 
procedure  is  superior  from  the  standpoint  of  time 
saving  and  can  readily  approach  the  accuracy  of 
the  vaginal  smear.  A procedure  is  recommended 
which  permits  the  vaginal  smear  and  the  Gelfoam 
biopsy  to  be  combined  in  a single  study.  It  is  in- 
correct to  replace  the  formal  biopsy  by  such  pro- 
cedures. Occasionally  the  exfoliative  studies  will  be 
positive  and  no  focal  lesion  for  biopsy  will  be  de- 
tectable. Under  such  circumstances  and  when  the 
initial  biopsy  is  negative,  the  authors  believe  that 
a knife  conization  of  the  cervix  should  be  done  and 
the  specimen  sent  to  the  laboratory  with  request 
for  a complete  survey  by  multiple  block  sections. 

(Abstracted  by  Hamilton  V.  Gayden,  M.D.,  Nash- 
ville.) 
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With  this  issue  your  new  Secretary-Edi- 
tor assumes  responsibility  for  The  Journal 
of  the  Tennessee  State  Medical  Associ- 
ation. This  then  is  the  time  to  set  down 
his  philosophy  of  the  functions  of  the  of- 
ficial organ  of  the  State  Medical  Association. 

For  more  than  a quarter  of  a century 
your  editor  has  been  enrolled  in  the  ranks 
of  medical  organizations  and  has  entered 
into  the  activities  of  his  county  and  state 
societies.  During  these  years  he  has  some- 
time devoted  his  activities  solely  to  the 
private  practice  of  medicine,  though  most 
of  the  years  have  been  given  to  academic 
medicine.  These  experiences  provide  the 
backdrop  for  the  editorial  policy  which  it 
is  hoped  may  be  fulfilled. 

It  appears  that  the  Journal  of  a state 
medical  society  should  provide  a varied 
fare  of  scientific,  organizational  and  per- 
sonal elements. 

Primarily,  the  medical  profession  is  en- 
gaged in  the  application  of  scientific  and 
allied  methods  to  the  care  of  the  sick.  For 
some  few  of  us  the  Journal  may  be  the 
only  medical  publication  read  regularly. 
Therefore,  a prime  objective  of  a medical 
journal  must  be  to  provide  a certain  amount 
of  food  for  thought.  The  contents  of  a med- 
ical paper,  as  well  as  other  material,  must 
be  in  such  a form  that  it  may  be  easily 
digested  and  utilized  in  everyday  practice. 
Therefore,  in  general,  a state  journal  is  not 


the  place  for  the  recording  of  the  results 
of  research  nor  for  the  cataloging  nor  de- 
scription of  the  untried.  Your  editor  feels 
that  there  is  much  virtue  in  presenting  clin- 
ical material  in  informal  ways  rather  than 
in  the  common  didactic  manner.  The  latter 
type  of  presentation  so  often  leaves  too 
little  impression,  especially  if  read  at  a 
sleepy  moment.  Most  of  us  prefer  to  be 
challenged  rather  than  be  spoon-fed.  It  is 
our  hope  that  mental  stimulus  may  be  pro- 
vided by  the  scientific  material  to  be  pre- 
sented in  coming  months. 

A state  journal  is  the  official  organ  of  a 
group  in  the  medical  profession.  Therefore, 
it  has  a necessary  function  in  acquainting 
the  membership  with  the  new  developments 
in  the  social  and  economic  sphere,  where 
and  when  it  touches  upon  the  practice  of 
medicine.  This  is  doubly  imperative  in 
these  days  of  a seemingly  inexorable  chang- 
ing of  things  which  have  always  been  con- 
sidered so  fundamental  in  American  life. 
The  practice  of  medicine  seems  to  be  caught 
in  the  quick-sand  which  is  already  choking 
and  has  engulfed  other  human  activities. 
Thus  we  must  be  kept  aware  of  any  moves 
which  might  circumscribe  our  freedom  of 
thought  or  action  not  only  as  physicians 
but  as  citizens. 

Lastly,  since  this  is  the  official  organ  of  a 
small  segment  of  society  it  should,  like  the 
small  town  newspaper,  have  a neighborly 
element  in  its  news.  The  majority  of  the 
members  of  our  Association  are  alumni  of 
one  or  the  other  of  the  two  medical  schools 
within  the  borders  of  the  State.  Therefore 
the  readers  of  The  Journal  should  hear 
of  the  medical  and  other  activities  of  their 
former  classmates,  fraternity  brethren, 
friends  and  acquaintances.  Likewise,  the 
activities  in  the  constituent  county  societies 
should  be  of  interest  to  many  readers  of  The 
Journal.  Your  Editor  begs  that  the  secre- 
tary of  each  county  society  be  a reporter  for 
The  Journal.  The  Editor  has  no  other 
means  of  gathering  such  personal  news. 

Taken  together  these  several  functions  of 
the  journal  of  a state  medical  association 
constitute  in  effect  a historical  document. 
Fortunately,  in  each  generation  there  are 
one  or  more  physicians  interested  in  the 

( Continued  on  page  210) 
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VETERAN  PATHOLOGIST,  LEADING  CITIZEN,  NEW  ASSOCATION  HEAD 


Ralph  Horace  Monger  was  born  in  Knox 
County,  Tennessee  on  September  11,  1896. 

When  he  was  very  young  his  parents 
moved  to  Lenoir  City,  Tennessee  where  he 
received  his  elementary  education  and  three 
years  high  school.  He  then  moved  to  Knox- 
ville and  completed  his  high  school  course 
at  Knox  County  Central  High  School.  He 
entered  the  University  of  Tennessee  the  fall 
of  1915,  completed  two  years  of  pre-medical 
study,  and  then  entered  the  Medical  De- 
partment of  the  University  of  Tennessee  in 
1917.  He  received  his  M.D.  degree  in  1921. 

After  serving  an  internship  at  St. 
Joseph’s  Hospital  in  Memphis,  he  spent  a 
short  time  on  the  Resident  Staff  of  the 
Knoxville  General  Hospital.  Leaving  here 
he  went  to  the  Lankenau  Hospital  in  Phil- 
adelphia and  was  there  six  months  in  Sur- 
gical Pathology  under  Dr.  Stanley  P.  Rei- 
man. He  then  went  to  the  City  Hospital 
in  Cleveland,  Ohio,  as  resident  pathologist 
for  one  year.  Following  this  residency  he 
served  one  year  as  chief  pathologist.  He 
was  a member  of  the  medical  staff  of 
Western  Reserve  University,  in  the  Depart- 
ment of  Pathology  under  Dr.  Howard  T. 
Karsner.  He  then  returned  to  Knoxville 
and  was  first  Pathologist  to  the  Riverside 
Hospital  which  later  merged  with  Fort 
Sanders  Hospital.  He  has  served  as  Pathol- 
ogist at  this  hospital  for  twenty-two  years. 
He  has  served  as  Pathologist  to  the  Knox- 
ville General  Hospital  for  twenty  years.  He 
organized  the  Pathology  Department  of  St. 
Mary’s  Memorial  Hospital  and  served  as 
pathologist  for  seventeen  years,  when  ex- 
pansion of  the  hospital  required  a full-time 
pathologist.  He  also  opened  the  laboratory 
and  served  as  Pathologist  at  the  East  Ten- 
nessee Baptist  Hospital  for  eight  months 
until  a full-time  pathologist  could  be  ob- 
tained. He  is  director  of  the  laboratory 
at  the  Acuff  Clinic. 


He  is  a member  of  the  Knoxville  Academy 
of  Medicine  and  served  as  its  President  in 
1930.  At  the  present  time  he  is  serving 
his  seventh  year  as  Secretary  of  the  Acad- 
emy. 

He  is  on  the  Staff  of  Knoxville  General 
Hospital,  where  he  served  as  Chief  of  Staff 
for  three  years  and  was  Secretary  of  the 
Staff  for  four  years  ; Fort  Sanders  Hospital, 
where  he  served  as  Chief  of  Staff  for  two 
years;  and  the  East  Tennessee  Baptist 
Hospital. 

He  is  a member  of  the  radio-isotope  com- 
mittee of  the  University  of  Tennessee  Hos- 
pital and  a member  of  the  faculty  of  the 
University  of  Tennessee  in  the  department 
of  Hygiene. 

He  is  a member  of  the  American  Medical 
Association,  Southern  Medical  Association, 
Fellow  of  the  American  Society  of  Clinical 
Pathologists.  He  has  been  a member  of  the 
State  Cancer  Committee  for  fifteen  years, 
serving  as  chairman  for  seven  years.  He  is 
a member  of  the  Scientific  Committee,  and 
has  served  on  the  Post-Graduate  Commit- 
tee; has  been  a member  of  the  Nursing 
Education  and  Nursing  Practice  Committee 
for  fourteen  years. 

He  is  a member  of  the  Fifth  Avenue 
Baptist  Church ; member  and  past  president 
of  the  Knoxville  Optimist  Club,  has  served 
two  years  as  governor  of  the  eleventh  dis- 
trict and  has  served  as  vice-president  of 
Optimist  International.  He  is  a member  of 
the  Cherokee  Country  Club. 

He  married  Ivy  Boudreau  from  St.  Lan- 
dry Parish,  Louisiana,  and  has  two  chil- 
dren, Mary  Ruth  Monger,  a student  at  the 
University  of  Tennessee,  and  Ralph  Monger, 
Jr.,  a pre-medical  student  at  Harvard  Uni- 
versity. 

Dr.  Ralph  Monger  is  well  worthy  of  this 
honor  bestowed  upon  him  and  will  faith- 
fully perform  all  duties  assigned  thereto. 

— E.  R.  Z. 
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historical  background  of  their  professional 
activities.  There  are  no  records  the  his- 
torically minded  doctor  can  turn  to  for  the 
medical  history  provided  by  a group  as  small 
as  a state  medical  society  other  than  its 
Journal.  Thus  the  Journal  of  The  Ten- 
nessee Medical  Association  becomes  the 
archives  of  Tennessee  medicine  and  that 
which  touched  it  at  the  mid-century  mark. 

The  By-law  relating  to  the  secretarial 
staff  and  passed  by  your  House  of  Dele- 
gates at  the  last  annual  meeting,  fortunate- 
ly provided  for  a committee  to  act  in  an 
advisory  capacity  to  the  Secretary-Editor. 
He  is  most  happy  to  have  a group  of  able 
physicians  to  whom  he  may  turn  for  advice. 

Before  closing  these  comments,  your  Edi- 
tor must  be  humble  in  anticipation  of  the 
many  errors,  seeming  or  real,  he  will  com- 
mit. Feelings  will  be  injured  if  material 
submitted  for  publication  is  not  used.  Your 
Editor  must  fall  back  upon  his  judgment 
as  to  what  is  best,  just  as  he  must  in  ad- 
vising for  or  against  an  operation  or  other 
medical  technic.  But  in  doing  so  he  does 
it  not  with  a sense  of  infallibility. 

R.  H.  K. 


CORTISONE  AND  ACTH 

One  of  the  exciting  things  about  the  prac- 
tice of  medicine  is  that  one  cannot  anticipate 
when  new  knowledge  will  light  another  cor- 
ner in  the  dark  passages  of  the  medically 
unknown.  To  me  these  past  thirty  years 
have  contained  exciting  movements, — insu- 
lin in  diabetic  coma,  liver  in  pernicious  ane- 
mia, the  sulfonamides  and  then  the  anti- 
biotics in  the  control  and  cure  of  formerly 
fatal  infections. 

It  was  a dramatic  episode  to  hear  Hench 
and  Kendall  and  their  associates  present 
their  preliminary  report  upon  the  effect  of 
a hormone  of  the  adrenal  cortex,  cortisone, 
and  of  pituitary  adrenocorticotropic  hor- 
mone, ACTH,  upon  rheumatoid  arthritis 
and  rheumatic  fever.  (The  sixty-second 
session  of  the  Association  of  American  Phy- 
sicians, May  3,  1949.)  This  was  the  culmi- 
nation of  work  begun  by  these  authors  in 
1929  as  the  result  of  the  observations  that 
intercurrent  jaundice  or  pregnancy  exerted 
a favorable  effect  upon  rheumatoid  arthri- 
tis. The  moving  pictures  of  the  incapacity 


of  the  patients  before  treatment,  the  relief 
of  their  disabilities  during  treatment,  and 
their  relapse  into  the  former  state  with  the 
cessation  of  treatment,  was  one  not  to  be 
forgotten.  But  in  this  preliminary  report 
the  authors  warned  of  certain  shortcomings 
and  untoward  by-effects  from  the  use  of 
these  substances. 

As  was  to  be  expected,  promptly  a great 
clamor  arose  for  treatment  on  the  part  of 
those  suffering  from  one  of  the  most  com- 
mon of  chronic  diseases.  The  making  of 
ACTH  is  long,  tedious,  and  expensive.  Only 
in  more  recent  months  is  it  reaching  the 
hands  of  investigators  in  clinical  and  exper- 
imental medicine. 

Now  there  is  hardly  a scientific  medical 
program  which  does  not  list  several  papers 
dealing  with  these  substances.  They  have 
been  used  in  dozens  of  diseases  and  condi- 
tions with  variable  success.  The  results  are 
startling  in  some  of  these.  The  course  of 
rheumatoid  arthritis  and  rheumatic  fever 
were  reversed  by  Hench  and  his  associates. 
It  is  only  natural  that  other  allied  diseases 
such  as  disseminated  lupus,  periarteritis 
nodosa,  and  scleroderma  should  be  attacked 
by  these  new  substances,— again  successful- 
ly. Then  other  diseases  representing  sen- 
sitivity tissue  reactions  were  treated  ex- 
perimentally. Intractable  asthma,  urti- 
caria, and  hay  fever  responded  well  to  treat- 
ment. The  nasal  polyps  of  allergic  rhinitis 
melted  away. 

As  dramatic  as  the  results  of  treatment 
have  been  in  chronic  disabling  and  even 
fatal  disease,  the  almost  certain  relapse  with 
cessation  of  treatment  has  been  disappoint- 
ing though  not  unexpected.  (A  few  pa- 
tients have  tolerated  ACTH  for  months  and 
have  been  asymptomatic  to  relapse  after 
cessation  of  treatment.)  Those  who  have 
had  the  opportunity  to  use  ACTH  for  longer 
periods  of  time  have  encountered  psychotic 
manifestations  in  some  patients  necessitat- 
ing discontinuance  of  its  administration.  In 
women,  hirsutism,  virilism,  and  amenorrhea 
have  occurred,  though  these  are  reversible 
with  the  stopping  of  treatment. 

Though  relapse  in  chronic  disease  is  the 
usual  after  these  drugs  are  withdrawn,  they 
may  have  a place  in  the  treatment  of  acute 
disease  which  would  be  self-limited  in  any 
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event.  Thus  severe  urticaria  may  be 
stopped  without  relapse.  The  course  of 
exfoliative  dermatitis  has  been  reduced 
from  weeks  to  days,  again  without  relapse. 
If  an  attack  of  acute  rheumatic  fever  with 
carditis  can  be  stopped  in  days,  the  preven- 
tion of  rheumatic  valvular  heart  disease 
may  for  the  first  time  be  possible. 

Though  these  substances  may  appeal  to 
the  layman  and  to  the  practicing  physician 
because  of  their  curative,  or  at  least  ameli- 
orating effect,  we  should  not  lose  sight  of 
their  greater  significance  in  the  study  of 
fundamental  tissue  processes.  They  are 
powerful  tools  and  as  such  may  force  the 
lock  to  an  understanding  of  biologic  proc- 
esses which  will  truly  explain  the  “why”  of 
rheumatoid  arthritis  and  other  diseases.  If 
fundamental  tissue  derangements  are  un- 
derstood, rational  specific  treatment  be- 
comes a possibility.  No  doubt  Hench  had 
something  of  this  in  mind  when  he  closed 
the  discussion  of  his  preliminary  report  in 
May,  1949.  He  ended  by  remarking.  “I 
might  say  we  certainly  realize  ourselves 
that  this  may  not  be  the  beginning  of  the 
end,  but  only  the  end  of  the  beginning.”1 

R.  H.  K. 


A Tribute  to  Dr.  Robert  Bailey  Griffin 

The  Lauderdale  County  Medical  Society 
regrets  the  loss  of  one  of  its  valuable  mem- 
bers, Dr.  R.  B.  Griffin  of  Ripley,  who  died 
on  April  12,  1950,  at  the  age  of  73. 

Dr.  Griffin  received  his  medical  degree 
from  Vanderbilt  in  1898.  He  immediately 
entered  practice  at  Ripley  and  practiced 
there  until  1928.  He  then  joined  the  Ten- 
nessee State  Health  Department  and  was 
health  officer  at  Ripley  from  1928  to  1937. 
He  was  Regional  Health  Director  in  Georgia 
from  1937  to  1946.  He  then  returned  to 
Ripley  and  was  Health  Officer  there  until 
his  death. 

He  was  a member  of  the  Lauderdale 
County  Medical  Society,  the  Tennessee  State 
Medical  Association,  the  American  Medical 
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Association,  and  the  American  Public 
Health  Association. 

Dr.  Griffin  took  a leading  interest  in  all 
the  works  of  the  Lauderdale  County  Medical 
Society,  and  was  highly  instrumental  in 
bringing  an  active  Health  Department  to 
Lauderdale  County. 

He  was  a man  of  excellent  character  and 
a member  of  the  Methodist  Church  who  will 
be  remembered  in  this  county  for  his  good 
works. 

Together  with  the  members  of  his  family, 
we  mourn  his  passing. 

Lauderdale  County  Medical  Society 


Andrew  L.  Rule,  M.D. 

Andrew  L.  Rule,  M.D.,  Knoxville;  Lincoln 
Memorial  University  Medical  Department, 
Knoxville,  1902;  aged  73;  died  May  13, 
1950. 


Carl  R.  Crutchfield,  M.D. 

Carl  R.  Crutchfield,  M.D.,  Nashville;  Van- 
derbilt University  School  of  Medicine,  1915; 
aged  59;  died  May  25,  1950. 


M.  F.  Walker,  M.D. 

News  has  been  received  of  the  recent 
death  of  M.  F.  Walker,  M.D.,  89,  of  Santa 
Fe;  University  of  Tennessee,  1890. 


Joseph  D.  Cleveland,  M.D. 

Joseph  D.  Cleveland,  M.D.,  Memphis; 
University  of  Illinois,  1926 ; aged  51 ; died 
April  12,  1950. 


In  Memoriam 

In  the  passing  of  our  confrere  and  fellow 
worker,  Dr.  Walter  Sharber  Dooley,  on  the 
24th  day  of  January,  1950,  we,  a committee 
appointed  from  the  Five  County  Medical 
Society  at  its  meeting  March  16.  1950,  to 
draft  resolutions  in  respect  to  him,  make  the 
following  statements: 

Before  offering  the  resolution  we  wish  to 
make  some  remarks  which  we  feel  are  ap- 
propriate concerning  Dr.  Dooley.  He  was 
born  in  Maury  County,  Tenn.,  on  January 
30.  1885.  He  received  his  M.D.  degree  from 
the  University  of  Tennessee  in  1910.  He 
was  married  to  Miss  Lillie  Gernt  of  James- 
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town,  Tenn.  He  practiced  medicine  in  Fen- 
tress County,  Tenn.,  until  1924,  at  which 
time  he  moved  his  family  to  Crossville, 
Tenn.,  where  he  continued  in  his  chosen 
work  until  the  time  of  his  death. 

He  was  a member  of  the  Cumberland 
County  Medical  Society,  of  the  Tennessee 
State  Medical  Association,  of  the  American 
Medical  Association,  and  other  affiliated 
societies.  He  had  a large  acquaintance  and 
practice.  He  had  a lovable  disposition  and 
appreciated  the  opportunity  of  doing  some- 
thing for  suffering  humanity. 

Ur.  Dooley  enjoyed  life  and  appreciated 
working  in  his  profession.  While  with 
many  sick  people  he  had  labored  at  their 
bedside  to  ease  their  pain  and  save  their 
lives,  he  in  his  last  few  brief  moments  could 
do  nothing  for  himself. 

Therefore  be  it  resolved:  We,  the  mem- 
bers of  the  Five  County  Medical  Society, 
composed  of  Cumberland,  Jackson,  Overton, 
Putnam,  and  White  Counties,  in  memory  of 
our  departed  comrade,  wish  to  express  our 
deepest  and  sincerest  sympathy  to  his  be- 
loved wife  and  children,  and  all  loved  ones 
who  have  suffered  a great  loss  at  his  pass- 
ing. 

Be  it  further  resolved:  That  a copy  of 
these  expressions  be  mailed  to  his  wife  and 
family,  and  that  a copy  be  sent  to  the  Ten- 
nessee State  Medical  Journal  for  publica- 
tion. and  that  a copy  be  written  in  the  min- 
utes of  this  organization. 

Committee  on  Resolutions: 

V.  L.  Lewis,  M.D.,  Chairman 

W.  M.  Brown,  M.D. 

H.  F.  Lawson,  M.D. 


Loss  Expressed 

On  November  21,  1949,  death  came  sud- 
denly to  our  friend  and  colleague,  Dr.  Alfred 
Parker  Smith,  in  his  forty-seventh  year. 
Our  sense  of  loss  does  not  diminish  with 
the  passing  of  time  and  we  are  reminded 
daily  that  one  who  was  not  expendable  has 
gone  from  us  at  the  zenith  of  his  greatest 
service. 

Dr.  Smith  was  graduated  from  the  Medi- 
cal School  of  the  University  of  Tennessee 
in  1930  and  interned  at  the  General  Hospital 


of  Nashville.  He  returned  to  his  native 
county  to  practice  medicine  and  there  he 
built  a hospital  at  the  county  seat  in  Win- 
chester, continuing  to  operate  the  hospital 
and  to  enlarge  its  building,  equipment  and 
the  scope  of  its  services  until  the  time  of 
his  death.  During  these  years  he  served 
as  President  of  the  Franklin  County  Medi- 
cal Society  and  in  various  other  offices  of 
the  Society. 

Dr.  Smith’s  unflagging  devotion  to  the 
practice  of  medicine  and  his  refusal  to  spare 
himself  at  any  time  that  he  was  needed, 
that  is  to  say  at  all  times,  had  become 
legendary  long  before  his  death.  His  seren- 
ity, his  patience  and  generosity,  his  ability 
to  proceed  without  hurry  through  unending 
demands  on  his  time  are  qualities  which  en- 
deared him  to  all  who  knew  him. 

Dr.  Smith’s  contribution  to  medical  facil- 
ities in  Franklin  County  was  enormous 
and,  at  uncounted  personal  sacrifices,  he 
established  and  maintained  an  excellent 
small  hospital,  filling  a great  need  and  lay- 
ing the  foundation  for  continuing  services 
of  high  quality. 

Although  Dr.  Alfred  Parker  Smith  has 
gone  a little  early  before  us,  surely  the  life 
of  such  a man  can  never  end. — Franklin 
County  Medical  Society. 


WHAT'S  NEW  IN 
MEDICINE 


Treatment  of  Histoplasmosis 

At  the  recent  meeting  of  the  American 
Pediatric  Society,  Dr.  Amos  Christie  of  the 
Department  of  Pediatrics,  Vanderbilt  Uni- 
versity School  of  Medicine,  reported  the  use 
of  a new  drug  in  the  treatment  of  progres- 
sive histoplasmosis.  This  material,  ethyl 
vanillate,  has  been  given  a trial  in  the  past 
two  years.  It  was  successful  in  the  treat- 
ment of  five  of  twelve  instances  of  the  dis- 
ease which  is  usually  fatal  in  its  disseminat- 
ed and  progressive  forms. 


Sludging  of  Blood  and  the  Sedimentation  Rate 

In  recent  years  much  interest  has  been 
aroused  in  the  study  of  the  “sludging”  of 
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blood  in  capillaries  as  studied  by  Knisely 
and  others.  Hirsehboeck  and  Woo  of  the 
Department  of  Medicine,  Marquette  Univer- 
sity School  of  Medicine,  Milwaukee,  have 
also  studied  this  phenomenon  in  the  con- 
junctival capillaries  of  persons  ill  with  a 
variety  of  diseases.  (Am.  J.  M.  Sc.,  219: 
538,  1950.)  They  relate  the  sedimentation 
rate  to  the  sludging.  Thus  they  indicate 
that  in  vitro  sedimentation  is  the  manifes- 
tation of  in  vivo  sludging.  These  investiga- 
tors found  a close  correlation  between  the 
degree  of  sludging  and  the  sedimentation 
rate  in  82.4  per  cent  of  619  cases  studied. 


Biosynthesis 

A new  use  for  radioactive  isotopes  in  the 
study  of  matters  related  to  human  physiol- 
ogy was  described  by  Geiling  and  Kelsey  of 
the  Department  of  Pharmacology.  Univer- 
sity of  Chicago,  at  the  last  meeting  of 
the  Association  of  American  Physicians. 
Though  the  pharmacologic  action  of  some 
drugs  has  been  quite  well  understood  for 
years,  their  distribution  in  the  body  and 
their  breakdown  has  in  most  instances  re- 
mained a mystery.  These  investigators 
conceived  the  novel  idea  of  raising  a medic- 
inal plant,  the  foxglove  for  example,  in  an 
atmosphere  containing  a carbon  dioxide,  the 
carbon  atom  of  which  is  radioactive.  (Ra- 
dioactive carbon  fortunately  has  an  exceed- 
ingly long  half-life  making  this  feasible.) 
The  carbon  atoms  of  this  foxglove  plant 
then  are  radioactive.  The  drug  digitalis 
derived  from  this  plant  being  radioactive 
may  be  followed  through  the  storage  and 
breakdown  in  both  the  experimental  animal 
and  in  the  human  subject.  The  same  method 
has  been  applied  to  the  study  of  other 
medicin-al  plants.  A greenhouse  in  minia- 
ture is  being  constructed  so  that  many 
plants  may  be  grown  in  an  atmosphere 
containing  radioactive  carbon  dioxide. 


Treatment  of  Hodgkin's  Disease 

At  a recent  meeting  of  the  Association  of 
American  Physicians,  Rhoads  and  collabo- 
rators of  the  Memorial  Hospital,  New  York, 


reported  on  the  use  of  triethylenemelamine 
in  the  treatment  of  Hodgkin’s  disease  and 
leukemias.  The  drug  is  chemically  related 
to  the  nitrogen  mustards  which  have  been 
used  in  these  diseases  and  like  it  has  an 
ameliorating  effect.  It  may  be  given  orally. 


Infection  in  Radiation  Sickness 

Though  it  has  been  recognized  that  in- 
fection is  a feature  of  radiation  sickness, 
the  problem  had  not  been  studied  experi- 
mentally. Miller,  Hammond,  and  Tompkins 
of  the  Department  of  Medicine  of  the  Uni- 
versity of  Chicago  have  reported  their  in- 
vestigations in  Science  (111:540.  May  19). 
They  gave  a total  body  irradiation  of  600 
r to  585  mice  and  450  r to  1.042  mice.  Of 
the  first  group  they  killed  and  cultured  20 
per  day  from  the  second  to  fifteenth  day 
after  irradiation,  and  of  the  second  group 
35  per  day  from  the  second  to  eighteenth 
day  after  irradiation, — the  total  cultured, 
280  of  the  first  group  and  595  of  the  second. 
(This  did  not  include  the  ones  which  died 
of  radiation  sickness.)  Control  animals 
were  sterile  on  culture.  Of  the  600  r series 
the  highest  incidence  (85  per  cent)  of  posi- 
tive blood  cultures  was  found  on  the  ninth 
day,  the  day  on  which  the  greatest  number 
(9  per  cent)  died.  The  450  r series  showed 
its  highest  bacteriemia  on  the  tenth  day  (54 
per  cent).  Thirty-five  per  cent  of  the  first 
group  had  too  many  colonies  on  culture  to 
be  counted,  whereas  only  20  per  cent  of  the 
second  group  had  such  a heavy  seeding. 
The  bacteriemia  was  in  almost  all  instances 
due  to  one  organism.  All  were  inhabitants 
of  the  lower  bowel. 


Diagnostic  Test  for  Cancer 

A release  from  the  National  Cancer  In- 
stitute of  the  Public  Health  Service  indi- 
cates that  the  Penn  cancer  diagnostic  test 
is  to  “receive  its  first  independent  try-out 
under  the  supervision  of  Dr.  Stuart  W.  Lip- 
pincott  in  Seattle,  where  the  University  of 
Washington  and  the  Public  Health  Service 
maintain  a cooperative  project  for  evaluat- 
ing the  developing  cancer  diagnostic  tests. 
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“The  test  itself  is  based  on  a serum  floc- 
culation (particle-forming)  reaction  discov- 
ered in  blood  from  cancer  patients  by  Dr. 
11.  S.  Penn,  who  developed  it  for  use  as  a 
cancer  diagnostic  test  in  association  with 
Drs.  George  C.  Hall,  Albert  W.  Bellamy, 
and  Andrew  H.  Dowdy,  all  of  the  University 
of  California  at  Los  Angeles. 

“According  to  a report  made  by  Dr.  Hall 
to  the  American  Association  for  Cancer  Re- 
search in  Atlantic  City  two  weeks  ago,  the 
Penn  test  provides  a simple  and  accurate 
means  of  determining  whether  an  individual 
has  cancer.  In  the  test  procedure,  an  ex- 
tract or  antigen  derived  from  human  can- 
cerous liver  tissue  is  added  to  blood  serum 
taken  from  the  person  to  be  tested.  The 
serum  is  said  to  form  particles  in  suspension 
if  the  person  has  cancer,  but  remains  cloudy 
if  he  is  cancer-free. 

“Citing  results  based  on  about  4,500  per- 
sons tested  at  Los  Angeles,  Dr.  Hall  report- 
ed that  the  Penn  test  was  negative  for  99.5 
per  cent  of  normal  persons  and  positive  for 
98.6  per  cent  of  those  with  cancer.  Hospit- 
alized cases  of  arthritis,  liver  disease,  active 
tuberculosis,  syphilis,  and  other  diseases, 
and  pregnancy,  gave  approximately  13  per 
cent  false  positive  reactions.” 


PROGRAMS  AND  NEWS  OP 
MEDICAL  SOCIETIES 


Knoxville  Academy 

The  first  May  meeting  of  the  Knoxville 
Academy  of  Medicine  presented  Dr.  George 
Inge  as  the  essayist  on  the  subject,  “Strep- 
tomycin in  Skeletal  Tuberculosis.”  Drs. 
Leon  J.  Willien  and  D H.  Waterman  direct- 
ed the  discussion. 

The  scientific  session  of  the  second  May 
meeting  featured  Dr.  A.  K.  Morris  as  the 
essayist  discussing,  “Thrombophlebitis.” 
Discussion  moderators  were  Drs.  Charles 
Sienknecht  and  M.  C.  Bowman. 

Academy  officers  are  Dr.  Jarrell  Penn, 
President;  Dr.  Joe  L.  Raulston,  President- 
Elect;  Dr.  Charles  C.  Schmeltzer,  Vice- 
President;  and  Dr.  Ralph  H.  Monger,  Sec- 
retary-Treasurer. 


Middle  Tennessee  Medical  Association 

The  Middle  Tennessee  Medical  Associa- 


tion convened  in  its  111th  Semiannual  Ses- 
sion at  Shelbyville  for  morning  and  after- 
noon session  and  a barbecue  at  the  Country 
Club,  Thursday,  May  18. 

Morning  Session 

“Insulin  in  the  Treatment  of  Diabetes 
Mellitus,”  Dr.  Addison  B.  Scoville,  Nash- 
ville. 

“A  Realistic  Look  at  the  Handicapped 
Child  in  Tennessee,”  Dr.  Robert  M.  Foote, 
Nashville. 

“The  Significance  of  Early  Diagnosis  and 
Treatment  of  Hip  Disease  in  Children,”  Dr. 
Samuel  B.  Prevo,  Nashville. 

“Renal  Pain,”  Dr.  E.  H.  Barksdale,  Shel- 
byville. 

“Sterility  Problems,”  Dr.  W.  D.  Sumpter, 
Jr.,  Nashville. 

“Practical  Considerations  in  the  Diag- 
nosis of  Jaundice,”  Dr.  Robert  M.  Finks, 
Nashville. 

“Trends  in  the  Treatment  of  Varicose 
Veins  and  Thrombophlebitis,”  Dr.  James  A. 
Kirtley,  Nashville. 

“Regional  Program  of  the  Veterans  Ad- 
ministration in  Tennessee,”  Dr.  George 
Hatcher,  College  Grove. 

Dr.  W.  K.  Owen  of  Pulaski  was  elected 
to  the  office  of  President.  Dr.  Robert  M. 
Finks  was  elected  to  the  office  of  President- 
Elect,  and  Dr.  Benjamin  F.  Byrd,  Jr.,  will 
continue  another  term  as  Secretary-Treas- 
urer. In  accordance  with  the  new  consti- 
tution of  the  Association,  a Board  of  Trus- 
tees composed  of  three  members  was  named. 
Dr.  J.  0.  Walker  of  Franklin,  Dr.  R.  T.  Ray 
of  Shelbyville  and  Dr.  W.  J.  Johnson  of 
Pulaski.  The  meeting  was  attended  by  over 
100  physicians  of  Middle  Tennessee  and  the 
program  was  carried  out.  Discussions  of 
the  papers  were  very  stimulating  and  many 
of  the  speakers  were  questioned  at  great 
length  on  the  details  of  the  topics. 

The  presidential  address  was  given  by  Dr. 
Harry  Guffee  of  Franklin  who  was  the  re- 
tiring President.  His  topic  was  “Incisional 
Hernia  of  the  Abdominal  Wall.”  The  112th 
meeting  of  the  Association  is  to  be  held  the 
16th  of  November,  1950  at  Murfreesboro. 


Nashville  Academy  of  Medicine 

The  last  regular  meeting  of  the  Nashville 
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Academy  of  Medicine,  until  Fall,  was  held 
on  Tuesday  night,  May  30,  at  8 :00  o’clock, 
on  the  sixth  floor  of  the  Doctors’  Building. 

The  scientific  portion  of  the  program  was 
presented  by  Dr.  Scott  Bayer,  Dr.  Oscar 
Carter  and  Dr.  Charles  E.  Haines  on  “Uro- 
logical Complications  in  Pregnancy.” 


The  Upper  Cumberland  Medical  Associa- 
tion will  hold  its  annual  two-day  meeting  at 
Red  Boiling  Springs  on  June  27,  28. 


News  from  the  Tennessee  Department  of  Public 
Health 


Dr.  R.  H.  Hutcheson,  Commissioner,  re- 
cently has  issued  two  reports  of  studies  con- 
ducted in  the  five  tumor  clinics  sponsored 
by  the  Department  of  Public  Health. 

The  first  has  to  do  with  the  patients  ad- 
mitted to  these  clinics  during  1947  and  their 
status  upon  observation  one  year  later.  The 
admissions  to  the  clinics  because  of  malig- 
nant lesions  of  the  skin  represented  27.4 
per  cent  (136  cases)  of  all  those  having 
malignancies.  Only  8.8  per  cent  were  dead 
at  the  end  of  one  year.  During  this  year 
an  additional  361  patients  having  malig- 
nancy were  admitted  to  the  clinics.  At  the 
end  of  one  year  38.5  per  cent  were  dead. 
The  mortality  rate  at  the  end  of  one  year 
was  8 per  cent  greater  in  the  colored  race 
than  in  the  white. 

The  second  report  deals  with  the  admis- 
sions to  the  five  clinics  during  1948.  Ad- 
missions increased  by  50.7  per  cent  over 
those  of  1947.  Neoplasms  of  the  skin  and 
of  the  female  genital  organs  were  of  the 
same  incidence,  27.4  and  27.2  per  cent,  re- 
spectively. Cancer  of  the  female  breast 
provided  14.1  per  cent  of  cases.  Those  of 
the  buccal  cavity  and  digestive  tract  each 


constituted  6 per  cent  of  admissions.  The 
anatomic  sites  of  malignancy  of  the  re- 
mainder occurred  in  an  incidence  of  1 per 
cent  more  or  less. 

Metastatic  involvement  varied  greatly. 
Among  157  cases  of  carcinoma  of  the  fe- 
male genital  organs,  38.9  per  cent  showed 
regional  metastases,  whereas  28.7  per  cent 
had  remote  metastases. 

Of  the  749  cases  of  malignant  neoplasms 
admitted  to  the  five  clinics  during  1948,  30.6 
per  cent  gave  histories  of  symptomatology 
of  less  than  6 months’  duration.  An  addi- 
tional 16.8  per  cent  had  symptoms  of  6 to 
12  months’  duration.  Of  the  229  cases  with 
histories  of  less  than  6 months’  duration, 
only  17.9  per  cent  had  localized  lesions.  By 
contrast  in  those  with  symptoms  of  5 or 
more  years  before  admission,  47.2  per  cent 
had  localized  lesions,  remote  metastases  be- 
ing present  only  in  5.6  per  cent. 

Therapeutic  procedures  varied  in  the  5 
clinics.  Of  the  total  of  749  cases  of  malig- 
nancy, 30.8  per  cent  received  surgical  treat- 
ment only  and  25.9  per  cent  X-ray  treatment 
only.  Of  all  cases,  148  (19.8  per  cent)  re- 
ceived no  treatment. 


On  May  2,  1950,  I.  L.  Hammock,  et  ah, 
of  Knoxville,  Tenn.,  was  permanently  en- 
joined by  the  courts  from  practicing  any 
branch  of  the  Healing  Arts  in  the  state  of 
Tennessee,  and  from  compounding,  prepar- 
ing, dispensing,  or  selling  medicine  unless 
and  until  they  are  granted  a license  to  prac- 
tice some  branch  of  the  Healing  Arts  in  this 
state. 

I.  L.  Hammock  and  his  sons  have  been 
doing  a flourishing  business  in  Knoxville 
for  a number  of  years — diagnosing  and  pre- 
scribing for  various  and  sundry  conditions. 
They  prepared  their  own  medicines  from 
herbs  gathered  in  the  mountains  of  East 
Tennessee.  The  activities  of  this  man  and 
his  sons  first  came  to  the  attention  of  the 
State  Licensing  Board  for  the  Healing  Arts 
by  a report  from  a physician  in  Knoxville 


PERCENTAGE  OF  MALIGNANCIES  BY  AGE  GROUPS 
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who  had  seen  a man  in  the  terminal  stage 
of  a diabetic  coma.  This  man  had  been 
treated  previously  at  the  Knoxville  General 
Hospital  for  diabetes  and  had  discontinued 
his  treatment  on  the  recommendation  of  I. 
L.  Hammock  and  had  been  using  medicine 
prescribed  by  this  man.  In  addition,  Ham- 
mock had  been  diagnosing  and  treating 
many  cases  of  cancer.  It  is  understood  that 
Hammock  has  closed  his  business  and  is  of- 
fering his  place  for  sale. — From  the  Ten- 
nessee Department  of  Public  Health. 


Oak  Ridge  Institute  of  Nuclear  Studies 

The  cancer  research  program  conducted 
by  the  Medical  Division  of  the  Oak  Ridge 
Institute  of  Nuclear  Studies  in  cooperation 
with  the  Southern  medical  schools  will  be 
in  full  operation  by  July  1.  A small  re- 
search staff  has  been  assembled,  and  a 30- 
bed  clinical  unit,  together  with  laboratories, 
treatment  rooms,  and  radiation  storage  fa- 
cilities, have  been  constructed  and  equipped. 

The  program  is  designed  to  study  the 
treatment  of  neoplasms  through  the  use  of 
radiation  from  radioactive  isotopes.  It  is 
being  financed  by  the  Atomic  Energy  Com- 
mission through  reimbursement  under  the 
Institute’s  contract  with  the  A.  E.  C. 

Patients  to  be  treated  will  be  selected  and 
and  referred  only  by  staff  members  of  par- 
ticipating Southern  medical  schools.  These 
are  the  Medical  College  of  Alabama,  the 
University  of  Arkansas  School  of  Medicine, 
the  Emory  University  School  of  Medicine, 
the  University  of  Georgia  College  of  Medi- 
cine, the  University  of  Kansas  School  of 
Medicine,  the  University  of  Louisville 
School  of  Medicine,  the  Louisiana  State 
University  School  of  Medicine,  the  Tulane 
University  School  of  Medicine,  the  Univer- 
sity of  Mississippi  School  of  Medicine,  the 
Bowman  Gray  School  of  Medicine  of  Wake 
Forest  College,  the  Duke  University  School 
of  Medicine,  the  University  of  North  Caro- 
lina School  of  Medicine,  the  University  of 
Oklahoma  School  of  Medicine,  the  Medical 
College  of  the  State  of  South  Carolina,  Me- 
harry  Medical  School,  the  University  of 
Tennessee  College  of  Medicine,  the  Vander- 
bilt University  School  of  Medicine,  the  Bay- 
lor University  School  of  Medicine,  the  Med- 


ical Branch  of  the  University  of  Texas,  the 
M.  IJ.  Anderson  Hospital  at  Houston; 
Southwestern  Medical  College,  the  Medical 
College  of  Virginia,  and  the  University  of 
Virginia  Department  of  Medicine. 

The  physicians  at  these  schools  who  will 
undertake  to  refer  suitable  patients  will  be 
guided  by  the  principle  that  no  patient  will 
be  considered  for  admission  if  the  neoplastic 
condition  is  amenable  to  effective  surgical 
or  X-ray  therapy.  In  view  of  the  limited 
facilities,  only  two  or  three  types  of  neo- 
plasms will  be  under  study  at  any  one  time. 

A Board  of  Medical  Consultants  exercises 
general  supervision  of  the  Institute  pro- 
gram. It  is  comprised  of  Dean  Wilburt  C. 
Davison,  School  of  Medicine,  Duke  Univer- 
sity, Chairman;  Dr.  George  T.  Harrell, 
Bowman  Gray  School  of  Medicine;  Dean 
Vernon  W.  Lippard,  University  of  Virginia  ; 
Dr.  Douglas  H.  Sprunt,  College  of  Medicine, 
University  of  Tennessee;  Dean  Roy  R. 
Kracke,  of  the  Medical  College  of  Alabama ; 
and  Dr.  Robert  B.  Taft,  Medical  College  of 
South  Carolina. 

Senior  members  of  the  Medical  Division 
staff  are  Marshall  Brucer,  M.D.,  Chairman  ; 
H.  D.  Bruner,  M.D.,  principal  scientist; 
Gould  A.  Andrews,  M.D.,  and  Jesse  D.  Per- 
kinson,  Ph.D.,  senior  scientists  in  hematol- 
ogy and  biochemistry.  Commander  E.  R. 
King,  of  the  Navy  Medical  Corps,  also  is 
working  with  the  Division. 


Medical  News 

The  Life  Insurance  Medical  Research 
Fund  has  allotted  $670,000  for  research 
upon  heart  disease  in  medical  schools  of 
the  United  States  and  Canada  during  1950. 
Of  this  amount  a grant  of  $13,650  has  been 
made  to  Vanderbilt  University  School  of 
Medicine  for  research  by  Dr.  Margaret  E. 
Greig  on  the  relationship  between  permea- 
bility and  enzyme  activity  of  heart  tissue. 


Tennessee  to  Be  Honored  by  the  Sixth  National 
Conference  on  Rural  Health 

Tennessee  has  been  selected  as  the  State 
in  which  the  Sixth  National  Conference  on 
Rural  Health  will  be  held. 
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The  Conference  is  sponsored  by  the  Com- 
mittee on  Rural  Health  of  The  A.M.A.,  the 
last  one  having  been  held  in  Kansas  City. 

The  tentative  date  for  the  Conference 
next  year  in  Tennessee  is  the  third  week 
in  February. 

Facilities  (hotel,  transportation  and  meet- 
ing place)  have  been  surveyed  by  Mrs. 
Arline  Hibbard,  Acting  Secretary  of  the 
A.M.A.  Committee,  who  visited  our  head- 
quarters office  recently,  and  found  them  to 
be  adequate. 

The  Conference  attracts  500  physicians 
and  representatives  from  all  over  the  nation 
of  other  organizations  interested  in  the  par- 
ticular problems  of  rural  health. 

Although  the  Committee  on  Rural  Health 
of  our  Association  was  recently  established 
by  The  Board  of  Trustees,  it  is  expected 
that  the  Committee  will  do  a grand  job  of 
being  Host  to  this  distinguished  conference 
next  February. 


Another  Reason  for  a Committee  on  Rural  Health 

On  December  16,  1949,  at  a meeting  of 
the  Board  of  Directors  of  the  American 
Farm  Bureau  Federation,  the  following  res- 
olution was  adopted : 

“That  every  State  Farm  Bureau  ought  to 
make  a special  effort  to  contact  their  State 
Medical  Society ; that  we  bring  this  matter 
of  cooperation  with  State  Medical  Societies 
to  the  attention  of  the  State  Farm  Bureaus 
by  action  of  this  Board,  and  suggest  that 
they  give  study  to  ways  in  which  they  can 
continue  and  improve  Rural  Medical 
Service.” 


Personal  News 

Dr.  Henry  T.  Clark,  Jr.,  Director  of  Van- 
derbilt University  Hospital  for  the  past 
two  years,  resigned  April  30.  He  moved 
from  Nashville  to  assume  his  duties  as 
Administrator  of  the  Division  of  Medical 
Affairs  at  the  University  of  North  Carolina 
at  Chapel  Hill. 


Dr.  Hugh  J.  Morgan  of  Nashville  was 
honored  by  his  election  to  the  presidency 


of  the  Association  of  American  Physicians 
at  its  recent  meeting  in  Atlantic  City. 


Dr.  Daugh  W.  Smith,  Chairman  of  the 
Board  of  Trustees  of  The  Tennessee  State 
Medical  Association,  addressed  The  Nash- 
ville Optimist  Club  on  June  1 on  the  sub- 
ject of  “Democracy  at  the  Crossroads.” 


The  following  program  was  given  at 
Vanderbilt  University  Hospital  as  part  of 
the  Commencement  Week: 

PEDIATRIC  POSTGRADUATE  SEMINAR, 

JUNE  I,  1950 

9:30  Introduction— Dr.  John  Youmans 

9:40  Obstructive  Uropathy  and  Pyelonephritis 

Symptoms  and  Surgical  Treatment — Dr. 
Ethel  Walker 

Medical  Treatment — Dr.  Leonard  Koenig 
9:55  Micrognathia 

Treatment — Two  Procedures — Dr.  Beverly 
Douglas 

Chart — Dr.  Howard  Ripy 
10:25  Nonrachitic  Bowing  and  Metatarsus  varus — 
Dr.  Amos  Christie 
10:45  Intermission 

10:55  Poisoning — Dr.  W.  O.  Vaughan 

11:20  Paroxysmal  Tachycardia — Dr.  P.  C.  Elliott 

11:35  ACTH  and  Cortisone 

What  it  is! — Dr.  B.  T.  Towery 

Effects  in  Pediatric  Disease — Dr.  Amos 

Christie 

12  :00-l  :00 — Lunch 

1 :30  Sepsis  of  the  Newborn — Dr.  J.  C.  Overall 
1:45  Scurvy — Dr.  Howard  Nichols 
2:00  Encephalitis — Dr.  Lindsay  Bishop 
2:15  Diarrhea — Dr.  Randy  Batson 
2:35  Procedures — House  Staff 
Scalp  vein  infusion 
Jugular  puncture 
Femoral  puncture 
Lumbar  puncture 
Bone  marrow 
3:30  Intermission 
3:35  Advances  in  Chemotherapy 

Discussion — Dr.  J.  C.  Peterson 
Flu  meningitis — Dr.  Blair  Batson 
4:00  Meningococcemia — Dr.  Joe  Strayhorn 
4:10  Bronchiectasis — Dr.  Erie  Wilkinson 

Pediatric  Postgraduate  Seminar 
June  2,  1950 
Morning  Session 
Prematurity 

9:00  Extent,  Nature  and  Importance  of  Prob- 
lem— Dr.  Amos  Christie 

9:20  Physiological  (Clinical  Description)  Handi- 
caps of  Prematurity — Dr.  Leonard  Koenig 
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9:40  Demonstration  of  Treatment,  Equipment  and 
Nursing  Procedures — Miss  Roberta  Mc- 
Donald 
10:00  Tour 

10:30  Field  Aspects — Referral  System — Follow- 
Up — Miss  Margaret  Lagarstrom 
10:50  A Community  Program  Organized  to  Meet 
Its  Needs — Dr.  John  Hacker 
11:10  Questions — Panel  Discussion 
12:00  Lunch 

Afternoon  Session 

The  Crippled  and  Handicapped  Child 

2:00  A Realistic  Look  at  the  Handicapped  Child 
in  Tennessee — Dr.  Robert  Foote 
2:15  The  Epilepsy  Problem — Dr.  Dan  Sanders 
2:30  Rheumatic  Fever — Diagnosis  and  Treatment 
— Dr.  Thomas  Weaver 

2:45  The  Cerebral  Palsied  Child — Dr.  Sam  Prevo 
3:00  Handicaps  in  Speech  and  Hearing — Dr.  W. 
W.  Wilkerson 

3:15  New  Concepts  in  the  Management  of  Polio- 
myelitis— Dr.  Randy  Batson 
3:30  The  Therapists  and  the  Crippled  Child — 
Miss  Dorothy  Frederickson 
3:45  What  the  Public  Health  Nurse  Can  Do — 
Miss  Hazel  Fowler 
4:00  Discussion 


The  Woman’s  Auxiliary  to  the  American 
Medical  Association  will  hold  its  twenty- 
seventh  annual  meeting  in  San  Francisco, 
Calif.,  June  26-30,  1950,  with  headquarters 
at  the  Fairmont  Hotel.  Mrs.  Clifford  Long 
is  chairman  of  the  Committee  on  Arrange- 
ments. A cordial  invitation  is  extended  to 
all  members  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association,  their 
guests,  and  guests  of  physicians  attending 
the  convention  of  the  American  Medical 
Association,  to  participate  in  all  social  func- 
tions and  attend  the  general  sessions  of  the 
Auxiliary. 


The  Woman’s  Auxiliary  to  the  Nashville 
Academy  of  Medicine  and  Davidson  County 
Medical  Society  held  its  regular  monthly 
meeting  May  5,  1950,  at  Richland  Golf  Club. 
Reports  of  officers  and  committee  chairmen 
for  the  year  were  given  and  the  new  offi- 
cers installed.  The  officers  for  the  year 
1950-51  are: 


President — Mrs.  A.  B.  Scoville,  Jr. 
President-Elect — Mrs.  W.  W.  Hubbard. 
Vice-President — Mrs.  J.  D.  Anderson. 
Treasurer — Mrs.  Eugene  Regen. 
Recording  Secretary — Mrs.  Paul  G.  Mor- 
rissey, Jr. 

Corresponding  Secretary — Mrs.  W.  F. 
Meacham. 

Historian — Mrs.  John  Glover. 


Bouquet  to  Auxiliary 

A letter  received  by  Mrs.  G.  W.  Tharp  of 
Knoxville,  Chairman  of  the  Coordinating 
and  Legislative  Committee  of  the  Woman’s 
Auxiliary  to  the  Tennessee  State  Medical 
Association,  tossed  a bouquet  for  an  excel- 
lent job  in  opening  a campaign  to  secure 
resolutions  endorsing  the  National  Educa- 
tion Campaign  of  the  American  Medical 
Association. 

The  letter,  from  Campaign  Headquarters 
in  Chicago,  reported  that  more  than  7,000 
resolutions  have  been  obtained  throughout 
the  nation  by  the  end  of  May.  The  letter 
added : “Because  of  the  excellent  work  and 
intelligent  planning  your  Auxiliary  and 
county  society  is  doing,  we  are  sure  that 
impressive  figure  can  be  still  further  im- 
pressive.’’ 

A copy  of  the  letter  was  sent  to  Mrs. 
Clyde  Crosswell  of  Memphis,  President  of 
the  Auxiliary. 


Siderosis:  A Benign  Pneumoconiosis  Due  to  Inha- 
lation of  Iron  Dust.  Part  1:  A Clinical,  Roent- 
genological, and  Industrial  Hygiene  Study  of 
Foundry  Cleaning  Room  Employees.  Hamlin, 
L.  E„  and  Weber,  H.  J.  Indust.  Med.  and  Surg., 
19:151,  April,  1950. 

The  clinical  and  pulmonary  radiological  findings 
obtained  in  69  foundry  grinders  and  burners  ex- 
posed to  high  concentrations  of  iron  oxide  dust  and 
insignificant  amounts  of  free  silica  were  presented 
by  the  Medical  Director  and  Chief  Industrial  Hy- 
gienist of  the  American  Brake  Shoe  Company.  The 
nodular  shadows  of  the  chest  films  of  these  em- 
ployees easily  might  be  confused  with  those  result- 
ing from  the  inhalation  of  free  crystalline  silica. 
The  differences  in  radiological  pattern  were  enu- 
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merated  and  associated  with  the  occupational  ex- 
posure. Case  histories  of  9 employees  presenting 
typical  nodular  shadows  resulting  from  the  depo- 
sition of  iron  oxide  particles  in  the  lungs  were  out- 
lined at  length. 

The  study  of  the  69  workers,  when  correlated 
with  the  findings  supplied  by  detailed  hygienic  plant 
surveys  and  experimental  pathological  investiga- 
tions, demonstrated  radiographic  nodular  shadows 
resulting  from  inhalation  of  inert  iron  oxide  par- 
ticles into  the  lungs  represented  siderosis,  and  not 
silicosis  as  frequently  is  claimed.  Three  hundred 
and  twenty-eight  representative  samples  of  the 
air-borne  dust  were  collected,  and  total  dust  count 
ranged  from  0.4  to  210  million  particles  per  cubic 
foot  of  air  with  an  average  of  25  million  particles 
per  cubic  foot  of  air.  Samples  analyzed  by  chemi- 
cal, petrographic,  elutriation,  and  X-ray  diffraction 
methods  and  additional  analyses  were  made  to  de- 
termine the  percentage  of  free  silica  and  iron  oxide 
in  particle  size  range  below  5 microns.  The  amount 
of  free  silica  in  the  atmospheric  dust  averaged  6.2 
per  cent.  A dust  sample,  however,  containing  75 
per  cent,  or  over  100  per  cent  free  silica,  does  not 
necessarily  represent  an  unsafe  atmosphere  as  long 
as  the  count  is  of  a low  order  of  magnitude.  In 
this  instance  the  average  count  of  25  million  counts 
per  cubic  foot  of  air  was  not  considered  excessive 
for  a mixed  dust.  The  iron  oxide  averaged  64.3 
per  cent.  The  collective  values  for  exposure  to 
free  silica,  based  on  dust  count  together  with  the 
percentage  of  free  silica,  were  well  below  maximum 
allowable  concentration  of  500  million  particles  per 
cubic  foot  of  air.  On  the  other  hand,  the  average 
exposure  to  atmospheric  iron  oxide  was  well  in 
excess  of  the  highest  published  safe  limit  of  30 
milligrams  per  cubic  meter  of  air. 

It  was  stressed  by  the  authors  that  because  of 
the  notoriety  of  silicosis  the  condition  is  frequently 
misinterpreted  by  many  individuals  who  ought  to 
be  better  informed  on  the  subject.  Workers  are 
still  advised  they  have  silicosis  because  of  employ- 
ment in  an  industry  where  dust  may  be  present  in 
the  atmosphere,  or  because  of  the  roentgenogram 
of  their  chest  containing  shadows  characteristic  of 
the  disease.  Little,  if  any,  consideration  is  given 
ordinarily  to  the  matter  of  significant  exposure,  the 
composition  of  the  dust,  or  the  fact  that  there  are 
numerous  unrelated  conditions  which,  by  X-ray, 
simulate  silicosis.  Siderosis,  included  among  the 
latter,  is  one  of  the  most  difficult  to  distinguish. 
The  initial  concept  of  Sander  and  others  are  con- 
firmed on  this  study  in  that  siderosis  is  a benign 
pneumoconiosis  which  results  from  deposition  of 
inert  iron  dust  in  the  lung  without  fibrosis  or  diffi- 
culty of  any  kind. 

The  article  is  profusely  illustrated  with  repro- 
ductions of  the  chest  films  and  photographs  of  the 
working  environment. 

(Abstracted  by  J.  S.  Felton,  M.D.,  Medical  Di- 
rector, Oak  Ridge  National  Laboratory  and  Editor, 
Industrial  Medicine  and  Surgery.) 


Treatment  of  Chronic  Glaucoma  with  Nicotinic 

Acid.  Monfette,  C.,  M.D.  Arch.  Opth.,  April, 

1950. 

Monfette  treated  2 women,  aged  55  and  56,  re- 
spectively, who  had  chronic  glaucoma  with  nico- 
tinic acid.  This  vasodilator  has  been  employed  by 
Gallois,  in  France,  for  twelve  years  with  satisfac- 
tory results  in  cases  of  glaucoma  in  which  the 
intraocular  pressure  did  not  exceed  50  millimeters. 
This  was  particularly  true  in  cases  of  simple  chron- 
ic glaucoma  in  the  early  stage  in  which  the  vascular- 
lesions  are  not  yet  accentuated.  Repeated  vasodi- 
lator tests  with  intravenous  doses  of  2 to  3 milli- 
grams of  the  drug  two  or  three  times  a week  must 
precede  the  treatment.  Each  test  is  followed  by 
tonometric  readings  every  fifteen  minutes  for  one 
hour;  each  period  of  tonometric  determination  is 
preceded  by  measurements  of  the  central  visual 
acuity.  The  dose  was  1 milligram  of  nicotinic  acid 
in  1 teaspoon  of  distilled  water,  2 teaspoons  (8  to 
10  cubic  centimeters)  being  given  daily.  In  both 
patients  vision  was  improved  from  15/30  to  15/20, 
and  tension  was  reduced  from  26  to  20  milligrams 
in  one  patient  and  from  25  to  19  in  the  other. 
Headache  disappeared,  as  did  the  clouds  before  the 
patients’  eyes.  Although  2 cases  do  not  form  a 
sufficient  basis  for  any  conclusions,  the  results  of 
treatment  seem  to  support  Gallois’. 

(Abstracted  by  R.  J.  Warner,  M.D.,  Nashville.) 


Plastic  Surgery  Award 

The  Foundation  of  the  American  Society 
of  Plastic  and  Reconstructive  Surgery  of- 
fers as  its  1950  award  $500.00  (first  prize 
of  $300.00,  second  prize  of  $200.00)  and  a 
Certificate  of  Merit,  for  essays  on  some 
original  unpublished  subject  in  plastic  sur- 
gery. 

Competition  shall  be  limited  to  residents 
in  plastic  surgery  of  recognized  hospitals 
and  to  plastic  surgeons  who  have  been  in 
such  specific  practice  for  not  more  than 
five  years. 

The  first  prize  essay  will  appear  on  the 
program  of  the  forthcoming  annual  meet- 
ing of  the  American  Society  of  Plastic  and 
Reconstructive  Surgery,  to  be  held  in  Mex- 
ico City,  November  27-29,  1950.  Essays 
must  be  in  before  August  15,  1950. 

For  full  particulars  write  the  Secretary, 
Dr.  Clarence  R.  Straatsma,  66  East  79th 
Street,  New  York,  N.  Y. 
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LOCATION  WANTED 


At  the  present  time  I am  financially  un- 
able to  continue  my  training  in  Obstetrics 
and  Gynecology.  For  this  reason  I would 
like  to  go  into  practice  in  some  small  town 
in  Tennessee  for  several  years  until  1 am 
able  to  continue  my  hospital  training.  I 
would  appreciate  a list  of  places  in  Tennes- 
see that  are  in  need  of  doctors  at  this  time 
or  a list  of  small  town  doctors  that  might 
need  an  assistant.  I have  no  preference  as 
to  the  section  of  Tennessee  in  which  to  prac- 
tice, but  would  prefer  being  close  to  a place 
with  hospital  facilities. 

I am  a graduate  of  Vanderbilt  Medical 
School  and  had  part  of  my  postgraduate 
training  at  Vanderbilt  Hospital.  My  home 
is  also  in  Tennessee,  and  for  these  reasons 
I am  anxious  to  return  and  practice  there. 
James  B.  Zickler,  M.D. 

Public  Health  Service 
Cancer  Investigation  Center 
Hot  Springs,  Ark. 


Re : Location  for  Practice  of  the  Specialty 
of  Obstetrics  and  Gynecology. 

I am  at  present  taking  the  eight-month 
course  in  Obstetrics  and  Gynecology  at  the 
University  of  Pennsylvania  Postgraduate 
Medical  School.  At  the  completion  of  this 
course  in  May,  1950,  together  with  previous 
training,  I will  become  eligible  for  American 
Board.  -I  am  a graduate  of  the  University 
of  Michigan  Medical  School,  1940,  licensed 
to  practice  in  the  state  of  Michigan,  and  a 
member  of  the  Wayne  County  Medical 
Society,  Mich. 

I am  very  much  interested  in  the  city  of 
Kingsport  but  will  welcome  suggestions  and 
information  about  any  other  locality. 

William  J.  Thaler,  M.D. 

397  South  Carol  Boulevard 
Highland  Park,  Upper  Darby 
Pennsylvania 


I am  a graduate  of  the  University  of  Ten- 
nessee, M-’49,  licensed  to  practice  in  Ten- 
nessee, and  wish  to  begin  a general  practice 
as  soon  as  possible  after  the  completion  of 
my  internship  at  the  U.  S.  Naval  Hospital, 
Oakland,  Calif.,  July  8,  1950. 


I am  interested  in  a position  on  a salary 
basis,  either  industrial  work  or  working 
with  an  older  doctor.  If  you  know  of  any 
such  position,  I would  appreciate  your  noti- 
fying me.  I am  24  years  of  age. 

Robert  B.  Meek,  Lt.  (J.G.) 

Staff-,  U.  S.  Naval  Hospital. 

Oakland,  Calif. 


I am  a young  physician,  a graduate  of  the 
Long  Island  College  of  Medicine  with  an 
approved  year’s  rotating  internship,  who  is 
interested  in  going  into  general  practice  in 
some  state  that  needs  such  doctors.  I have 
a New  York  State  license  and  am  a Diplo- 
mate  of  the  National  Boards.  Since  the 
facility  and  immediateness  with  which  it 
will  be  possible  to  obtain  a license  will  have 
some  significant  bearing  upon  the  state 
which  I will  choose  to  practice,  I would 
appreciate  it  very  much  if  you  would  be 
kind  enough  to  inform  me  on  these  points 
on  the  basis  of  my  background.* 

It  is,  however,  my  understanding  that 
your  state  accepts  credentials  of  the  Na- 
tional Board  without  any  further  testing. 
If  this  be  true,  you  might  send  me  an  appli- 
cation for  licensure  and  any  supplemental 
information  about  areas  in  your  state  which 
are  in  need  of  general  practitioners,  having 
already  requested  the  A.  M.  A.  to  send  me 
such  information  as  they  might  have  with 
regard  to  the  locations  in  your  state  needing 
such  general  practitioners. 

Sincerely, 

Gerald  P.  Brown,  M.D. 

112  McDougal  Street 

New  York  12.  N.  Y. 


Tennessee  State  Medical  Association: 
Thank  you  very  much  for  your  efforts  on 
my  behalf.  Due  to  your  help,  I have  re- 
cently reached  an  agreement  as  to  an  asso- 
ciation in  Sevierville.  Your  interest  and 
attention  has  been  and  is  deeply  appreci- 
ated. 

E.  A.  SCOLLIN,  M.D. 

Maumee  Valley  Hospital 

Toledo,  Ohio 

^Information  has  been  supplied. 
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Our  guest  speaker  has  presented  what  is  known  of  the  factors  which 
may  influence  the  development  of  the  fetus  in  utero.  The  family 
physician,  especially,  must  have  some  concept  of  this  subject  for  he 
is  the  one  who  must  advise,  or  allay  the  fears  of  the  parents  of  a 
deformed  child,  concerning  future  offspring. 


PRENATAL  INFLUENCES* 

R.  V.  PLATOU,  New  Orleans,  La. 

How  many  and  which  of  many  congenital 
anomalies  encountered  among  infants  and 
children  are  due  to  inheritance — “inborn 
characteristics” — and  how  many  are  due  to 
corrective  or  nonrecurring  environmental 
faults  during  pregnancy?  In  the  present 
state  of  our  knowledge  no  one  can  answer 
this  question  correctly,  and  no  one  can  state 
a correct  ratio  as  to  the  relative  importance 
of  genetic  and  environmental  factors.  How- 
ever, I think  all  of  us  are  aware  of  a reason- 
able and  increasing  emphasis  on  the  impor- 
tance of  environmental  disturbances  during 
pregnancy  in  the  production  of  many  com- 
mon defects. 

If  for  no  other  reason,  justification  for 
this  emphasis  would  be  ample  if  only  occa- 
sionally the  physician  could  reassure  par- 
ents of  a deformed  or  defective  baby  that 
a definite  correctible  or  nonrecurring  cause 
were  responsible,  and  that  further  child- 
bearing could  be  encouraged.  For  this  rea- 
son it  is  most  tempting  to  draw  comparisons 
between  a number  of  common  congenital 
anomalies  encountered  in  pediatric  practice 
and  similar  ones  which  may  be  produced  in 
experimental  animals.  Of  course  such  com- 
parisons are,  with  few  exceptions,  hardly 
fair.  However,  with  your  permission,  I 
should  like  to  venture  some  distance  into  an 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  11,  12,  1950. 

fFrom  the  Departments  of  Pediatrics,  Tular.e 
Medical  School,  Charity  Hospital  of  Louisiana,  and 
Ochsner  Clinic  at  New  Orleans. 


area  of  conjecture  based  on  a rather  large 
clinical  experience,  some  knowledge  of  per- 
tinent literature,  and  a few  specific  exam- 
ples encountered  in  our  own  clinics  which 
justify  a basis  for  our  belief  that  many 
associations  observed  in  experimental  lab- 
oratories have  their  true  counterparts 
among  patients  encountered  in  our  hospital 
wards  and  clinics.  You  will  forgive  me,  I 
hope,  for  stretching  analogies  a bit  now  and 
then  to  make  a point.  My  purpose  in  these 
few  minutes  is  to  impress  on  everyone  the 
necessity  of  searching  for  correctible  fac- 
tors whenever  a congenital  anomaly  of  any 
sort  is  encountered,  particularly  soon  after 
delivery  when  the  likelihood  of  remember- 
ing apparently  trivial  but  nevertheless  im- 
portant details  of  the  pregnancy  is  greatest. 
Contrariwise,  it  is  equally  important  that 
we  make  a most  careful  study  of  any  infant 
born  to  a mother  known  to  have  been  ex- 
posed to  any  one  of  a number  of  risks  now 
known  to  be  likely  causes  for  defects. 

Just  as  a number  of  furniture  reproduc- 
tions— all  apparently  and  superficially  iden- 
tical— may  be  made  for  unsuspecting  an- 
tique shoppers  by  a variety  of  means  and 
individuals,  so  can  many  traits,  defects,  or 
abnormalities  imitate  each  other  when  due 
either  to  genetic  constitution  or  environ- 
ment. These  limitations  produced  by  en- 
vironmental factors  are  called  “phenoco- 
pies.”  Sometimes  even  the  most  expert 
scrutiny  may  fail  to  reveal  differences  in 
material  or  artisanship  which  serve  to  dif- 


222 


PRENATAL  INFLUENCES— Platou 


July,  1950 


ferentiate  the  furniture  reproductions  from 
the  original  model;  similarly,  at  least  in  the 
present  state  of  our  knowledge,  it  is  usually 
impossible  with  phenocopies  encountered 
clinically  to  distinguish  the  individual  in- 
fluences of  hereditary  or  environmental 
agents,  alone  or  in  combination. 

Generally  speaking,  it  is  recognized  that 
a faulty  intra-uterine  environment  may  be 
productive  of  either  general  or  rather  spe- 
cific abnormalities  in  the  offspring.  Also, 
it  is  agreed  that  the  timing  of  a particular 
insult  to  the  developing  embryo  or  fetus 
may  be  at  least  as  important  in  the  produc- 
tion of  anomalies  as  the  nature  of  the  insult 
concerned.  My  purpose  here  is  to  review 
and  discuss  with  you  a few  distinctive  ab- 
normalities in  newborn  infants  which  have 
been  accepted  with  varying  degrees  of  en- 
thusiasm as  being  related  to  specific  faulty 
environmental  factors  at  play  during  intra- 
uterine life.  These  may  be  grouped  under 
seven  arbitrary  headings  — nutritional, 
chemical,  endocrinologic,  actinic,  infection- 
al,  immunologic,  and  mechanical. 

1.  Nutritional  Factors 

When  one  recognizes  the  rather  large 
increased  requirements  for  specific  nutri- 
ents during  pregnancy — particularly  for 
protein,  calcium,  and  vitamins  A,  C,  and 
the  B complex — one  realizes  how  frequent 
“borderline”  deficiencies  in  these  several 
categories  are  apt  to  occur.  This  is  par- 
ticularly true  in  the  first  trimester  of  preg- 
nancy which  we  consider  so  important  in 
its  relation  to  certain  abnormalities.  It 
probably  should  be  emphasized  that  gross 
•deficits  in  the  maternal  diet  are  often  lethal 
for  the  embryo  and  that  the  more  important 
ones  for  consideration  in  the  present  con- 
nection are  more  apt  to  be  of  questionable 
degree.  A number  of  studies  have  attested 
to  the  importance,  both  for  the  welfare  of 
mother  and  infant,  of  careful  attention  to 
maternal  diets.  Real  differences  have  been 
discerned  in  the  incidence  of  prenatal  com- 
plications in  the  mother  as  well  as  in  the 
general  condition  of  infants  related  to  the 
quality  of  maternal  diets  during  pregnancy. 
Studies  of  this  sort  have  been  extended  fur- 
ther to  indicate  rather  remarkable  differ- 
ences in  duration  of  the  first  stage  of  labor 


related  to  similar  considerations.  While 
there  seems  to  be  general  agreement  that 
there  is  no  such  thing  as  a single  “anti- 
infection vitamin,”  deficiency  in  any  or 
several  dietary  requirements  may  decrease 
resistance  to  infection  and  thus  also  have 
important  conditioning  effects. 

Perhaps  one  of  the  most  familiar  clinical 
entities  apt  to  result  from  a specific  mater- 
nal nutritional  deficit  is  that  of  cretinism 
related  to  chronic  maternal  iodine  deficien- 
cy. Though  such  an  association  is  by  no 
means  consistent,  it  should  certainly  always 
be  sought  for  because  of  prophylaxis.  Ex- 
perimentally, maternal  deficiency  in  vitamin 
A may  result  in  a wide  variety  of  disturb- 
ances in  reproductive  function,  but  fre- 
quently also  in  the  appearance  in  the  off- 
spring of  ocular  defects  such  as  cataract, 
coloboma,  anophthalmia,  microphthalmia, 
etc.  Abnormalities  elsewhere,  about  the 
ears,  lips,  palate,  and  kidneys  have  also 
been  observed.  In  most  of  such  clinical 
examples  which  we  have  encountered,  it  has 
of  course  been  impossible  to  prove  a definite 
and  clear-cut  relationship  to  vitamin  A de- 
ficiency in  the  maternal  diet ; in  some,  how- 
ever, suggestive  histories  pointing  in  this 
direction  have  been  obtained,  perhaps  em- 
phasizing again  the  importance  of  “border- 
line” deficiencies. 

Experimentally,  a number  of  skeletal  mal- 
formations apparently  result  from  a lack 
of  riboflavin  in  the  maternal  diet.  In  the 
main  these  consist  of  varying  degrees  of 
shortening  of  the  mandible  and  long  bones, 
several  types  of  fusion  defects,  cleft  palates, 
and  the  like.  According  to  Warkany,  who 
has  done  outstanding  experimental  work  on 
the  induction  of  congenital  defects,  these 
and  probably  other  malformations  result 
from  riboflavin  deficiency,  perhaps  because 
this  vitamin  is  a constituent  of  a number 
of  enzymes  essential  for  tissue  respiration. 
Presumably  errors  in  tissue  differentiation 
of  this  sort  may  occur  with  deficiencies  of 
riboflavin  not  severe  enough  to  interfere 
with  normal  foetal  growth  in  mass. 

Even  these  few  dramatic  examples,  relat- 
ing certain  common  congenital  anomalies  to 
nutritional  deficits,  should  serve  to  whet  our 
interest  in  seeking  further  documentation 
from  our  experiences  with  human  examples, 
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as  well  as  to  encourage  us  to  accomplish 
everything  possible  for  their  prevention  by 
proper  attention  to  maternal  diets. 

2.  Chemical  Factors 
To  my  knowledge,  no  specific  recognizable 
syndrome  in  human  infants  has  been  attrib- 
uted to  a particular  chemical  disturbance 
during  pregnancy.  As  a general  rule,  it 
appears  that  effects  of  chemical  poisonings 
during  pregnancy  are  either  lethal  or  non- 
existent. There  are  a number  of  interesting 
abnormalities  which  have  been  observed  in 
animals,  resulting  from  specific  chemical 
poisonings  in  utero,  but  their  prototypes 
have  not  been  recognized  in  clinical  experi- 
ence up  to  the  present  time. 

3.  Endocrinologic  Factors 
A very  common  effect  of  estrogenic  stim- 
ulation to  the  newborn  is  mastitis  neona- 
torum. Though  this  is  certainly  not  a con- 
genital abnormality,  its  importance  rests 
in  its  differentiation  from  purulent  mastitis 
due  to  infection,  and  in  skillful  neglect  lest 
infection  be  introduced.  Perhaps  more 
common  but  much  less  dramatic  is  the  so- 
called  “precocious  menstruation’’  of  the 
newborn  influenced  by  maternal  hormones, 
though  this  manifestation  is  much  less  dis- 
turbing to  all  concerned. 

Perhaps  the  most  striking  abnormality 
resulting  from  excessive  androgenic  stimu- 
lation, usually  due  to  adrenal  cortical  hyper- 
plasia or  tumor,  is  the  clinical  picture  of 
pseudohermaphroditism.  This  is  often, 
rather  paradoxically,  associated  with  clini- 
cal and  chemical  evidences  of  deficiency  in 
the  salt  and  water  hormone  of  the  adrenal 
cortex  during  the  first  few  weeks  of  life. 
These  babies,  in  imminent  danger  of  dying 
from  metabolic  disturbances  resulting  from 
this  deficiency,  can  be  saved  by  appropriate 
replacement  therapy,  as  attested  by  a num- 
ber of  recent  reports.  Another  common 
problem  associated  with  endocrine  disturb- 
ances is  that  exhibited  by  the  infant  of 
a diabetic  mother,  in  which  remarkable 
splanchnomegaly,  hematologic  features  sim- 
ilar to  those  of  erythroblastosis  fetalis,  and 
dangerous  cardiorespiratory  crises  are 
prominent.  In  passing,  it  might  be  noted 
that  the  clinical  manifestations  in  these  ba- 


bies are  quite  similar  to  those  observed  in 
congenital  beriberi. 

Mongolism,  perhaps  related  basically  to 
hereditary  influences,  seems  undoubtedly  to 
be  influenced  in  its  expression  by  a number 
of  conditioning  factors,  most  important  of 
which  appear  to  be  maternal  age  and  pla- 
cental abnormalities,  though  other  factors 
perhaps  mediated  through  the  endocrine 
system  may  also  be  at  fault. 

4.  Actinic  Factors 

Though  uncommon,  the  least  excusable 
and  most  unfortunate  of  these  results  from 
the  inadvertant  radiation  of  the  mother, 
usually  by  X-ray  or  radium,  early  in  preg- 
nancy. The  resultant  clinical  features  in 
the  offspring  are  pitiful,  summed  up  under 
the  descriptive  term  of  “roentgenogenic 
microcephaly.”  Prominent  here  are  severe 
degrees  of  mental  retardation,  microceph- 
aly, micrognathia,  ocular  defects,  and  other 
abnormalities,  depending  perhaps  on  the 
particular  timing  of  the  insult  in  relation 
to  maturation  of  developing  structures  in 
the  embryo.  Little  or  nothing  is  known  of 
the  amount  of  radiation  necessary  to  pro- 
duce these  devastating  effects  at  particular 
stages  during  the  organogenetic  period. 
Since  this  is  true,  it  seems  fair  to  argue 
that  no  woman  should  be  irradiated  for  any 
cause  during  the  childbearing  period  until 
or  unless  pregnancy  has  been  specifically 
excluded  by  appropriate  tests  and  all  sub- 
sequent precautions  and  dangers  have  been 
taken  into  consideration. 

5.  INFECTIONAL  FACTORS 

Now  most  familiar  to  all  bridge  table 
conversationalists,  and  perhaps  responsible 
for  as  much  as  5 per  cent  of  all  congenital 
defects  is  the  rubella  syndrome.  A recent 
paper  by  Warkany  has  served  to  emphasize 
the  variability  in  expression  of  this  syn- 
drome as  contrasted  with  the  more  consis- 
tent picture  originally  emphasized  by  Gregg. 
In  the  main,  however,  its  most  important 
and  recognizable  manifestations  consist  in 
deaf-mutism,  cataracts,  anomalies  of  the 
central  nervous  system,  and  congenital  car- 
diac defects.  Less  conclusive  but  suggestive 
statistical  evidence  incriminates  maternal 
infectious  mononucleosis  in  a similar  way. 
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Our  own  experience  justifies  some  suspicion 
of  mumps  in  relation  to  certain  anomalies 
also. 

Congenital  toxoplasmosis,  which  perhaps 
most  commonly  results  from  asymptomatic 
or  unrecognized  infection  of  the  mother, 
produces  clear-cut  features  in  the  offspring. 
It  is  prominent  among  causes  of  congenital 
hydrocephalus,  and  is  recognized  in  older 
infants  and  children  by  the  association  of 
neurologic  disturbances  and  mental  retard- 
ation associated  with  intracranial  calcifica- 
tions, and  patchy  choroiditis.  The  presence 
of  positive  serologic  tests  is  useful  for 
retrospectively  identifying  the  causative 
agent.  The  studies  of  Paige,  Wolfe,  Sabin, 
Adams,  and  others  have  served  to  elucidate 
this  unfortunate  sequence  of  events  beyond 
any  reasonable  doubt. 

Though  certainly  there  is  reasonable  ques- 
tion as  to  the  role  of  syphilis  in  the  produc- 
tion of  congenital  anomalies,  all  of  us  are 
familiar  with  its  serious  effects  in  relation 
to  the  incidence  of  stillbirths,  prematurity, 
and  serious  illness  in  infants.  In  those 
environments  responsible  for  a high  inci- 
dence of  congenital  syphilis  one  is  apt  also 
to  encounter  a number  of  other  factors 
which  may  be  related  more  clearly  to  the 
appearance  of  defects  in  the  newborn  infant. 

Though  much  remains  to  be  learned  of 
the  role  of  maternal  infectious  disease  in 
the  production  of  congenital  abnormalities, 
the  stimulus  that  came  from  Gregg’s  ob- 
servations, calling  our  attention  to  the  im- 
portance of  maternal  rubella,  was  a very 
important  one.  It  will  undoubtedly  lead  to 
far-reaching  investigations  within  the  fore- 
seeable future. 

6.  Immunologic  Factors 

The  familiar  clinical  syndrome,  as  the 
result  of  immunologic  disturbances  during 
pregnancy,  includes  varying  manifestations 
of  hemolytic  disease  (erythroblastosis  fe- 
talis). This  results  from  mechanisms  of 
isoimmunization  concerned  with  the  Rh  fac- 
tor. This  syndrome,  however,  probably  rep- 
resents only  an  example,  or  pattern  of  oth- 
ers which  might  be  similarly  determined. 
The  illustration  is  chosen  only  to  point  up 
the  fact  that  we  know  little  or  nothing  of 
immune  mechanisms  during  pregnancy  and 


their  relationship  to  disease  other  than  this 
very  serious  one  about  which  we  have 
learned  so  much  in  recent  years. 

7.  Mechanical  Factors 

There  seems  to  be  no  doubt  that  faulty 
implantation  of  the  placenta  may  interfere 
to  a great  extent  with  proper  nutrition  of 
the  embryo  and  thus  be  responsible  for  pro- 
ducing a number  of  anomalies.  It  is  rea- 
sonable to  believe  that  some  other  mechani- 
cal causes  may  at  times  also  be  important, 
discernible,  and  even  correctible.  Uterine 
myomata  conceivably  might  cause  a faulty 
position  of  the  developing  embryo  or  fetus 
and  be  responsible  for  postural  defects  rec- 
ognizable in  the  newborn.  Oligohydram- 
nios might  similarly  be  incriminated.  De- 
formities which  apparently  result  from 
pressure  phenomena  are  not  at  all  unusual 
in  the  products  of  ectopic  pregnancy,  and 
some  are  fairly  common  when  there  are 
multiple  births.  Chappie  has  pointed  out 
that  the  simple  procedure  of  determining 
the  “position  of  comfort”  in  the  newborn 
can  do  much  to  elucidate  mechanical  factors 
responsible  for  a number  of  deformities 
such  as  asymmetry  of  the  mandible,  genu 
recurvatum,  some  types  of  clubfoot,  and 
various  curvatures  or  other  defects  about 
the  extremities.  There  can  be  little  doubt 
that  many  of  these  deformities,  apparently 
due  to  faulty  intrauterine  posture,  are  in 
reality  related  to  hereditary  factors  or  to 
disturbed  nutrition  incident  to  faulty  im- 
plantation of  the  ovum.  It  would  be  diffi- 
cult, however,  to  distinguish  which  of  these 
mechanisms  basically  were  at  fault.  These 
few  illustrations  therefore  serve  to  empha- 
size the  point  that  their  appearance  should 
lead  immediately  to  appropriate  studies  for 
determining  the  presence  of  causes  which 
might  be  correctible  or  not  expected  to  re- 
cur. 

In  conclusion,  as  in  the  introduction,  I 
feel  obligated  to  apologize  again  for  stretch- 
ing a few  points.  However,  along  with  the 
other  remarkable  advances  in  medical  sci- 
ence of  recent  years  there  has  been  accu- 
mulated adequate  information  to  indicate 
that  older  opinions  ascribing  most  congeni- 
tal malformations  to  completely  unknown 
factors  are  wrong.  We  still  have  a long 
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way  to  go  before  the  role  of  environmental 
influences  during  pregnancy  are  entirely 
clarified.  The  door  to  a tremendous  field 
of  study  has  barely  been  opened.  Admit- 
tedly, the  etiology  of  most  congenital  mal- 
formations is  undoubtedly  very  complex 
and  is  only  rarely  based  on  a single  factor. 
Nevertheless,  we  physicians  can  do  much 
to  aid  our  co-workers  in  experimental  tera- 
tology. At  least  it  is  clear  that  prevention 
of  congenital  malformations  may  occasion- 
ally be  possible,  and  that  the  future  in  this 
area  of  preventive  medicine  holds  great 
promise,  provided  the  clinicians  and  exper- 
imentalists most  concerned  will  take  advan- 
tage of  one  another’s  observations. 

Finally,  as  a very  practical  consideration, 
these  few  patterns  may  serve  an  occasional 
useful  purpose  when  it  comes  to  answering 
the  very  important  questions  which  the  par- 
ents of  any  defective  baby  wish  answered. 
It  seems  needless  to  point  out  that  there  is 
great  comfort  for  all  concerned  when  it  is 
possible  to  relate  a given  abnormality  fairly 
definitely  to  a recognizable  cause  unrelated 
to  purely  genetic  considerations,  particular- 
ly when  such  a cause  may  be  correctible  or 
is  not  expected  to  recur. 
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The  Floating  Fetal  Head  in  the  Primipara  at  Term. 

Auer,  S.,  and  Simmons,  J.  M.,  Jr.  Am.  J.  Obst. 

and  Gynec.,  58:  291,  1949. 

It  is  generally  taught  that  a floating  fetal  head 
in  a primipara  at  term  is  suspicious  of  dispropor- 
tion. Various  clinical  maneuvers  (Hillis,  Muller, 
Kerr,  and  Pinard)  have  been  recommended  to  de- 
termine whether  the  fetal  head  will  enter  the  inlet. 
Test  of  labor  (defined  as  2 hours  at  full  dilatation 
with  membranes  ruptured)  is  the  final  criterion  of 
the  ability  of  a woman  to  deliver  from  below.  Ac- 
tually a trial  of  labor  (6  to  12  hours  of  active 
labor  with  good  pains  at  intervals  of  5 minutes  or 
less,  and  progressive  dilatation  of  the  cervix)  is 
sufficient  in  most  cases. 

The  authors  report  723  primiparous  deliveries. 
All  women  with  intercurrent  complications,  multi- 
ple pregnancies,  or  premature  labor  were  discarded. 
Sixty-two  patients  (8.7  per  cent)  had  fetal  heads 
which  were  floating  at  the  onset  of  labor.  Of  these 
patients,  47,  or  76  per  cent,  delivered  from  below, 
and  15,  or  24  per  cent,  were  delivered  by  cesarean 
section.  Among  the  vaginal  deliveries,  28  per  cent 
were  delivered  spontaneously,  30  per  cent  by  low 
forceps,  11  per  cent  by  mid  forceps,  and  almost  5 
per  cent  by  high  forceps.  There  was  no  maternal 
mortality.  There  were  2 fetal  deaths,  both  from 
intracranial  hemorrhage,  in  mothers  with  mid- 
pelvic  contraction. 


Among  _ the  15  patients  who  were  subjected  to 
cesarean  section,  12  had  an  unsuccessful  trial  or 
test  of  labor;  3 women  were  subjected  to  section 
without  any  labor  whatever  because  of  gross  pelvic 
contraction  proven  by  X-ray.  Fourteen  of  the  15 
section  cases  had  the  infants  in  an  occiput  anterior 
position.  Infant  weight  had  little  to  do  with  the 
outcome  in  this  group  of  cases. 

If  an  unengaged  fetal  head  is  found  in  a pri- 
mipara  at  term,  the  patient  should  be  regarded  as 
a potential  candidate  for  cesarean  section.  How- 
ever, a trial  of  labor  is  indicated  in  a majority  of 
these  women.  Such  trials  should  not  be  continued 
over  12  hours  because  of  an  increasing  fetal  loss 
rate.  Cesarean  section  done  after  trial  of  labor 
should  be  of  the  low  type  and  neglected  or  over- 
manipulated cases  should  be  treated  by  extraperi- 
toneal  section.  X-ray  pelvimetry  is  an  important 
adjunct  but  only  an  adjunct,  since  in  12  women 
subjected  to  section,  the  films  were  reported  as 
indicating  a pelvis  adequate  for  delivery  from 
below. 

In  the  authors’  series,  more  than  33  per  cent  of 
the  women  studied  had  midpelvic  contraction  of 
greater  or  lesser  degree.  Most  often  this  contrac- 
tion was  not  associated  with  any  inlet  contraction. 

(Abstracted  by  Dr.  Milton  Lewis,  Nashville.) 
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CASE  REPORT 
PLASMA  CELL  TUMORS  OF  THE 
PARANASAL  SINUSES:  REPORT  OF 
TWO  CASES* 

LAMAR  L.  KNIGHT,  M.D.,  Knoxville,  Tenn. 

The  incidence  in  the  diagnosis  of  extra- 
medullary plasma  cell  tumors  or  plasmo- 
cytomas  of  the  upper  respiratory  passages 
is  undergoing  a remarkable  transition.  In 
19,32,  Blackstock  and  McCartney1  concluded 
that  a diagnosis  of  this  tumor  was  sufficient- 
ly rare  to  warrant  the  reporting  of  indi- 
vidual cases.  An  extensive  review  of  the 
literature  by  Blumenfeld2  in  1936  revealed 
only  22  cases.  By  1943,  Hellwig3  found 
this  number  had  increased  to  64,  or  an  in- 
crease of  42  cases  in  only  9 years.  From 
1943  to  the  time  of  this  writing,  the  litera- 
ture has  increased  so  extensively  as  to  make 
enumeration  difficult. 

What  are  the  reasons  for  this  rather 
sudden  increase  in  the  diagnosis  of  a tumor 
formerly  considered  rare?  One  wonders 
whether  the  cases  have  been  as  prevalent 
in  the  past  but  were  not  reported  for  lack 
of  interest  or  knowledge,  or  whether  the 
pathologists  have  become  more  proficient 
in  the  diagnosis  of  borderline  cases.  Cer- 
tainly some  cases  previously  considered  as 
plasma  cell  granulomas  and  plasma  cell  in- 
filtrations secondary  to  infection,  are  now 
being  diagnosed  as  primary  plasma  cell  tu- 
mors. The  question  also  arises  whether  the 
trend  to  study  all  tumors  under  the  micro- 
scope may  be  responsible  for  the  greater 
evidence  of  this  tumor.  Or,  are  patients 
living  longer,  thanks  to  chemotherapy  and 
better  medicine,  only  to  develop  neoplasms 
at  a later  date?  I do  not  believe  these  or 
other  theories,  though  important,  can  fully 
explain  the  relatively  recent  increase  in 
the  incidence  of  this  tumor  as  well  as  all 
neoplastic  disease,  particularly  of  the  hema- 
topoietic system.  While  it  is  not  the  pur- 
pose of  this  paper  to  explore  theories  per- 
tinent to  this  debatable  question,  it  seems 


*Read  before  the  meeting  of  the  Tennessee  Acad- 
emy of  Ophthalmology  and  Otolaryngology,  April 
10,  1950. 


that  there  is  an  unmistakable  increase  in 
neoplastic  disease  associated  with  the  rapid 
decrease  in  the  incidence  of  infectious  dis- 
ease. An  interesting  question  may  need  be 
considered,  whether  or  not  the  extensive 
and  repeated  use  of  chemotherapeutic 
agents  with  almost  every  infection  may  be 
removing  certain  natural  barriers  to  the 
development  of  neoplastic  disease!  Shear1 
recently  raised  this  question  and  pointed  out 
that  in  three-fourths  of  all  temporary,  spon- 
taneous remissions  in  acute  leukemia  the 
remissions  were  preceded  by  an  episode  of 
acute  infection. 

Histologically,  according  to  Foot,1  the 
origin  of  the  extramedullary  plasmocytoma 
is  probably  the  lymphocytic  cells  in  lymph- 
oid and  soft  tissue.  Thus  in  the  upper  res- 
piratory tract  it  arises  in  the  lining  mem- 
branes and  not  from  osseous  structures  as 
was  believed  formerly.  Microscopically  its 
appearance  is  almost  identical  with  that  of 
the  plasmocytic  type  of  multiple  myeloma. 
There  is  an  indiscriminate  grouping  of  plas- 
ma cells  with  very  little  intercellular  tissue. 
The  cells  are  rounded,  polygonal  and  con- 
tain a characteristic  eccentric  nucleus. 
Some  of  the  cells  are  larger  than  others  and 
are  found  to  contain  two  or  three  nuclei. 
Mitotic  figures  are  frequently  observed. 

The  close  microscopic  resemblance  of 
these  lesions  has  long  fostered  the  theory 
that  the  plasmocytoma  is  merely  a manifes- 
tation of  a multiple  myelomatous  process. 
However,  time,  experience  and  a better  un- 
derstanding of  the  origin  and  mode  of  me- 
tastasis of  the  plasmocytoma  has  fairly  well 
eliminated  any  doubt  as  to  its  neoplastic 
nature.  Yet  Boyd,'1  as  late  as  1944,  stated 
that  “the  plasmocytoma  appears  to  be  more 
of  a granuloma  than  a neoplasm.”  Not- 
withstanding this,  and  similar  statements 
by  others,  the  present  weight  of  evidence 
seems  to  indicate  the  plasmocytoma  is  defi- 
nitely neoplastic  and  occurs  in  two  different 
forms,  a benign  and  a malignant.  Much  of 
the  confusion  associated  with  plasma  cell 
tumors  is  probably  due  to  the  indiscrimi- 
nate use  of  this  single  term  plasmocytoma 
to  include  both  the  benign  and  malignant 
forms. 

Hellwig3  recently  presented  a classifica- 
tion in  which  he  definitely  separated  the 


July,  1950 


PLASMA  CELL  TUMORS  OF  THE  PARANASAL  SIN  USES— Knight 


227 


benign  from  the  malignant  form ; he  fur- 
ther divided  the  malignant  type  into  three 
groups  to  include  those  which  do  not  metas- 
tasize, those  which  metastasize  to  the  lym- 
phatics, and  those  in  which  metastasis  is 
to  osseous  structures.  He  also  advanced 
the  thought  that  the  plasmocytoma  might 
best  be  grouped  with  the  lymphomas  rather 
than  the  myelomas. 

Other  authors,  Figi,  Broden  and  Havens,7 
contend  that  all  plasmocytomas  should  be 
classified  as  malignant  tumors  and  be  treat- 
ed as  such.  They  reported  eleven  additional 
cases,  one  of  which  showed  an  eight-year 
lapse  from  the  time  of  diagnosis  to  the  fatal 
metastasis.  Waltner8  has  recorded  a case 
in  which  there  was  a seven-year  interval 
before  bony  metastasis  was  evident  and  an 
additional  three  years  before  death  ensued. 
He  likewise  concludes  that  all  extramedul- 
lary plasmocytomas  must  be  considered  as 
malignant  neoplasms. 

Extramedullary  plasma  cell  tumors  occur 
most  frequently  in  the  nasopharynx,  nasal 
cavity  and  paranasal  sinuses.  However, 
they  do  appear  as  primary  lesions  in  the 
conjunctiva,  lymph  nodes,  and  various  other 
locations.  Foot5  states  that  males  are  more 
frequently  affected  than  females  in  a ratio 
of  about  5 to  1 in  the  nonmalignant  form 
and  13  to  1 in  the  malignant  form  originat- 
ing in  the  upper  respiratory  tract.  The  sex 
ratio  is  almost  equal  in  the  instances  of  the 
other  two  sites  mentioned.  The  majority 
of  cases  occur  in  the  age  group  of  from  45 
to  55  years. 

In  the  past  the  diagnosis  of  plasmocytoma 
of  the  nasal  cavity  or  paranasal  sinuses  has 
been  almost  without  exception  a microscop- 
ic diagnosis.  There  is  nothing  sufficiently 
characteristic  about  the  gross  or  X-ray  ap- 
pearance to  suggest  the  true  nature  of  the 
lesion.  Although  it  is  extremely  vascular, 
there  is  little  in  its  appearance  to  suggest 
this.  One  has  only  to  attempt  the  removal 
of  a portion  of  an  unrecognized  plasmocy- 
toma as  a minor  office  biopsy  or  polypec- 
tomy to  fully  appreciate  the  extent  of  this 
vascularity. 

Symptoms  are  usually  of  a progressive, 
unilateral  nasal  obstruction,  with  postnasal 
discharge,  epistaxis  and  sinusitis.  Pain  is 
rarely  present  until  late.  Any  definite 


statement  as  to  prognosis  after  the  diag- 
nosis is  established  must  be  extremely 
guarded  and  cautious.  There  is  little  indi- 
cation from  the  gross  or  microscopic  ap- 
pearance of  the  tumor  as  to  whether  the 
lesion  will  remain  localized,  metastasize  im- 
mediately, or  develop  extensive  bone  and 
lymphatic  metastasis  after  a long  asympto- 
matic interval.  Generally  speaking,  how- 
ever, the  prospects  of  favorable  results  in 
the  so-called  benign  and  localized  but  ma- 
lignant forms  of  the  plasmocytomas  are 
good. 

The  treatment  of  a tumor  in  which  there 
is  no  reliable  pattern  of  behavior,  either 
grossly  or  histologically,  obviously  creates 
a problem.  However,  until  some  criteria 
for  definitely  distinguishing  the  benign 
from  the  malignant  forms  have  been  estab- 
lished, all  plasmocytomas  must  be  consid- 
ered malignant  neoplasms  and  treated  as 
such.  This  treatment  should  include  sur- 
gical extirpation  where  feasible,  followed 
by  the  best  adapted  form  of  irradiation 
therapy.  There  are  cases  on  record  in 
which  X-ray  therapy  alone  has  been  satis- 
factorily employed.  However,  subsequent 
follow-ups  will  best  decide  the  adequacy  of 
this  treatment  alone. 

The  following  two  cases  of  plasmocyto- 
mas involving  the  lateral  nasal  wall  and 
its  adjacent  structures  are  presented : 

CASE  I 

A white  man,  age  50,  was  first  examined  in  May, 
1947,  for  the  complaint  of  severe  progressive  right 
nasal  obstruction.  The  obstruction  had  been  partial 
for  about  six  months  and  almost  complete  for  about 
six  weeks  prior  to  the  date  of  examination.  No 
pain  or  swelling  had  been  associated  with  this. 
However,  a full,  heavy  sensation  over  the  right  side 
of  the  face  had  been  a recent  development.  There 
was  no  history  of  any  significant  sinusitis  or  aller- 
gic disease.  No  pertinent  systemic  complaints  were 
obtained  in  the  history. 

The  nasal  examination  revealed  a large  polyp- 
like mass  involving  much  of  the  right  lateral  nasal 
wall.  The  middle  turbinate  and  anterior  ethmoid 
areas  were  either  involved  or  obscured  by  the  mass. 
Its  appearance  was  suggestive  of  a nasal  polyp. 
However,  it  was  not  pedunculated,  seemed  firmly 
attached  to  the  lateral  nasal  wall,  and  its  color  was 
somewhat  darker  than  that  of  the  usual  polyp.  No 
ulceration  or  bleeding  was  noted  at  the  time.  No 
significant  cervical  lymph  nodes  were  palpable. 

Naso-pharyngoscopic  examination  showed  an  ex- 
tension of  the  tumor  into  the  upper  portion  of  the 
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right  naso-pharynx.  X-ray  studies  indicated  that 
the  tumor  involved  the  right  antrum,  ethmoid  cells, 
and  much  of  the  right  nasal  cavity  and  naso- 
pharynx. There  was  extensive  erosion  of  the  bony 
structures  of  the  right  lateral  nasal  wall. 

Biopsy  with  partial  removal  of  the  mass  obstruct- 
ing the  airway  was  carried  out  in  the  office.  The 
bleeding  encountered  at  this  procedure  was  so  pro- 
fuse as  to  require  extensive  anterior  and  posterior 
nasal  packing  for  its  control. 

The  pathological  report  disclosed  the  tumor  to  be 
an  extramedullary  plasmocytoma,  probably  non- 
malignant. 

Laboratory  studies  made  after  this  diagnosis  was 
established  were  normal.  The  urine  was  negative 
for  Bence-Jones  protein. 

The  question  as  to  the  immediate  treatment  was 
not  a difficult  decision.  In  view  of  the  extensive 
involvement  and  marked  vascularity  of  this  tumor, 
I felt  it  advisable  to  rely  entirely  upon  roentgen 
therapy  for  preliminary  treatment.  The  response 
to  the  first  series  of  only  2,100  R was  so  rapid  and 
favorable  that  further  therapy  did  not  seem  indi- 
cated at  that  time. 

A three-year  follow-up  on  this  patient  finds  him 
to  be  asymptomatic  except  for  some  mild  persistent 
right  nasal  obstruction  and  posterior  cervical  dis- 
comfort. As  this  patient  now  lives  in  Florida, 
examination  has  not  been  possible.  However,  such 
has  been  strongly  recommended. 

CASE  II 

A Negro  male,  age  26,  came  to  my  office  in  April, 
1948,  for  examination  because  of  a marked,  rapidly 
progressing  displacement  of  the  left  eye.  A pre- 
vious examination  by  an  ophthalmologist  was  re- 
ported as  negative  except  for  the  marked  exoph- 
thalmos. 

The  patient  stated  that  friends  first  noticed  the 
protrusion  of  his  left  eye  about  two  months  prior 
to  my  examination.  At  the  time  it  was  first  noted 
there  was  no  pain,  nasal  obstruction,  nor  discom- 
fort. However,  with  the  rapid  progression  of  the 
exophthalmos  there  was  awareness  of  an  increasing 
left  nasal  obstruction  and  a full  uncomfortable  sen- 
sation over  the  left  upper  face. 

Examination  revealed  a pronounced  left  exoph- 
thalmos with  lateral  and  downward  displacement  of 
the  eye.  There  was  no  tenderness  upon  pressure 
directly  upon  the  eye  or  surrounding  structures. 
Nasal  examination  showed  the  left  middle  turbinate 
and  adjacent  structures  to  be  pressed  firmly  against 
the  septum.  No  tumor  mass  was  visualized.  Naso- 
pharyngoscopic  examination  from  the  opposite  side 
failed  to  add  any  significant  findings. 

X-ray  studies  by  Dr.  J.  C.  Dickinson  of  Tampa, 
Fla.,  were  reported  as  follows:  “There  is  increased 
density  throughout  the  left  frontal,  ethmoid,  and 
maxillary  areas.  There  is  extensive  destruction 
involving  the  inner  third  of  the  supra-orbital  ridge 
with  destruction  of  the  mesial  side  of  the  roof  of 
the  left  orbit  with  complete  loss  of  bone  definition 
in  the  left  ethmoidal  region.  The  left  ethmoidal 
mass  is  wide  and  bulges  into  the  inner  side  of  the 


left  orbit.  While  I cannot  be  sure,  I have  a sus- 
picion that  the  process  has  also  perforated  the 
posterior  wall  of  the  left  frontal  sinus.” 

No  definite  preoperative  diagnosis  was  estab- 
lished, but  it  was  felt  that  we  were  most  likely 
dealing  with  a large  left  fronto-ethmoidal  mucocele, 
However,  it  was  decided  to  do  a preliminary  intra- 
nasal ethmoidectomy  and  further  explore  the  lateral 
nasal  wall.  This  procedure  was  hardly  under  way 
before  it  was  obvious  that  instead  of  a mucocele 
we  were  dealing  with  some  highly  vascular  tumor. 
Involving  most  of  the  left  lateral  nasal  wall  was 
found  a soft,  friable,  granuloma-like  tumor.  Since 
the  bony  structures  were  almost  completely  de- 
stroyed, an  extensive  curettement  of  the  involved 
area  was  done  without  difficulty. 

Next,  an  external  approach  to  the  left  frontal  and 
anterior  ethmoid  sinuses  was  made  by  means  of  a 
Killian  type  incision.  The  eye  was  retracted  lat- 
erally to  further  improve  the  exposure.  Though  no 
tumor  mass  was  found  in  the  frontal  sinus,  a large 
quantity  of  pus  with  extensive  bone  destruction  was 
evident.  The  medial  portion  of  the  floor  of  the 
frontal  sinus  was  almost  entirely  eroded,  the  naso- 
frontal duct  was  obliterated,  and  the  inner  portion 
of  the  orbital  floor  was  destroyed  by  the  tumor  in 
the  anterior  ethmoid  cells.  A complete  exentera- 
tion of  the  involved  area  was  carried  out.  The 
profuse  bleeding  encountered  during  the  entire  pro- 
cedure made  this  quite  difficult.  A large,  perma- 
nent opening  was  made  between  the  left  frontal 
sinus  and  the  nasal  cavity  by  leaving  a rubber 
catheter  in  position  for  about  two  weeks. 

The  subsequent  microscopic  report  of  plasma 
cell  tumor  came  as  a surprise  even  though  the 
previous  case  was  still  under  observation.  Recovery 
was  uneventful  and  the  left  eye  rapidly  assumed  an 
almost  normal  position. 

Postoperative  laboratory  studies  on  this  patient 
were  uniformly  normal.  No  Bence-Jones  protein 
was  found  in  the  urine. 

Irradiation  therapy  was  carried  out  as  in  the 
first  case,  except  that  an  additional  100  mg.  hours 
of  radium  were  used  to  assist  in  preventing  the 
development  of  extensive  granulations  and  polypoid 
tissue  in  the  lateral  nasal  wall. 

A reply  by  the  patient  to  my  inquiry  of  two  years 
later  indicated  that  there  was  no  evidence  of  either 
local  or  metastatic  recurrences  of  the  tumor.  The 
patient  has  been  troubled  with  crusting  in  the  left 
nasal  cavity,  though  not  sufficient  to  require  treat- 
ment. 

Summary 

1.  The  diagnosis  of  extramedullary  plas- 
mocytomas  of  the  upper  respiratory  tract 
has  shown  a marked  increase  in  recent 
years. 

2.  The  plasmocytoma  is  a primary  neo- 
plasm and  not  a manifestation  of  a multiple 
mvelomatous  process. 
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3.  As  there  are  no  known  criteria  to 
differentiate  the  benign  from  the  malignant 
forms,  all  cases  of  extramedullary  plasma 
cell  tumors  must  be  considered  as  malignant 
and  treated  as  such. 

Two  cases  of  plasmocytomas  of  the  lateral 
nasal  wall  are  presented.  No  evidence  of 
recurrence  or  metastasis  has  been  found  in 
either  case  in  follow-ups  of  three  and  two 
years,  respectively. 
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DISCUSSION 

DR.  C.  D.  BLASSINGAME  (Memphis):  I am 


pleased  to  have  the  privilege  of  discussing  Dr. 
Knight’s  paper  because  I consider  the  timeliness 
of  the  subject  is  well  taken.  His  two  cases  were 
well  studied  and  the  treatment  by  X-radiation  in 
the  first  case  and  X-radiation  combined  with  radium 
in  the  second  conform  to  the  treatment  as  practiced 
by  those  who  have  had  the  most  experience  in  this 
disease.  He  is  to  be  congratulated  upon  the  ap- 
parent results  of  his  treatments  since  his  patients 
are  free  of  symptoms,  one  patient  now  three  years 
and  the  other  one  two  years. 

I should  like  to  point  out  that  this  type  of  tumor 
may  be  present  but,  because  of  its  rarity,  not 
be  suspected  in  diseases  of  the  maxillary  sinuses 
associated  with  polyposis  caused  by  dental  infec- 
tion. Recently  I encountered  such  an  instance. 
One  side  of  the  nose  was  filled  with  a large  polyp. 
The  maxillary  sinus  was  cloudy.  All  the  molar 
teeth  on  that  side  had  been  extracted  because  of 
infection,  and  it  was  taken  for  granted  that  pol- 
ypoid tissue  had  developed  because  of  the  infection 
about  the  teeth.  Through  a Caldwell-Luc  approach 
the  maxillary  antrum  was  found  filled  with  a large 
polyp  which  was  a continuation  of  the  one  filling 
the  nose.  It  was  attached  to  the  floor  of  the  sinus 
over  the  area  of  the  extracted  molars.  There  was 
no  tumor  mass  in  this  area,  mei’ely  a roughness  of 
the  periosteum  which  was  determined  by  careful 
curettement.  However,  as  appears  in  Dr.  Knight’s 
paper  and  with  the  trend  in  the  literature  on  plasma 
cell  tumors,  I am  aware  that  microscopic  examina- 
tion of  all  tissues  removed  should  be  done  even  in 
the  most  innocent  appearing  conditions  of  the  max- 
illary sinuses. 

It  should  further  be  emphasized  that  plasma  cell 
tumors  are  distinctly  neoplastic  in  character,  are 
not  derived  from  inflammatory  disease,  and  there- 
fore are  not  to  be  confused  with  granulomatous 
tissue. 


Antihistamines  in  Ophthalmology.  Nemeth,  L. 

Am.  J.  Ophth.,  33:820,  1950. 

Histamine  is  present  in  the  tissue  cells  in  the 
preformed  state  histidin,  and  is  released  as  hista- 
mine as  a result  of  the  irritative  action  of  the 
union  of  antigen  and  antibody  in  these  cells.  The 
released  histamine  causes  the  symptoms  of  allergy. 
If  this  histamine  is  neutralized  or  deactivated, 
which  can  be  accomplished  by  certain  phenol-ethers, 
the  allergic  symptoms  are  lessened  or  obviated.  A 
number  of  antihistamines  have  been  produced  syn- 


thetically. Most  are  nontoxic  and  serve  very  well 
in  diseases  such  as  urticaria,  edema  of  Quincke, 
hay  fever,  vasomotor  rhinitis  and  pruritis.  The 
Ciba  preparation  of  antistine-privine  was  used  as 
eye-drop  instillations  in  a number  of  patients  with 
ocular  allergies  with  uniformly  good  results.  In 
addition,  this  type  of  therapy  often  brings  favor- 
able results  in  episcleritis,  iridocyclitis  and  uveitis 
of  focal  origin. 

(Abstracted  by  Robert  J.  Warner,  M.  D.,  Nash- 
ville.) 
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The  Editor  feels  that  informal  staff  conferences 
from  the  clinical  departments  of  our  medical 
schools  should  be  of  interest.  The  second  of 
these  appears  below. 

UNIVERSITY  OF  TENNESSEE  COLLEGE 
OF  MEDICINE,  MEDICAL  STAFF 
CONFERENCE* 

CASE  1 — Quinidine  Therapy 
CASE  2 — Liver  Function  Tests 

DR.  H.  S.  TACKET : Our  case  today  is  that  of 
a 79-year-old  white  male  who  has  had  episodes  of 
epigastric  pain  for  about  five  or  six  years,  often 
associated  with  exertion  but  not  necessarily  so.  He 
has  attributed  this  symptom  to  indigestion,  and 
frequently  takes  soda  or  some  proprietary  medicine 
for  relief.  On  the  13th  of  May,  there  was  an 
abrupt  onset  of  epigastric  pain  of  greater  severity 
than  he  had  ever  experienced  previously.  This  pain 
was  associated  with  pronounced  dyspnea,  collapse, 
and  profuse  sweating.  The  pain  radiated  to  the 
shoulders  and  to  the  arms  down  to  the  level  of  the 
elbows.  It  persisted  during  the  ensuing  two  days, 
and  when  he  had  failed  to  obtain  relief,  at  home  he 
was  brought  to  this  hospital. 

On  the  17th,  when  he  was  admitted,  physical 
examination  revealed  a blood  pressure  of  150/104. 
He  was  in  no  obvious  distress  at  that  time.  The 
heart  was  enlarged  with  the  apical  impulse  at  the 
sixth  intercostal  space  in  the  anterior  axillary  line. 
The  chest  was  emphysematous  in  contour,  and  there 
were  a few  large  moist  rales  at  the  pulmonary 
bases. 

Laboratory  study  on  admission  showed  white 
blood  cell  count  of  10,500  per  cu.mm.  The  sedi- 
mentation rate  was  23  mm.  per  hour,  and  blood 
NPN  was  65  mgm.  per  100  cc.  An  EKG  taken  on 
admission  showed  Q-waves  that  were  prolonged  and 
slurred  in  the  precordial  positions  one  through  four, 
with  elevation  of  the  ST  segment  and  inversion  of 
the  T-waves.  In  addition,  there  were  frequent  au- 
ricular and  less  frequent  ventricular  premature 
contractions.  A number  of  additional  electrocardio- 
grams have  been  taken  subsequently.  We  will  pass 
these  around  for  you  to  observe  while  we  continue 
the  discussion. 

The  day  following  admission  the  temperature 
rose  to  101  F.  It  fell  within  the  next  two  days  and 
lias  remained  normal  subsequently.  The  patient 
was  given  morphine  and  atropine,  and  was  started 
on  papaverine  in  the  dosage  you  see  indicated,  two 
grains  three  times  daily.  Because  of  the  frequent 
premature  contractions,  quinidine  was  begun  in  the 


*From  the  Department  of  Medicine,  University  of 
Tennessee  College  of  Medicine  and  the  John  Gaston 
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dosage  of  0.3  gm.  every  six  hours  from  admission 
to  the  20th  of  the  month.  This  dosage  was  raised 
to  0.4  gm.  for  the  next  few  days,  when  the  EKG 
was  observed  to  show  some  prolongation  of  the 
QRS  interval.  With  that  observation  the  quinidine 
dosage  was  dropped  to  0.3  gm.  where  it  has  been 
maintained  subsequently,  and  the  QRS  interval 
again  became  of  the  length  it  was  on  admission. 
He  was  given  200  mg.  of  Depo-Heparin  on  admis- 
sion and  daily  thereafter  for  three  days.  You  see 
that  the  clotting  time  was  prolonged  to  19  minutes. 
The  initial  prothrombin  concentration  was  51  per 
cent.  The  prothrombin  concentration  was  main- 
tained between  30  and  50  per  cent  with  a dosage  of 
dicumarol  of  about  100  mg.  every  other  day. 

The  patient  has  been  essentially  asymptomatic 
since  he  has  been  in  the  hospital,  complaining  only 
of  mild  shortness  of  breath.  A mercurial  diuretic 
has  been  necessary  on  one  or  two  occasions  to  clear 
pulmonary  edema.  Notice  that  on  the  28th  the 
sedimentation  rate  had  increased  to  39  mm.  in  the 
hour,  and  that  the  white  blood  cell  count  had  dimin- 
ished to  7,060. 

We  will  bring  the  patient  in  now.  I 
don’t  believe  there  are  any  outstanding 
features  on  physical  examination  that  you 
will  want  to  observe.  Are  there  any  ques- 
tions any  of  you  would  like  to  ask  the  pa- 
tient? 

Mr.  McG.,  do  you  have  any  pain  now? 

PATIENT:  Some  right  here. 

DR.  TACKET:  Is  that  right  about  your 
belly  button?  Was  that  where  the  pain  was 
when  it  started? 

PATIENT:  Yes. 

DR.  TACKET:  Did  it  ever  go  to  your 
shoulders? 

PATIENT:  Yes,  and  down  into  my  arms. 

DR.  TACKET : Are  there  any  other  ques- 
tions anyone  would  like  to  ask  the  patient? 

DR.  N.  W.  GUTHRIE:  How  did  the  pa- 
tient tolerate  the  dosage  of  Depo-Heparin? 

DR.  TACKET : I don’t  believe  we  can  ask 
the  patient  that  question,  because  he  has 
received  a number  of  intramuscular  injec- 
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tions.  In  general,  we  have  had  no  com- 
plaints from  other  patients  receiving  Depo- 
Heparin. 

Are  there  any  other  questions? 

(Patient  is  removed.) 

I don’t  believe  there  are  any  X-ray  stud- 
ies that  will  contribute  to  our  discussion. 
We  are  presenting  this  case  today  so  that 
it  may  serve  as  a springboard  to  introduce 
the  subject  of  quinidine  therapy,  not  only 
in  this  situation  in  which  there  were  fre- 
quent premature  contractions,  but  in  all 
conditions  in  which  there  are  cardiac  ar- 
rhythmias. Dr.  Conway  will  begin  the  dis- 
cussion. 

DR.  J.  P.  CONWAY : A discussion  of 
quinidine  is  timely  now,  because  we  are  at 
a period  in  which  the  drug  is  receiving  new 
attention.  In  the  case  at  hand,  was  the 
use  of  quinidine  justified?  There  were  fre- 
quent ventricular  premature  contractions, 
such  as  precede  the  onset  of  ventricular 
rhythms,  either  ventricular  tachycardia 
or  ventricular  fibrillation.  Quinidine  was 
given  to  prevent  this  complication.  Quini- 
dine has  been  advocated  for  routine  use  in 
all  cases  of  myocardial  infarction.  How- 
ever, its  tendencies  to  produce  nausea  and 
vomiting  and  serious  conduction  disturb- 
ances make  its  use  hazardous  in  a patient 
with  a fresh  infarct.  Therefore,  it  should 
be  used  only  when  definite  indications  are 
present. 

The  therapeutic  usefulness  of  quinidine 
is  based  on  three  major  pharmacologic  ac- 
tions. It  prolongs  the  refractory  period  of 
cardiac  muscle;  it  slows  the  transmission 
rate  of  the  cardiac  impulse;  and  it  sup- 
presses ectopic  foci.  In  selected  cases  quin- 
idine is  of  use  in  converting  auricular 
fibrillation  to  sinus  rhythm,  notably  when 
fibrillation  is  paroxysmal  and  when  it  per- 
sists following  thyroidectomy. 

The  methods  of  administration  of  quini- 
dine are  oral,  intramuscular,  and  intraven- 
ous. Plasma  levels  of  quinidine  following 
oral  and  intramuscular  doses  differ  signifi- 
cantly only  in  that  the  peak  is  lower  fol- 
lowing intramuscular  administration.  Rec- 
tal administration  has  been  used  but  is  not 
a very  popular  route.  Recent  observations 
on  quinidine  have  shown  that,  in  the  ordi- 
nary dosage  of  the  drug,  as  much  as  10  to 
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15  per  cent  is  detectable  in  the  plasma  at 
the  end  of  24  hours.  Also,  there  is  a cumu- 
lative effect  of  quinidine  when  administered 
over  a period  of  time.  This  cumulative 
effect  is  usually  limited  and  a plateau  is 
achieved,  indicating  that  an  equilibrium  of 
some  sort  is  reached. 

Another  feature  of  clinical  importance  in 
regulating  dosage  is  the  occurrence  of  a lag 
between  maximal  plasma  levels  and  thera- 
peutic response.  In  most  cases  quinidine 
should  not  be  given  less  frequently  than 
every  four  hours  to  obtain  the  best  thera- 
peutic effect.  Probably  two-hour  intervals 
are  best.  When  an  effect  is  needed  urgent- 
ly, 0.6  gm.  by  mouth  every  two  hours  for 
five  or  six  doses  may  be  used,  with  repeti- 
tion of  that  schedule  the  following  day.  It 
is  extremely  important  to  follow  the  patient 
carefully,  not  only  by  questioning  about 
nausea  and  other  toxic  manifestations,  but 
also  by  frequent  electrocardiograms.  One 
of  the  early  indications  of  too  much  quini- 
dine is  widening  of  the  QRS  complex.  This 
is  one  of  the  danger  signals.  Dr.  Gold  con- 
siders widening  of  the  QRS  by  25  per  cent 
an  indication  for  discontinuing  the  drug. 

Quinidine  is  the  most  effective  drug  in 
breaking  up  persistent  tachycardia  of  su- 
praventricular origin.  By  the  time  one  is 
faced  with  the  problem  of  giving  drug  ther- 
apy, it  has  usually  been  going  on  for  some 
time.  It  is  well  known  that  the  longer  such 
attacks  last,  the  more  difficult  they  are  to 
terminate.  Most  of  these  cases  are  cardiac 
emergencies  so  that  a full  dosage  of  quini- 
dine should  be  employed. 

Premature  contractions  sometimes  cause 
enough  discomfort  to  require  correction.  A 
maintenance  dosage  of  0.2  gm.  three  times 
daily  is  usually  sufficient  for  their  control. 

Quinidine  is  by  no  means  an  inocuous 
drug,  having  a variety  of  toxic  manifesta- 
tions. There  is  so-called  idiosyncrasy  to 
the  drug.  The  symptoms  of  this  are  usually 
immediate  and  are  manifest  after  the  first 
dose,  consisting  of  asthmatic  attacks,  circu- 
latory failure,  unconsciousness,  and  some- 
times death.  Even  though  such  episodes 
are  rare,  a test  dose  of  0.2  gm.  by  mouth 
followed  by  two  or  three  hours  of  observa- 
tion should  be  employed  whenever  possible. 
Another  toxic  reaction  is  cinchonism.  This 
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is  not  as  frequent  or  as  pronounced  as  with 
quinine.  Cardiac  arrest  has  occurred  dur- 
ing quinidine  administration.  This  is  likely 
to  occur  when  one  is  breaking  up  an  ectopic 
rhythm  beginning  somewhere  in  the  auri- 
cles. The  SA  node  is  depressed.  When  the 
ectopic  focus  has  been  suppressed  by  quini- 
dine, there  is  a lag  occasionally  before  the 
normal  focus  takes  over.  Sinus  arrest  and 
cardiac  standstill  may  result.  A serious 
complication  of  attempts  to  convert  auricu- 
lar fibrillation  to  sinus  rhythm  with  quini- 
dine is  the  development  of  fast  ventricular 
rates  as  the  auricular  rate  slows  and  A-V 
conduction  is  increased.  A 2 :1  and  even 
1:1  conductions  have  been  noted.  A ten- 
dency for  this  to  occur  may  be  opposed  by 
digitalization. 

DR.  TACKET:  Thank  you  very  much, 
Dr.  Conway.  The  case  is  now  open  for  gen- 
eral discussion. 

I think  we  perhaps  should  have  aimed  for 
a lower  level  of  prothrombin  activity  than 
30  to  50  per  cent.  That  brings  up  also  the 
question  of  what  should  be  our  aim  as  far 
as  clotting  time  is  concerned  during  the 
first  day  or  two  of  hospitalization  during 
which  we  are  trying  to  depress  the  clotting 
mechanism  with  heparin.  Dr.  Diggs,  what 
is  your  thought  on  that? 

DR.  L.  W.  DIGGS:  The  clotting  time 
when  you  use  heparin  should  be  kept  some- 
where around  30  minutes  with  the  three- 
tube  method.  When  the  veins  are  difficult 
to  puncture  and  frequent  punctures  are 
necessary,  the  capillary  tube  method  is  in- 
dicated. By  using  a standard  capillary 
tube  of  1 mm.  or  more  diameter,  one  can 
arrive  at  a sufficiently  accurate  clotting 
time  by  this  method  to  control  the  heparin 
dosage.  When  using  the  capillary  tube 
method,  a clotting  time  of  around  7 to  10 
minutes  would  be  the  limit  one  would  at- 
tempt to  achieve,  based  on  the  normal  clot- 
ting time  around  2 to  4 minutes.  In  other 
words,  it  would  be  2 or  3 times  the  normal 
value,  just  as  it  would  be  with  the  three- 
tube  method. 

Depo-Heparin  (Upjohn)  is  used  to  pre- 
pare the  patient  until  dicumarol  takes  effect. 
Our  experience  with  this  particular  drug 
has  not  been  wide,  but  apparently  the  pain- 
ful effects  of  the  newer  preparations,  and 
the  effectiveness  too,  are  much  better  than 


could  be  achieved  with  heparin  in  Pitkin’s 
menstruum. 

A prothrombin  concentration  of  30  to  50 
per  cent  is  greater  than  one  would  like  to 
achieve  for  the  ideal  anticoagulant  effect. 
The  prothrombin  should  be  kept  around  20 
to  30  per  cent.  If  it  gets  below  15  per  cent, 
there  is  danger  of  hemorrhage.  Hematuria 
is  a frequent  manifestation  of  hypopro- 
thrombinemia.  The  prothrombin  time 
should  be  estimated  daily  because  of  the 
extremely  variable  response  of  individuals. 

The  fact  that  this  man  had  an  increased 
sedimentation  rate  goes  with  the  idea  that 
he  probably  had  a significant  lesion.  The 
fact  that  his  white  cell  count  is  becoming 
more  normal  would  be  evidence  of  a subsid- 
ing process. 

DR.  R.  F.  ACKERMAN:  Regarding  the 
clotting  time,  some  of  the  groups  who  hesi- 
tate to  use  Depo-Heparin,  the  new  prepara- 
tion, have  given  50  mgm.  of  heparin  intra- 
venously every  four  to  six  hours.  They 
have  found  that  that  dosage  in  a series  of 
patients  works  out  very  adequately  and  no 
attempt  has  ever  been  made  to  determine 
a clotting  time.  They  felt  that  they  had  the 
advantage  of  being  able  to  stop  the  heparin 
whenever  they  wanted  to,  whereas  they  lost 
that  advantage  when  they  used  Depo-Hep- 
arin. You  know  that  the  heparin  given 
intravenously  has  an  effect  only  one  hour 
or  two.  It  is  hard  to  figure  out  why  it  is  so 
effective  when  given  on  this  intermittent 
basis.  There  has  been  a group  in  Sweden 
who  have  given  100  to  150  mgm.  of  heparin 
every  eight  hours,  and  they  have  also  re- 
ported a similar  result.  From  the  practical 
standpoint,  it  may  not  be  necessary  to  keep 
the  blood  clotting  time  so  long. 

DR.  TACKET:  Thank  you,  Dr.  Acker- 
man. We  have  used  the  first  method  you 
mentioned  without  any  untoward  results. 

DR.  CONWAY : Dr.  Diggs,  have  you  had 
enough  experience  with  protamine  as  an 
antidote  to  know  whether  it  is  effective  in 
the  situation  in  which  too  much  heparin  has 
been  given? 

DR.  DIGGS:  We  have  not  had  enough 
personal  experience  to  allow  us  to  make  a 
statement  regarding  the  use  of  protamine. 
From  the  literature,  the  statement  can  be 
made  that  protamine  is  a potentially  dan- 
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gerous  drug  and  in  larger  doses  can  cause 
hemorrhage. 

DR.  J.  D.  YOUNG:  Would  you  include 
toluidine  blue  in  that  same  category? 

DR.  DIGGS:  Toluidine  blue,  insofar  as  I 
am  familiar  with  the  literature,  is  in  the 
same  category  as  protamine.  It  is  an  un- 
predictable drug.  Its  use  has  been  recom- 
mended in  thrombocytopenic  purpura  rath- 
er than  when  too  much  heparin  has  been 
given. 

DR.  YOUNG:  I thought  it  did  have  an 
effect  with  over-heparinization.  Is  that 
wrong? 

DR.  DIGGS:  Toluidine  blue  combines 
with  heparin,  and  its  use  is  rational.  Tox- 
icity effects  are  less  than  with  protamine. 
Both  drugs  are  still  in  the  experimental 
stage  of  study. 

DR.  J.  W.  KYLE : When  dicumarol  first 
came  out,  it  was  thought  that  the  drug  in- 
creased the  sedimentation  rate.  But  since 
then  there  have  been  several  studies  that 
indicate  this  is  not  true.  That  is  an  im- 
portant point  in  following  patients  with 
myocardial  infarction. 

DR.  BURT  FRIEDMAN:  Unless  the  pro- 
gram has  changed  recently,  I was  under  the 
impression  from  the  series  reported  by  the 
Mayo  Clinic  that  one  doesn’t  use  heparin 
during  the  first  three  or  four  days  follow- 
ing a myocardial  infarction,  since  emboli 
usually  do  not  occur  for  four  to  five  days 
after  infarction  has  occurred. 

DR.  KYLE : Well,  this  man  came  in  on 
the  fourth  day. 

DR.  FRIEDMAN : Is  that  the  reason  it 
was  given  here? 

DR.  TACKET:  That  is  a good  reason. 
However,  recently  we  have  been  using  hep- 
arin routinely  when  the  patients  first  come 
in.  That  is  a good  point  for  discussion. 

DR.  D.  E.  SCHEINBERG:  I understand 
that  the  rationale  for  the  use  of  anticoag- 
ulants is  that  they  prevent  propagation  of 
the  thrombus  in  the  heart  even  during  the 
first  few  days. 

DR.  J.  D.  YOUNG:  I think  that  patients 
are  gotten  under  control  with  dicumarol 
much  more  rapidly  if  heparin  is  used  first. 
Instead  of  taking  four  or  five  days,  adequate 
lowering  of  the  prothrombin  concentration 
is  attained  in  two  or  three  days.  In  the 


series  that  Dr.  Friedman  referred  to  from 
the  Mayo  Clinic  in  which  about  100  patients 
received  dicumarol,  thromboembolic  phe- 
nomena occurred  between  the  fourth  and 
twentieth  days.  However,  I think  it  is  still 
a good  idea  to  give  anticoagulants  early.  I 
think  the  most  important  thing  is  good 
anticoagulant  effect  with  dicumarol  can  be 
gained  more  quickly  if  heparin  is  given 
from  the  beginning.  What  do  you  think 
about  that,  Warren? 

DR.  KYLE:  Theoretically,  it  is  a good 
idea.  Whether  it  actually  is,  I don’t  know. 
I think  patients  do  come  under  control 
faster. 

DR.  TACKET  : I believe  our  time  for  this 
patient  is  about  up. 

Our  second  case  today  is  a 23-year-old  colored 
male  who  had  the  onset  of  anorexia  and  dark 
urine  six  weeks  ago.  One  week  later  he  noted  con- 
junctival icterus.  Anorexia,  nausea,  and  vomiting 
increased  in  severity  so  that  he  was  unable  to  work. 
Two  weeks  after  the  onset  he  was  seen  in  the  Med- 
ical Out-Patient  Department,  at  which  time  a diag- 
nosis of  infectious  hepatitis  was  made. 

Physical  examination  revealed  only  conjunctival 
icterus.  He  was  placed  on  strict  bed  rest  and  a 
hepatic  protective  dietary  regimen  and  was  seen  on 
two  subsequent  occasions.  Because  of  persistence 
of  jaundice,  he  was  admitted  to  the  hospital.  At  the 
present  time,  examination  reveals  only  mild  jaun- 
dice of  the  conjunctivae  and  mucous  membranes. 
No  hepato-splenomegaly  has  ever  been  noted. 

Pertinent  laboratory  data  are  recorded  on  the 
blackboard.  Blood  counts  and  routine  urinalysis 
were  essentially  normal.  Notice  that  the  first  serum 
bilirubin  was  12  mgm.  direct,  29.5  mgm.  per  100 
cc.  total.  There  has  been  a slow  fall  in  the  serum 
bilirubin  subsequently  so  that  at  the  present  time 
the  total  is  8 mgm.  per  100  cc.  with  3 mgm.  of  direct 
reacting  bilirubin.  Several  cephalin  flocculation 
tests  have  been  negative  at  both  24  and  48  hours. 
The  total  serum  protein  was  8 grams  per  100  cc., 
with  5 grams  albumin  and  3 grams  globulin.  The 
serum  alkaline  phosphatase  is  3.5  Bodansky  units. 
Prothrombin  time  is  normal.  The  urine  urobilino- 
gen in  a casual  specimen  is  positive  in  a dilution 
of  1:10  by  the  Wallace-Diamond  technique.  The 
24  hour  urine  urobilinogen  excretion  was  87  Ehrlich 
units.  The  Harrison  strip  test  for  bilirubin  in  the 
urine  was  negative  on  several  occasions.  Urobilin- 
ogen was  present  in  the  stools. 

X-ray  examination  of  the  abdomen  showed  no 
evidence  of  calculus  in  the  gall  bladder  area.  Bi- 
opsy of  the  liver  obtained  with  the  Vim-Silverman 
needle  revealed  only  occasional  bile  canaliculae 
which  were  dilated  and  contained  inspissated  bile. 
No  marked  pathologic  changes  were  observed. 

We  have  considered  that  this  patient  has 
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infectious  hepatitis  despite  the  disparity  of 
the  liver  function  tests. 

Dr.  Frank  Tullis  has  consented  to  begin 
the  discussion  of  this  case  with  particular 
reference  to  liver  function  tests. 

DR.  TULLIS:  Accepting  outright  the 
diagnosis  of  acute  infectious  hepatitis  in 
this  man,  I feel  that  some  of  the  unusual 
findings  in  the  liver  function  tests  certainly 
deserve  special  comment.  The  studies  as  a 
group  illustrate  again  the  fact  that  the  lab- 
oratory must  be  used  as  a diagnostic  aid  in 
clinical  medicine  and  not  as  the  final  an- 
swer. All  tests  have  their  shortcomings  and 
their  pitfalls.  Nothing  is  universally  reli- 
able and  many  discrepancies  can  never  be 
satisfactorily  explained. 

The  cephalin-cholesterol  flocculation  test, 
for  example,  may  well  be  negative  through- 
out the  course  of  acute  infectious  hepatitis, 
as  apparently  it  has  been  in  this  case;  but 
also  we  must  remember  the  pitfalls  of  this 
test.  True,  more  of  the  misleading  results 
are  on  the  side  of  false  positives  but  the 
test  itself  has  many  sources  of  error.  The 
sensitivity  of  the  antigen  can  be  variable. 
The  blood  specimen  should  always  be  fast- 
ing and  bacteria  free.  The  serum  should  be 
mixed  with  the  antigen  as  soon  as  possible 
after  it  is  collected,  and  the  tube  should  be 
kept  in  the  dark  and  at  room  temperature. 
The  effect  of  light  in  producing  false  posi- 
tive reactions  is  particularly  strong.  Final- 
ly, in  interpretation,  it  must  be  remembered 
that  the  test  is  not  a specific  liver  test  but 
rather  is  a nonspecific  flocculation  which 
occurs  or  does  not  occur  as  a result  of  “floc- 
culator”  factors  and  “inhibitor”  factors  in 
the  serum.  Flocculator  factors  include 
gamma  globulin,  especially  the  gamma  glob- 
ulin of  hepatitis  patients,  and  the  alpha  and 
beta  globulins  of  hepatitis  patients.  Serum 
albumin,  on  the  other  hand,  is  an  inhibitor. 

Insofar  as  urobilinogen  is  concerned, 
there  is  gross  discrepancy  between  the 
Wallace-Diamond  urobilinogen  test  and  the 
24-hour  excretion  in  this  patient.  While  it 
is  difficult  to  conceive  of  such  a wide  dis- 
crepancy ever  occurring,  it  is  true  that  a 
single  Wallace-Diamond  specimen  may  not 
give  a significantly  positive  test  because  the 
actual  urobilinogen  concentration  in  a given 
specimen  may  be  lowered  by  high  urine 


excretion.  Also,  the  amount  of  urobilino- 
gen excreted  varies  at  different  times  of  the 
day,  being  more  during  the  daytime  than 
the  nighttime  (or  really  more  during  the  pe- 
riod of  activity)  and  more  in  the  afternoon 
than  in  the  morning.  A more  likely  expla- 
nation for  the  finding  in  this  patient,  how- 
ever, is  the  fact  that  the  amount  of  urobili- 
nogen in  a single  urine  specimen  rapidly  de- 
creases on  standing,  most  of  it  being  con- 
verted to  urobilin,  a pigment  that  does  not 
give  an  Ehrlich  reaction.  The  Wallace- 
Diamond  test  then  could  well  fail  to  be 
significantly  positive  if  not  determined 
promptly. 

There  are  several  intriguing  pitfalls  in 
the  24-hour  quantitative  urobilinogen 
study.  In  the  first  place,  the  specimen  must 
be  collected  in  a brown  bottle  with  preserv- 
atives to  prevent  bacterial  growth.  Light 
and  bacterial  growth  both  decrease  urobil- 
inogen. The  toluene  added  to  the  bottle, 
however,  should  be  limited  to  2 cc.,  since 
urobilinogen  is  soluble  in  toluene,  and  too 
large  a volume  of  the  preservative  would 
extract  too  much  urobilinogen.  The  oppo- 
site extreme  has  happened  to  me,  however, 
in  which  a “too-helpful”  patient,  not  prop- 
erly warned,  had  “cleaned  out”  the  bottle 
thoroughly  before  using  it,  washing  out  all 
the  toluene  and  sodium  carbonate.  The 
resulting  bacterial  action  gave  a result 
much  lower  than  expected,  and  further 
questioning  brought  out  the  real  reason. 

In  the  test  as  run  by  the  simplified  meth- 
od, urobilin  is  converted  back  into  uro- 
bilinogen by  ferrous  sulfate  and  sodium 
hydroxide,  and  the  determination  is  made 
directly  on  this  filtrate.  With  the  omission 
of  the  complicated  step  of  extraction  of 
urobilinogen  with  petroleum  ether,  this 
method  does  not  measure  “pure  urobilino- 
gen” but  rather  all  substances  that  give  an 
Ehrlich  reaction,  and  thus  the  result  is 
expressed  in  Ehrlich  units.  While  the  gen- 
eral significance  is  unaltered,  it  is  true  that 
“24-hour  Ehrlich  units”  is  appreciably  more 
than  “24-hour  urobilinogen  proper.”  Re- 
gardless of  the  method  used,  the  filtrate 
should  not  be  exposed  unnecessarily  to  light 
since  this  materially  alters  the  result. 

In  the  interpretation  of  the  24-hour  uro- 
bilinogen excretion,  the  study  is  regarded  as 
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a sensitive  test.  While  it  usually  becomes 
positive  readily  in  diffuse  parenchymal  liver 
disease,  many  other  conditions  will  give 
abnormal  results,  such  as  various  acute  in- 
fectious diseases,  pulmonary  infarction,  my- 
ocardial infarction,  cholecystitis,  etc.  The 
result  of  87  Ehrlich  units  on  this  patient  is 
disproportionately  high,  and  actually  falls 
in  the  range  one  sees  in  cases  of  infection 
within  an  obstructed  biliary  tree  in  which 
bacterial  action  converts  bilirubin  into  uro- 
bilinogen within  the  biliary  radicles,  emp- 
tying tremendous  quantities  into  the  blood 
and  thence  into  the  urine. 

A particularly  interesting  observation  we 
have  made  recently  on  another  patient  in 
the  hospital  is  the  finding  of  very  small 
amounts  of  urobilinogen  in  the  24-hour 
urine  specimen  on  a patient  receiving  large 
amounts  of  aureomycin.  He  has  a sub- 
hepatic  abscess,  and  I think  one  would  ex- 
pect him  to  excrete  an  abnormally  high 
amount  of  urobilinogen.  It  certainly  sug- 
gests that  aureomycin  is  decreasing  intes- 
tinal bacterial  action  and  thus  cutting  down 
the  amount  of  urobilinogen  being  formed. 


The  Harrison  strip  test  is  also  a sensitive 
test  of  liver  function  and  is  often  positive 
in  the  pre-icteric  stage  of  hepatitis.  The 
negative  tests  in  this  patient  in  the  face  of 
direct-reacting  serum  bilirubin  levels  from 
3 to  12  mgm.  is  simply  unbelievable,  but  if 
accurate,  must  be  charged  off  to  unex- 
plained discrepancies. 

PHYSICIAN : Is  the  quantity  of  urobili- 
nogen in  the  urine  altered  by  frequency  of 
bowel  movements? 

DR.  DIGGS:  In  following  the  urobilino- 
gen output  in  the  urine  in  a patient  with 
sickle  cell  anemia,  it  was  found  that  con- 
stipation caused  a marked  increase  in  the 
amount  of  urobilinogen  excreted.  Follow- 
ing adequate  bowel  movement,  the  urobili- 
nogen in  the  urine  decreased  to  a marked 
extent,  sometimes  to  as  low  as  5 per  cent 
of  the  previous  values. 

DR.  TACKET:  I’m  sorry  that  time  is  not 
available  to  continue  our  discussion  further. 
I want  to  express  the  appreciation  of  the 
group  to  Dr.  Conway,  Dr.  Tullis  and  others 
who  have  participated  in  the  discussion  to- 
day. We  stand  adjourned. 


Chloromycetin  in  the  Therapy  of  Granuloma  In- 
guinale. Greenblatt,  R.  B„  Wammock,  V.  S., 
Dienst,  R.  B„  and  West,  R.  M.  Am.  J.  Obst.  & 
Gynec.,  59:1129,  May,  1950. 

Granuloma  inguinale,  a perplexing  problem  which 
has  long  plagued  the  South,  is,  at  least  in  Georgia, 
well  on  its  way  to  complete  eradication.  In  fact, 
of  the  many  patients  admitted  to  the  wards  of  the 
University  Hospital  in  the  past  ten  months,  only 
one  was  from  the  city  of  Augusta.  The  rapid  dis- 
appearance of  this  disease  is  due  primarily  to  the 
effectiveness  of  various  antibiotics  in  therapy.  The 
use  of  streptomycin,  aureomycin,  and  Chloromycetin 
has  rapidly  reduced  the  number  of  patients  avail- 
able for  study.  Twenty-three  women  patients  with 
granuloma  inguinale  were  effectively  treated  with 
Chloromycetin.  Six  case  histories  are  detailed  in 
the  text.  The  total  dosages  necessary  for  cure  were 
20  Gm.  in  six  cases,  40  Grn.  in  two,  50  Gm.  in  one, 
and  70  Gm.  in  another.  Experience  shows  that  the 
ideal  dosage  is  500  mg.  every  six  hours  for  ten  to 
twenty  days.  If  healing  is  incomplete  or  the  lesions 


are  extensive,  it  is  advisable  to  continue  Chloromy- 
cetin until  50  to  70  Gm.  are  given.  Donovan  bodies, 
in  most  instances,  disappeared  from  the  lesions  in 
two  to  four  days  after  therapy  was  begun.  Unto- 
ward effects  were  not  observed. 

One  hundred  forty-two  patients  with  granuloma 
inguinale  were  treated  with  streptomycin  with  ex- 
cellent results.  Five  patients  proved  to  be  strepto- 
mycin resistant.  Twenty  grams  intramuscularly 
in  dosages  of  1 Gm.  every  six  hours  over  a period 
of  five  days  seemed  adequate  in  most  instances. 

Aureomycin  was  used  in  forty-six  patients.  The 
effective  dose  range  varied  from  10.8  to  70  Gm. 
On  the  average  the  dosage  used  was  20  to  30  Gm. 
Untoward  results  were  nausea,  vomiting,  and  oc- 
casional diarrhea.  Aureomycin  given  intramuscu- 
larly was  not  effective  in  the  dosage  employed.  The 
antibiotics,  Chloromycetin,  aureomycin,  and  strepto- 
mycin have  proved  most  effective  agents  in  reducing 
the  incidence  of  granuloma  inguinale  in  Georgia. 

(Abstracted  by  Hamilton  V.  Gayden,  M.D.,  Nash- 
ville.) 


236 


July,  1950 


VANDERBILT  UNIVERSITY  HOSPITAL 
CLINICAL  PATHOLOGY  CONFER- 
ENCE, NASHVILLE* 

DR.  AMOS  CHRISTIE  : Drs.  Shapiro  and 
Batson  have  told  me  that  this  case  was  se- 
lected for  its  teaching  value.  Since  this  is 
the  last  Clinical  Pathology  Conference  of 
the  year,  I feel  I should  “go  out  on  the 
limb.”  If  I am  wrong,  it  will  have  that 
much  more  teaching  value ; and  if  I should 
be  right,  it  may  re-emphasize  points  which 
we  have  made  repeatedly  in  this  room  and 
elsewhere  concerning  this  condition. 

I would  urge  you  always  to  begin  to  anal- 
yze a clinical  problem  such  as  this  as  to  its 
location,  the  system  involved.  Refer  also 
to  leading  signs  and  symptoms ; expressions 
have  real  meaning  in  the  solution  of  what 
is  wrong  with  a child.  Watch  how  we  will 
use  the  expression  “oily  stools”  to  make  our 
diagnosis.  This  case  may  illustrate  why 
this  is  important. 

Protocol 

A white  male,  age  6 months,  was  admitted  to 
Vanderbilt  University  Hospital  on  April  6,  1944, 
and  died  April  8. 

C.  C.  “Difficulty  in  breathing  and  blueness.” 

F.  H.  The  mother  had  sinusitis,  frequent  colds 
and  cough.  She  was  allergic  to  strawberries. 

P.  H.  Pregnancy  and  delivery  were  uneventful. 
Birth  weight  was  7 pounds.  He  did  not  gain 
weight  until  3 weeks  of  age.  X-ray  at  5 days  of 
age  was  reported  as  showing  megacolon.  He  had 
gained  fairly  well  since  then  and  had  always  taken 
all  his  feedings.  He  had  received  adequate  vita- 
mins. There  were  frequent  and  sometimes  oily 
stools  (5  to  7 daily) ; the  duration  was  not  stated. 

P.  I.  For  3 weeks  before  admission  he  had  had 
a cough  which  at  times  was  productive  of  thick 
yellow  sputum.  At  the  onset  he  had  fever,  irrita- 
bility and  wheezing.  The  fever  and  irritability 
disappeared  after  three  days.  For  2 weeks  before 
admission  his  physician  thought  he  had  pneumonia, 
but  an  X-ray  was  reported  as  showing  only  evi- 
dence of  asthma.  Asthma  powders  were  used  with- 
out relief.  X-rays  of  chest  and  stomach  made  one 
week  later  were  reported  as  negative.  For  4 days 
there  had  been  severe  cough  and  wheezing,  ano- 
rexia, listlessness,  fever,  rapid  breathing  with  ex- 
piratory grunt,  pallor  and  frequent  bouts  of  peri- 


*From the  Departments  of  Pediatrics  and  Pa- 
thology, Vanderbilt  University  School  of  Medicine, 
Nashville. 


oral  cyanosis.  Retraction  of  costal  margins  had 
been  present  for  2 days. 

Examination.  Temperature,  100  degrees;  pulse, 
180;  weight,  13  pounds.  The  patient  was  a fairly 
well  developed  and  well  nourished  cyanotic  infant 
who  was  having  marked  respiratory  distress. 
There  was  retraction  of  the  rib  margins  and  tissues 
of  the  suprasternal  notch.  Respirations  were  rapid 
with  an  expiratory  grunt.  The  skin  was  pale  and 
moist.  Both  eardrums  were  bulging.  Mucopuru- 
lent discharge  was  seen  in  the  nose.  The  pharynx 
was  moderately  injected.  Chest  was  hyper-reso- 
nant except  for  dullness  over  the  right  apex. 
Breath  sounds  were  distant.  Fine  inspiratory 
rales,  coarse  rhonchi  and  wheezing  was  heard 
throughout  lung  fields.  The  liver  was  palpable  3 
finger  breadths  below  the  costal  margin.  The  tip 
of  spleen  was  felt.  The  abdomen  was  slightly  pro- 
tuberant. 

Laboratory  Data.  Rbc.,  4.82  m. ; hgb,  14.5  Gm.; 
wbc.,  26,000.  Differential  count,  2 per  cent  stabs, 
89  per  cent  polys,  9 per  cent  lymphocytes.  Blood 
culture  was  sterile.  Throat  culture  showed  the 
staphylococcus  to  be  predominant.  Urinalysis  was 
negative. 

Course.  On  laryngoscopy  the  supraglottic  areas 
and  the  cords  were  found  to  be  reddened  and 
slightly  edematous.  A good  airway  was  present. 
Thick  yellow  exudate  was  sucked  out  of  the  tra- 
chea. He  was  placed  in  oxygen  and  moisture  and 
started  on  sulfathiazole.  His  color  and  breathing 
difficulty  improved  somewhat.  However,  his  tem- 
perature rose  to  105.8  degrees  F.  40  hours  after 
admission.  He  had  clonic  convulsive  movements  of 
left  arm  and  eyelid.  He  expired  shortly  thereafter. 

This  6-month-old  infant  was  admitted  to 
the  hospital  obviously  quite  ill  since  it  ex- 
pired in  two  days.  The  chief  complaint  of 
difficulty  in  breathing  and  blueness  sug- 
gests cardiorespiratory  disease  of  some 
type. 

The  family  history  seems  noncontributory 
except  for  an  allergic  history.  The  mother 
is  said  to  have  had  sinusitis,  frequent  colds 
and  cough.  Dr.  Batson  put  into  the  sum- 
mary for  my  amusement  and  possible  irri- 
tation that  she  was  allergic  to  strawberries. 
I frequently  use  that  particular  allergin  as 
an  illustration  of  the  absurdities  of  clinical 
allergy.  It  is  unlikely  that  the  frequency  of 
colds,  sinusitis  or  respiratory  infections  is 
related  to  strawberries. 

In  the  past  history  we  learn  that  the  birth 
weight  was  7 pounds  and  that  there  was  no 
further  weight  gain  until  at  3 weeks  of  age. 
This  is  not  a particular  abnormal  event, 
although  one  which  I think  might  bring  us 
up  sharply  to  ask  “why.”  We  do  not  have 
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information  as  to  whether  he  received  for- 
mula or  breast  milk.  Maybe  we  can  assume 
the  formula  did  not  agree  with  him  and  had 
to  be  adjusted.  X-ray  at  5 days  of  age  was 
reported  as  showing  megacolon.  I could  not 
help  but  wonder  why  an  X-ray  was  taken 
at  this  time.  We  do  not  have  information 
on  this  point.  It  may  be  apparent  later  why 
this  was  done,  since  I believe  I can  tie  this 
in  when  I make  the  diagnosis.  The  next 
statement  is  that  the  baby  had  gained  fairly 
well  since  then.  Now  I wonder  whether 
someone  in  the  current  Pediatric  section  of 
the  third-year  class  would  like  to  say  any- 
thing here.  Miss  D.,  are  you  here?  (Not 
present.)  Is  there  anything  anybody  in 
that  section  would  like  to  say  about  this, 
because  we  talked  about  it  yesterday?  I 
refer  to  the  relationship  between  the  birth 
weight  and  the  fact  that  the  child  had 
gained  fairly  well  since  then.  It  is  6 months 
old  and  now  weighs  13  pounds.  Would  any- 
body in  the  current  Pediatric  section  com- 
ment on  that?  Is  that  a normal  weight 
gain? 

STUDENT : A little  low.  Should  be  14 
pounds. 

STUDENT : Not  terribly  low  for  an 
acutely  ill  baby. 

DR.  CHRISTIE : It  is  possible  that  this 
baby  has  lost  weight  in  the  past  3 weeks  in 
the  present  illness,  although  it  appears  that 
he  has  always  taken  feedings  and  has  gained 
fairly  well,  at  least  up  to  the  present  illness. 
I think  this  might  be  inadequate  weight 
gain  unless  he  had  lost  considerable  weight 
during  the  present  illness. 

He  had  received  adequate  vitamins.  He 
had  had  frequent,  sometimes  “oily  stools,” 
the  duration  not  stated  in  the  history.  That 
was  one  of  the  first  things  in  the  protocol 
which  I underlined.  Of  course,  I was  think- 
ing of  the  “Senior  Jinks”  and  faculty  rib- 
bing last  year.  If  it  is  possible  to  drama- 
tize pediatric  disease  to  the  end  that  it  has 
teaching  value,  then  I am  for  more  and 
better  ham  actors  in  faculty  and  students. 
Oily  stools  might  be  the  first  thing  that  we 
could  refer  to  here  as  a leading  sign  or 
symptom.  This  could  mean  that  the  cod 
liver  oil  had  come  through  as  undigested 
fat.  This  occurs  in  a number  of  conditions 
which  are  unique  to  the  pediatric  age  group, 


particularly  those  associated  with  the  ce- 
liac syndrome  in  which  the  stools  may  be 
variously  described  as  “frothy,”  “foul,” 
“greasy,”  “soapy,”  “smelly,”  and  by  many 
other  adjectives. 

The  present  illness  is  of  3 weeks’  dura- 
tion. So  far  we  have  considered  only  gas- 
trointestinal symptoms,  but  now  respiratory 
symptoms  begin  to  emerge.  The  baby  had 
had  a cough  which  at  times  was  productive 
of  thick  yellow  sputum.  At  the  onset  he 
had  fever,  irritability,  and  wheezing.  Asth- 
ma was  considered  by  his  physician  and  he 
was  treated  for  this.  Fever  and  irritabil- 
ity disappeared  after  3 days,  so  this  may 
have  been  an  asthmatic  attack.  The  state- 
ment is  worth  making  that  asthma  might 
occur  in  this  age  in  repeated  attacks  though 
unlikely  in  spite  of  a family  history  of 
allergy.  The  old  aphorism,  “All  is  not  asth- 
ma that  wheezes”  is  true  here.  There  are 
other  causes  of  wheezing  such  as  a foreign 
body  and  others  to  be  considered  later. 
However,  this  baby  was  only  3 weeks  of 
age  and  it  is  unlikely  that  he  swallowed  a 
watermelon  seed  or  plastic  toy. 

At  any  rate,  2 weeks  before  admission  his 
physician  thought  he  had  pneumonia,  but 
the  X-ray  was  reported  as  showing  only  evi- 
dence of  asthma.  My  own  interpretation  is 
that  it  might  very  well  have  shown  emphy- 
sema, since  the  lungs  were  clear  and  the 
X-ray  was  consistent  with  asthma.  Asthma 
powders  gave  no  relief.  X-rays  of  chest 
and  stomach  made  one  week  prior  to  ad- 
mission were  reported  as  negative.  For 
4 days  prior  to  admission  there  had  been 
more  severe  cough  and  wheezing,  anorexia, 
listlessness,  fever,  rapid  breathing  with  ex- 
piratory grunt,  pallor,  and  frequent  bouts 
of  perioral  cyanosis.  Notice  that  is  the 
third  time  cyanosis  or  something  related 
to  it  has  been  mentioned — first,  bluishness; 
second,  cyanosis ; and  now  we  have  again 
perioral  cyanosis — so  we  are  forced  to  di- 
rect our  attention  to  the  respiratory  tract. 
Besides  foreign  body,  asthma  or  other 
causes  of  obstruction,  one  might  have  to 
consider,  because  of  the  age,  a malde- 
velopment  of  the  aorta,  or  double  aortic 
arch,  a congenital  malformation  which 
could  produce  this  picture  of  respiratory 
distress.  However,  there  was  no  dyspha- 
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gia;  appetite  was  good;  he  took  feedings 
and  was  said  to  have  gained.  Many  of  these 
things — the  fever,  the  rapid  breathing,  the 
respiratory  grunt  and  cyanosis,  as  well  as 
cough — might  be  associated  with  acute 
pneumonitis,  a pneumonia  which  this  baby 
acquired  primarily  or  secondarily. 

The  weight  was  13  pounds.  I interpreted 
this  weight  differently  at  this  point.  I was 
drawn  up  sharply  by  the  fact  that  the  baby 
had  failed  to  gain  a standard  of  IV2  pounds 
a month  for  the  first  6 months,  a minimal 
weight  gain.  While  this  baby  may  have 
lost  some  weight,  I offer  for  you  the  possi- 
bility that  he  may  have  failed  to  gain  weight 
well  in  spite  of  a good  appetite  and  having 
taken  feedings  well.  The  statement  in  the 
protocol  that  this  was  a fairly  well  devel- 
oped baby  and  well  nourished  cyanotic  in- 
fant who  was  having  marked  respiratory 
distress  makes  one  wonder  whether  weight 
loss  occurred  in  the  present  illness.  No 
indication  of  weight  loss  due  to  acute  de- 
hydration is  given. 

The  baby  has  respiratory  distress  for 
some  reason,  possibly  from  obstruction. 
The  protocol  provides  evidence  to  support 
this  by  the  fact  that  there  was  retraction  of 
the  rib  margins.  He  probably  used  acces- 
sory muscles  of  respiration.  Respirations 
were  rapid  with  an  expiratory  grunt.  That 
I believe  merely  indicates  that  this  baby 
must  have  had  pneumonia.  Both  eardrums 
were  bulging.  We  will  at  this  point  make  a 
diagnosis  of  bilateral  otitis  media.  Muco- 
purulent discharge  was  seen  in  the  nose. 
Abnormal  pulmonary  findings  were  present. 

The  liver  was  palpable  3 fingerbreadths 
below  the  right  costal  margin,  which  you 
will  recognize  as  being  considerably  en- 
larged, although  it  has  been  pointed  out 
repeatedly  that  normal  infants  have  palpa- 
ble livers.  In  the  presence  of  acute  infec- 
tion and  no  heart  failure,  it  is  probable  that 
excessive  fat  is  the  most  likely  cause  of  he- 
patomegaly. Idiopathic  hypertrophy  of  the 
heart  which  could  produce  the  picture  of 
respiratory  distress,  cyanosis  and  hepato- 
megaly is  unlikely. 

Two  things  are  important  in  the  labora- 
tory findings.  The  presence  of  26,000  white 
cells  with  89  per  cent  polys  rules  out  the 
possibility  that  the  chronic  recurring  cough 


might  be  due  to  pertussis ; the  cells  are  polys 
instead  of  lymphocytes.  A staphylococcus 
predominated  in  the  throat  culture.  This 
is  not  usual,  but  in  view  of  the  diagnosis  I 
am  about  to  make  can  be  tied  in  better  than 
if  a pneumococcus  or  streptococcus  were 
the  predominant  organism.  The  pneumonia 
to  which  I referred  above  might  have  been 
due  to  pertussis,  but  now  with  this  white 
count  it  is  ruled  out.  The  baby  must  have 
a systemic  infection,  or  must  have  extensive 
pneumonitis  of  some  kind. 

The  clinical  course  indicates  the  clinicians 
thought  of  obstruction  some  place.  Laryn- 
goscopy was  done  to  relieve  the  coughing, 
grunting,  cyanosis  and  obvious  respiratory 
distress.  The  supraglottic  areas  and  the 
cords  were  reddened  and  slightly  edema- 
tous. There  was  a good  airway.  Thick  yel- 
low exudate  was  sucked  out  of  the  trachea. 
He  was  placed  in  oxygen  and  moisture  and 
started  on  sulfathiazole.  His  color  and 
breathing  difficulty  improved  somewhat.  It 
is  unlikely  that  this  clinical  course  would  be 
due  to  nonspecific  croup.  This  description 
rules  out  diphtheria.  A 3-week  illness  is  not 
likely  to  be  due  to  acute  laryngo-tracheo- 
bronchitis.  Such  cases  have  a rapid  course 
with  high  fever  and  much  more  evidence  of 
obstruction  and  croup.  His  temperature 
rose  to  105.8  degrees  40  hours  after  admis- 
sion. He  had  clonic  convulsive  movements 
of  the  left  arm  and  eyelid.  I can’t  interpret 
the  last  unless  it  was  terminal. 

The  points  I have  made  in  the  past  about 
the  significance  of  convulsions  as  usually 
representing  the  onset  of  an  acute  inflam- 
mation in  the  central  nervous  system  are 
not  valid  here  because  we  were  dealing, 
during  the  last  12  hours,  with  a moribund 
child  in  acute  respiratory  distress. 

Now  I would  like  to  get  out  on  that  limb. 
I am  going  to  do  this  because  I believe  every 
junior  and  every  senior  student  here  should 
be  able  to  diagnose  this  case  based  on  infor- 
mation in  this  protocol.  If  that  were  true, 
by  chance,  we  would  have  done  a pretty 
good  teaching  job  on  this  particular  sub- 
ject. I believe  this  baby  must  have  cystic 
fibrosis  of  the  pancreas.  The  complications 
of  this  condition,  while  producing  gastro- 
intestinal signs  and  symptoms,  so  frequently 
are  associated  with  those  of  the  respiratory 
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system.  After  reading  this  protocol  the 
second  or  third  time,  I have  been  so  sure  of 
the  diagnosis  that  it  spoiled  a lot  of  fun  in 
presenting  it.  It  may  turn  out  to  be  wrong, 
but  I could  not  think  of  anything  else. 

We  have  a baby  who  has  a triad  of : “oily 
stools,”  failure  to  gain  weight  in  spite  of 
good  appetite,  and  recurring  respiratory 
infections  which  looked  like  asthma  or  per- 
tussis. 

Oily  stools  might  very  well  be  present  in 
other  types  of  celiac  disease. 

The  recurrent  and  persistent  respiratory 
disease  takes  one  or  two  forms,  pertussis- 
like cough  and  distress  and  asthma.  In 
asthma  in  the  young,  one  has  to  include 
the  differential  diagnosis  of  pancreatic  dis- 
ease. I can  remember,  before  Anderson  and 
Farber  called  our  attention  to  this  symptom 
complex,  two  babies  who  came  to  us  from 
long  distances  to  be  relieved  of  asthma. 
Those  were  days  in  which  we  did  not  make 
the  association  of  respiratory  complaints 
with  pancreatic  disease.  These  babies  fre- 
quently had  staphylococci  in  their  blood 
stream,  low  grade  sepsis  and  at  autopsy 
miliary  abscesses  throughout  their  lungs. 
I mention  this  to  re-emphasize  an  asthma 
history  or  pertussis  history  in  babies  who 
have  cystic  fibrosis  of  the  pancreas. 

(In  this  case  staphylococci  was  present  in 
the  purulent  discharge  of  the  oropharnyx 
and  nasopharynx.) 

Finally,  in  my  thinking,  I go  back  to  ask 
why  that  X-ray  was  taken  for  megocolon  at 
5 days  of  age.  I would  like  to  believe  the 
baby  had  some  signs  of  intestinal  obstruc- 
tion. Meconium  ileus  is  the  infantile  or 
earliest  form  of  the  disease  under  consider- 
ation. It  is  possible  that  this  baby  had 
some  form  of  obstruction  to  cause  clinicians 
to  take  a barium  enema. 

So  for  these  reasons,  I make  a diagnosis 
of  cystic  fibrosis  of  the  pancreas  with  its 
notorious  complications,  pneumonia  with 
probably  lung  abscesses.  I have  seen 
enough  of  this  disease  to  be  able  to  describe 
some  pathology.  There  are  probably  mili- 
ary abscesses  throughout  both  lungs,  ex- 
plaining why  the  baby  had  a lot  of  obstruc- 
tive symptomatology.  Dilatation  of  bronchi 
may  be  present.  One  might  also  find  meta- 
plasia of  bronchial  mucosa,  present  only  a 


few  times  in  our  cases.  Possibly  the  child 
had  vitamin  A as  well  as  D deficiency  evi- 
denced by  this  metaplasia  of  the  mucous 
membranes  and  possibly  rickets  or  both. 

Clinical  Diagnoses:  (1)  Cystic  Disease  of 
Pancreas  with  lung  abscess,  pneumonia, 
bronchiectasis,  and  metaplasia  of  bronchial 
mucosa;  (2)  otitis  media. 

DR.  JOHN  SHAPIRO:  For  some  peculiar 
reason  the  diagnosis  was  not  made  during 
this  child’s  hospital  stay.  That  is  extremely 
unusual  in  that  this  child  had  fibrocystic 
disease  of  the  pancreas,  and  I do  not  re- 
member offhand  another  case  not  diagnosed 
clinically  on  the  Pediatric  Service.  This 
child  was  seen  in  1944,  and  at  that  time  the 
syndrome  of  fibrocystic  disease  was  well 
recognized  locally  and  the  diagnosis  made 
fairly  frequently. 

The  gross  findings  in  this  case  were  en- 
tirely characteristic.  The  trachea  and  ma- 
jor bronchi  were  filled  with  creamy  pus  as 
far  as  they  could  be  traced  peripherally. 
There  was  relatively  little  surrounding 
pneumonitis.  Except  for  the  pancreas,  the 
remainder  of  the  gross  examination  showed 
nothing  abnormal.  The  pancreas,  in  this 
instance,  showed  fibrosis  and  even  small 
cyst-like  structures  were  described.  In 
most  of  our  cases  no  gross  pancreatic  lesion 
has  been  found.  I would  like  to  show  some 
of  the  microscopic  features  of  fibrocystic 
disease  as  illustrated  by  this  case. 

Here  is  the  section  of  the  trachea,  and  the 
area  of  squamous  metaplasia  is  quite  appar- 
ent. Elsewhere  you  see  the  purulent  exu- 
date filling  the  bronchi  with  acute  inflamma- 
tory cells  in  the  surrounding  lung  paren- 
chyma. There  is  little  change  in  the  lung 
parenchyma  away  from  the  bronchi,  so  we 
must  assume  that  this  child’s  respiratory 
symptomatology  resulted  from  bronchial  in- 
volvement. This  section  of  the  pancreas 
shows  the  chai’acteristic  lesions  quite  well. 
Here  you  will  see  the  dilated  ducts  contain- 
ing these  pink  cast-like  structures.  You 
will  also  note  the  fibrosis  with  relatively 
few  inflammatory  cells.  These  lesions  are 
pathognomonic  of  fibrocystic  disease. 
(Figs.  1 and  2.) 

I would  like  to  comment  for  a moment 
regarding  the  various  theories  of  etiology. 
Since  Dorothy  Anderson’s  original  report 
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Fig.  1 — Dilatation  of  the  pancreatic  ducts  with  fibrosis  in  the  surrounding  areas.  Hyaline  casts  are  seen 
in  many  of  the  dilated  ducts. 


Fig.  2 — Squamous  metaplasia  of  the  tracheal  epithelium  is  well  shown. 
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in  1938  very  little  progress  has  been  made 
in  demonstrating  the  basic  fault  in  these 
children  which  leads  to  this  condition.  In- 
fection has  been  incriminated,  but  there  is 
little  evidence  to  support  this.  Some  cases 
of  cystic  fibrosis  of  the  pancreas  have  oc- 
curred in  association  with  the  so-called  “in- 
clusion disease,”  which  is  apparently  a gen- 
eralized viral  disease.  This  number  has  not 
been  sufficiently  great  to  warrant  any  con- 
clusion about  etiology.  The  next  theory 
incriminates  vitamin  A deficiency  suggest- 
ed by  the  frequent  finding  of  squamous  met- 
aplasia in  bronchi.  However,  it  seems  al- 
most certain  that  the  evidence  of  vitamin 
A deficiency  in  these  cases  results  from  poor 
absorption  due  to  lack  of  pancreatic  en- 
zymes. The  third  theory  suggests  that 
there  is  congenital  absence  or  obstruction  of 
the  main  pancreatic  ducts;  but  the  major 
ducts  are  normal  in  most  instances.  The 
fourth  theory  is  the  one  advanced  and  sup- 
ported by  Sidney  Farber,  who  contends  that 
there  are  abnormally  viscid  secretions  from 
the  pancreatic  glands  as  well  as  from  nu- 
merous other  glands,  including  liver  tra- 
cheal glands,  etc.  These  thick  tenacious 
secretions  block  the  ducts  and  result  in  the 
fibrosis  seen  microscopically.  He  has  ap- 
plied the  term  muco-viscidosis  to  this  con- 
dition, implying  that  it  is  a generalized  dis- 
ease. There  is  some  evidence  to  support 
this  contention.  At  any  rate,  the  etiology 
remains  quite  obscure  at  the  present  time. 

Dr.  Christie,  what  about  the  present  sta- 
tus of  the  operative  treatment?  Have  the 
enthusiastic  early  reports  held  up? 

DR.  CHRISTIE:  No.  Dr.  Shapiro  is  re- 
ferring to  the  report  from  the  Ochsner  Clin- 
ic which  came  to  us  by  word  of  mouth  six 
months  ago  or  longer  and  about  which  you 
may  have  read  in  the  Journal  of  the  Amer- 
ican Medical  Association1  recently.  Ochs- 
ner and  his  associates  reported  the  results 
of  a small  series  of  cases  which  had  a 
right-sided  complete  splanchnicectomy. 
The  rationale  behind  this  is  not  too  clear 
to  any  of  us.  The  operation  was  done  on  5 
children  with  enthusiastic  early  results. 
This  was  not  substantiated  by  follow-up, 
and  we  have  reason  now  to  believe  that  the 
pediatricians  who  watched  these  cases  were 
most  conservative  in  expressing  themselves 


about  the  follow-up  results.  Two  have  been 
done  at  Vanderbilt  by  Drs.  Meacham  and 
Cobb.  One  of  these  cases  improved  encour- 
agingly following  his  return  from  Surgery 
but  is  now  unchanged  in  his  pulmonary 
status,  and  the  other  had  to  come  back  once 
more  for  a similar  recurrence  of  pneumo- 
nitis and  respiratory  distress.  One  must  be 
conservative  in  the  appraisal  of  this  opera- 
tion. 

DR.  SHAPIRO:  Do  you  think  this  child 
may  have  had  meconium  ileus? 

DR.  CHRISTIE:  No,  I do  not.  I was 
pretty  far  out  on  the  limb  when  I mentioned 
the  possibility.  On  the  other  hand,  three 
cases  of  cystic  fibrosis  of  the  pancreas  were 
reported  at  a recent  pediatric  meeting 
which  had  normal  tryptic  digestion  but 
which  had  extensive  viscidity  of  mucous 
secretions.  I would  call  Dr.  Shapiro’s  at- 
tention to  a case  which  recently  came 
through  our  own  history  meeting.  Cirrhosis 
of  the  liver  was  diagnosed  in  the  presence 
of  cystic  fibrosis  of  pancreas.  Illustrating 
again  the  reason  for  the  name  which  Dr. 
Shapiro  said  Farber  and  others  have  given 
to  the  disease. 

DR.  BATSON : The  first  child  operated 
on  here  has  expired. 

DR.  CHRISTIE:  So  I have  heard.  The 
pulmonary  changes  were  extensive. 

DR.  SHAPIRO:  There  have  been  several 
cases  associated  with  cirrhosis  of  the  liver. 

DR.  CHRISTIE:  Two  in  our  group,  more 
in  Farber’s  group,  had  this.  The  incidence 
is  not  known  exactly.  It  seems  to  be  due 
pathologically  to  the  same  process  of  fibro- 
sis around  the  portal  area  which  could  re- 
sult from  inspissation  of  bile.  I do  not 
know  of  a case  of  a child  who  could  be  diag- 
nosed as  having  meconium  ileus  and  re- 
cover. Of  course  there  are  cases  in  which 
meconium  ileus  was  found  at  laparotomy. 
They,  of  course,  had  fibrocystic  disease  of 
the  pancreas  and  meconium  ileus  had  been 
revealed  by  surgery.  There  are  really  three 
types  of  this  disease  which  fall  into  certain 
age  categories. 

First,  meconium  ileus  having  a picture  of 
intestinal  obstruction  in  early  infancy.  Pic- 
turesque descriptive  terms  are  used  to  illus- 
trate this  point.  The  meconium  in  these 
cases  is  a thick  and  sticky  mucilaginous  ma- 
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terial.  We  have  seen  on  one  occasion  here 
meconium  which  looked  like  the  honey 
spread  preparation  available  in  groceries. 
The  baby  presented  quite  a problem  to  us. 
Interestingly  enough,  to  tie  it  in  histori- 
cally, one  of  the  first  case  reports  that  was 
ever  published  on  this  condition  was  by 
Goodpasture  and  Sisson  in  11)23,  15  years 
before  its  association  with  fibrocystic  pan- 
creatitis was  made  by  Anderson.  Though 
Goodpasture  and  Sisson  described  the  le- 
sions beautifully,  they  did  not  relate  the 
fibrocystic  pancreatitis  to  meconium  ileus 
and  intestinal  obstruction  as  Anderson  did. 
One  of  the  very  early  cases  in  which  this 
association  was  made  was  by  Dodd  in  this 
Pediatric  Department. 

The  second  group  is  that  of  pancreatic 
insufficiency  or  cystic  fibrosis  of  the  pan- 
creas. These  cases,  all  under  2 years  of 
age,  have  very  good,  voracious  appetites, 
failure  to  gain  weight,  frequent  foul  stools. 
Sometimes  the  mother  will  say  that  the 
cod  liver  oil  comes  through  in  the  stools. 
There  is  a tendency  to  respiratory  infection 
characterized  by  asthma  or  pertussis  re- 
ferred to  above. 

The  third  group  represents  older  children 
who  present  themselves  mainly  with  res- 
piratory symptomatology  such  as  bronchi- 
ectasis and  lung  abscess.  These  children 
have  the  picture  of  celiac  disease,  or  non- 
tropical  sprue,  with  pot-bellies,  spindly  ex- 
tremities and  a lot  of  respiratory  symptoms. 
Diagnosis  of  pancreatic  insufficiency  is 
made  by  absence  of  tryptic  digestion.  So 
you  see  older  children  who  have  missed  the 
respiratory  symptoms  until  late  in  life,  be- 
tween 2 and  8 or  12  years  of  age,  are  picked 
up  by  this  type  of  clinical  orientation. 

I am  reminded  to  mention  the  outstand- 
ing family  incidence  or  hereditary  predispo- 
sition. Last  year  we  had  in  this  clinic  two 
children,  a brother  and  sister,  whom  I 
brought  to  the  amphitheater  in  one  bed  to 
emphasize  this  point.  Both  had  pancreatic 
insufficiency.  One  died;  the  other  is  a 
respiratory  invalid.  The  father  is  a res- 


piratory invalid.  We  were  curious  to  find 
out  whether  he  had  this  disease,  and  I have 
been  tempted  to  pass  a duodenal  tube  on 
him.  The  disease  is  apparently  inherited 
as  a mendelian  recessive  characteristic. 

The  need  for  laboratory  confirmation  of 
this  diagnosis  is  plain  to  all  of  us.  This  is 
done  in  several  ways:  (1)  the  simple  screen- 
ing device,  staining  the  stool  with  fat  stain ; 
(2)  that  of  diluting  stool  in  a test  tube  5 
times  with  water  and  putting  the  emulsion 
on  unexposed  X-ray  film  to  see  whether 
there  is  digestion  of  the  gelatin  by  the  tryp- 
sin in  the  stool  (Shwachman  devised  this 
test  and  found  a high  degree  of  correlation 
between  pancreatic  insufficiency  and  ina- 
bility to  digest  gelatin  from  the  film)  ; (3) 
by  passing  a duodenal  tube  and  obtaining 
alkaline  juice.  The  absence  of  trypsin  is 
verified  by  the  inability  of  this  juice  to  di- 
gest gelatin  in  a standard  test  tube  set  up 
as  described  in  our  Ward  Procedure  Book 
and  which  you  all  have  used.  Other  labor- 
atory procedures  are  the  fiat  vitamin  A tol- 
erance tests. 

This  is  not  a rare  disease.  At  least  2 per 
cent  of  all  autopsies  on  children  reveal  it. 
In  some  series  as  high  as  5 per  cent  have 
been  found. 

The  therapy  consists  of  the  use  of  pan- 
teric  granules,  high  caloric  diet,  probably 
high  in  proteins,  low  in  fat,  although  at  a 
recent  meeting  it  was  brought  out  that  this 
may  be  unnecessary.  When  you  feed  more 
fat,  patients  excrete  more  but  also  absorb 
a higher  per  cent.  More  than  adequate 
amounts  of  vitamins  A and  D in  water  sol- 
uble form  are  indicated.  Chemotherapy 
and  antibiotics,  to  keep  down  infections  to 
which  the  patients  are  so  susceptible,  are 
useful  if  not  essential. 
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Nontraumatic  intracranial  hemorrhage  has  assumed  much  greater 
importance  in  recent  years.  The  recognition  of  nonhypertensive 
apoplexy  is  most  important,  since  modern  neurosurgical  diagnosis 
and  treatment  results  in  a not  inconsiderable  percentage  of  cures 
through  the  prevention  of  subsequent  and  fatal  attacks. 

NONTRAUMATIC  INTRACRANIAL  HEMORRHAGE* 

ROBERT  A.  WATERS,  M.D.,  and  AUGUSTUS  McCRAVEY,  M.D.,  Chattanooga,  Tenn. 


This  is  a report  of  118  cases  of  nontrau- 
matic  intracranial  hemorrhage  which  oc- 
curred at  the  Baroness  Erlanger  Hospital 
of  Chattanooga  during  the  past  two  and 
one-half  years.  The  diagnosis  in  most  cases 
was  either  hypertensive  vascular  disease  or 
congenital  (so-called  “berry”)  aneurysm. 
All  cases  were  verified  by  spinal  puncture, 
operation  or  autopsy. 

The  onset  was  usually  sudden,  with  head- 
ache the  most  frequent  symptom,  occurring 
in  approximately  50  per  cent  of  the  pa- 
tients. It  was  severe,  'occipital  in  site, 
radiating  to  the  vertex  or  to  the  frontal 
region.  There  was  an  occasional  instance 
of  mild  headache  for  one  or  two  weeks  pre- 
ceding the  severe  headache. 

The  present  symptoms  often  varied.  Ap- 
proximately 30  patients  had  immediate 
coma,  32  showed  a hemiparesis  or  hemiple- 
gia, and  5 had  an  onset  with  convulsions. 

It  was  of  interest  to  study  the  mode  of 
onset  and  its  relation  to  prognosis.  Among 
the  47  who  had  headache  at  the  onset,  there 
were  21  deaths  and  26  survivals.  However, 
in  the  group  of  34  who  were  in  coma  upon 
admission  to  the  hospital,  there  were  33 
deaths  and  only  one  survived.  Extensive 
hemorrhage  was  most  frequently  accom- 
panied by  coma. 

Another  factor  affecting  the  prognosis 
was  a previous  history  of  hyptertension. 
Arteriosclerosis  and  hypertension  were  not 
found  in  all  cases.  Eleven  patients  had  no 
history  of  hypertension.  Of  these,  nine  im- 
proved and  two  expired.  Of  the  46  who  had 
had  previous  hypertension,  37  expired  and 
nine  were  improved.  Thus  it  can  be  seen 
that  in  the  group  with  previous  hyperten- 
sion there  was  a greater  percentage  of 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  11,  12,  19o0. 


deaths.  However,  age  may  be  a factor  since 
the  average  age  of  the  patients  who  expired 
was  55  years  and  of  those  who  improved  39 
years.  The  series  of  cases  in  this  study 
would  indicate  also  that  this  is  not  a disease 
limited  to  middle  and  old  age  groups,  since 
seven  of  the  patients  were  under  20  years 
of  age. 

The  activity  at  the  time  of  the  onset  of 
the  bleeding  episode  was  usually  moderate 
or  none.  The  greatest  degree  of  activity 
was  in  a boy  running  with  football  and  a 
girl  playing  basketball.  Most  patients  were 
sleeping,  eating,  talking  or  walking  at  the 
onset  of  the  hemorrhage. 

In  a small  group  of  15  patients  with  pre- 
vious episodes  of  hemorrhage  there  were  11 
deaths,  a 75  per  cent  mortality.  In  the 
entire  group  of  118  there  were  76  deaths,  a 
65  per  cent  mortality. 

In  this  group  of  118.  the  best  chance  of 
survival  was  in  a young  individual  without 
previous  hemorrhage  or  without  history  of 
hypertension,  and  who  did  not  develop  con- 
vulsions or  coma  at  the  onset  of  the  hemor- 
rhage. 

The  most  frequent  physical  findings  were 
oculomotor  paralysis,  nuchal  rigidity,  hem- 
iplegia and  coma.  The  blood  pressure  aver- 
aged about  200  mm.  systolic  and  100  mm. 
diastolic.  The  temperature  was  usually  ele- 
vated with  a sharp  terminal  rise.  The  spin- 
al fluid  pressure  ranged  from  60  mm.  to 
over  600  mm.,  with  300  mm.  as  the  average. 
It  was  found  that  those  with  pressures  of 
over  500  mm.  were  usually  in  coma  and  the 
prognosis  was  poor.  This  suggests  that  a 
low  spinal  fluid  pressure  should  make  one 
suspicious  of  the  diagnosis  of  intracranial 
hemorrhage.  There  were  two  patients  who 
had  diabetes  mellitus  and  two  patients  who 
had  subarchnoid  hemorrhage  following  di- 
cumarol  therapy. 
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X-ray  studies  of  the  skull  were  of  occa- 
sional value  in  localizing  the  site  of  hemor- 
rhage because  of  a shift  in  the  calcified  pin- 
eal gland.  Carotid  angiography  was  of 
value  in  14  cases.  Electroencephalography 
and  pneumoencephalography  have  been 
used  in  an  effort  to  locate  intracranial  hem- 
orrhage, but  the  number  of  cases  is  small 
and  the  results  are  not  conclusive.  Pneu- 
moencephalography may  show  the  site  of 
a hematoma  and  not  the  site  of  hemorrhage, 
which  may  be  at  a distant  point.  Electro- 
encephalography may  show  slow  waves 
called  pulsile  waves  which  are  thought  due 
to  the  pulsile  force  of  the  aneurysm. 

Much  interest  has  been  shown  recently  in 
the  treatment  in  cases  of  intracranial  hem- 
orrhage. Certainly,  a “leave-them-alone” 
attitude  should  not  prevail.  Spinal  punc- 
ture should  always  be  done  to  establish 
diagnosis.  If  there  is  other  disease,  such  as 
hypertensive  heart  disease,  diabetes  mel- 
litus  or  syphilis,  it  should  be  treated.  Prop- 
er fluid  and  electrolyte  balance  should  be 
maintained.  If  anemia  is  present,  it  should 
be  corrected.  An  adequate  airway  must  be 
established.  The  position  of  the  patient 
must  be  frequently  changed,  and  a rising 
temperature  must  be  lowered  by  an  alcohol 
sponge,  ice  bags  or  cooling  enemas.  Liga- 
tion of  femoral  veins  due  to  complicating 
phlebitis  may  be  necessary.  Spinal  drain- 
age has  been  questioned  by  some  clinicians, 
but  in  cases  of  rising  spinal  fluid  pressure 
it  seems  logical  to  repeat  the  spinal  punc- 
ture. Sedation  but  not  narcotics  may  be 
necessary.  Vitamins  K and  C in  large  doses 
may  assist  the  clotting  mechanism.  Sur- 
gery should  be  considered  in  the  group  hav- 
ing congenital  (“berry”)  aneurysm,  since 
these  can  sometimes  be  demonstrated  by 
angiography  and  may  be  attacked  by  liga- 
tion of  the  carotid  vessel  in  the  neck  or  a 
direct  intracranial  approach. 

Ligation  of  the  common  carotid  artery 
was  carried  out  in  14  cases.  Some  of  these 
patients  had  aphasia,  paresis  or  paralysis 
at  the  time  of  the  ligation,  but  the  symptoms 
gradually  improved.  Not  all  instances  of 
ligation  of  carotid  vessels  developed  neuro- 
logical sequelae.  In  two  cases  the  intra- 
cranial aneurysm  was  trapped  by  placing 
metal  clips  directly  on  the  connecting  ar- 


teries. In  one  of  these  the  posterior  cere- 
bral artery  was  occluded  with  metal  clips 
and  the  adjacent  hematoma  in  the  occipital 
lobe  evacuated.  Recovery  was  complete  ex- 
cept for  a homonymous  hemianopsia.  In 
another  case  occlusion  of  the  anterior  com- 
municating artery  by  metal  clips  and  evac- 
uation of  the  hematoma  in  the  left  frontal 
lobe  was  carried  out  with  fatal  results. 

It  should  be  realized  that  intracranial 
hemorrhage  is  not  a hopeless  condition  and 
that  all  who  survive  are  not  handicapped. 
We  as  physicians  should  use  all  of  our  re- 
sources for  correct  diagnosis,  localization 
and  treatment. 

Conclusion 

Intracranial  hemorrhage  should  be  sus- 
pected in  any  individual  having  a sudden 
onset  of  severe  headache  and  who  has  ocu- 
lomotor paralysis,  irrational  behavior,  con- 
vulsions, hemiplegia  or  coma.  A spinal 
puncture  should  be  done  to  establish  diag- 
nosis. 

The  highest  mortality  rate  was  in  the 
older  age  group  who  had  a history  of  pre- 
vious hypertension  or  hemorrhage  and  who 
developed  convulsions  or  coma  after  onset. 

Diagnostic  aids  such  as  X-ray  examina- 
tion of  the  skull,  angiography,  pneumoen- 
cephalography and  electroencephalography 
were  of  benefit,  but  over  90  per  cent  of  the 
cases  can  be  diagnosed  from  the  history, 
physical  examination  and  spinal  puncture. 

A plan  of  treatment  has  been  outlined, 
and  although  treatment  at  the  present  time 
is  regarded  as  inadequate,  the  attitude  of 
“leave-them-alone”  should  not  be  tolerated 
with  our  ever-increasing  knowledge  in  the 
management  of  this  problem. 

DISCUSSION 

DR.  NICHOLAS  GOTTEN  (Memphis):  We  all 
should  feel  very  grateful  to  Dr.  Waters,  who  has 
brought  this  subject  before  us,  because  the  history 
of  the  treatment  and  outcome  of  cerebral  hemor- 
rhage over  a period  of  years  certainly  has  been  a 
very  dismal  one.  However,  as  the  medical  horizons 
have  been  widened  by  new  methods  and  new  treat- 
ments, there  is  a somewhat  better  outlook  for  these 
patients  than  in  years  gone  by. 

It  is  true  that  even  yet  the  mortality  in  intra- 
cranial hemorrhage  is  close  to  70  per  cent,  never- 
theless it  means  that  we  are  able  to  save,  at  least 
temporarily,  a group  of  these  patients  and  have  a 
30  per  cent  survival  rate  at  the  present  time. 
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It  is  well  known  that  intracranial  nontraumatic 
hemorrhage  frequently  may  be  both  within  the 
cerebrum  or  within  the  circle  of  Willis.  It  is  true 
that  many  times  the  hemorrhage  may  be  relatively 
small  and  can  do  a great  deal  of  damage.  In  other 
instances  the  hemorrhage  may  be  rather  large  and 
can  be  either  evacuated  or  resolved  or  at  times  the 
vessels  are  ligated  and  the  patient  tends  to  get 
well. 

It  might  be  worth  while  to  mention  something 
about  the  etiology  of  these  instances  of  hemorrhage. 
It  is  true  that  a great  many  of  them  are  due  to 
hypertension  but,  on  the  other  hand,  a great  many 
of  them  are  mycotic  aneurysms  or  congenital  aneur- 
ysms which  have  been  present  since  the  time  of 
birth. 

In  our  work  we  have  seen  a number  of  these  in 
small  children,  and  indeed  one  of  the  last  cases  we 
had  was  that  of  an  eleven-year-old  boy  who  was 
sitting  up  in  bed  one  night  at  eleven  o’clock  reading 
a comic  book.  He  fell  over  in  a state  of  stupor, 
had  convulsions,  and  died  of  an  intracranial  hem- 
orrhage. This  was  a case  of  congenital  aneurysm. 

One  might  ask,  what  causes  patients  to  have 
these  cerebral  hemorrhages  or  rupture  of  blood 
vessels?  It  has  been  shown  that  a cerebral  blood 
vessel  can  withstand  rather  high  pressure,  as  a 
matter  of  fact  rather  enormous  pressure  without 
blowing  out.  There  is  reason  to  suppose  that 
degenerative  changes  are  taking  place  in  the  blood 
vessel  itself  which  allows  it  to  weaken  enough  to 
rupture.  Naturally,  it  ruptures  into  the  cerebral 
tissue. 

I have  four  slides  which  were  taken  from  Dr. 
Dandy’s  original  work  on  intracranial  aneurysms 
which  more  or  less  illustrate  the  following: — in  the 
first  place,  the  site  where  a great  many  of  these 
hemorrhages  occur;  secondly,  the  percentage  of  an- 
eurysms in  the  region  of  the  circle  of  Willis  and 


where  they  are  located,  and  finally  one  with  calci- 
fication in  the  cerebrum. 

Before  showing  the  slides  it  may  be  worth  while 
to  mention  that  a great  many  of  them  occur  along 
the  course  of  the  internal  carotid  artery.  Because 
of  this  fact  it  makes  them  somewhat  more  amen- 
able to  treatment  now  since  we  have  angiography, 
ventriculography  and  other  methods  for  their  dem- 
onstration. 

(Slide)  This  reviews  the  anatomy  a bit  to  show 
you  the  circle  of  Willis  and  the  nerve  structures 
around  it. 

(Slide)  This  shows  a series  of  cases  of  108 
patients,  taken  from  Dr.  Dandy’s  work.  The  im- 
portant thing  to  note  is  the  percentage  of  aneur- 
ysms in  different  portions  of  the  circle  of  Willis. 
You  will  notice  a great  many  of  them  along  the 
middle  cerebral  and  the  anterior  communicating 
vessels.  This  is  the  reason  why  cerebral  angiog- 
raphy has  been  of  such  great  help  in  the  past  few 
years  in  the  diagnosis  of  these  cases. 

(Slide)  This  slide  more  or  less  shows  or  reiter- 
ates some  of  the  things  which  Dr.  Waters  has 
brought  out.  A large  percentage  of  patients  will 
have  initial  symptoms  of  headache,  convulsions, 
vomiting  and  coma.  There  will  be  increased  intra- 
cranial pressure  and  widespread  and  progressive 
neurological  involvement.  A high  percentage  of 
the  cases  show  bloody  cerebrospinal  fluid.  Those 
who  have  immediate  convulsions  should  not  be  as- 
sumed to  have  cerebral  hemorrhage. 

The  differential  diagnosis  includes  cerebral  throm- 
bosis, subarachnoid  hemorrhage,  embolism,  brain 
tumor  and  abscess,  acute  alcoholism,  uremia,  dia- 
betic coma,  eclampsia,  and  various  forms  of  poi- 
soning. 

(Slide)  This  final  case  shows  calcification  in  the 
cerebrum. 

May  I thank  Dr.  Waters  for  considering  for  us 
this  very  interesting  topic. 
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President's  Message 

PUBLIC  RELATIONS  IN  MEDICINE 


In  the  days  when 
Rome  was  in  its 
glory,  many  inter- 
esting customs  de- 
veloped. One  of 
these  customs  is 
recalled  by  the  ex- 
pression,  “Put 
your  right  foot 
forward.” 

The  Romans 
held  a supersti- 
tious belief  that  it  was  a bad  omen  to  enter 
a house  with  the  left  foot  forward,  while 
the  person  entering  the  house  with  his  right 
foot  forward  could  expect  to  enjoy  the  hos- 
pitality of  his  visit  there.  For  this  reason, 
considerate  and  thoughtful  hosts  used  to 
station  a boy  outside  the  door  to  caution  all 
who  entered  to  put  their  right  foot  forward. 

Physicians  today  might  well  be  guided 
by  this  rule,  and  when  they  enter  the  home 
of  a patient  pause  to  consider  the  impor- 
tance of  putting  their  right  foot  forward. 
The  physician  too  often  thinks  of  himself 
and  his  work  in  a detached  scientific  man- 
ner. He  is — or  should  be — first  and  above 
all  a humanitarian.  As  a humanitarian  he 
is — or  should  be — interested  in  people  and 
concerned  about  their  welfare. 

For  the  physician  to  practice  his  profes- 
sion in  a manner  that  gains  the  respect  and 
confidence  of  his  patients  he,  and  all  mem- 
bers of  his  profession,  must  conduct  himself 
in  a manner  that  earns  public  confidence 
and  respect.  The  earning  of  public  respect 
and  confidence  is  merely  another  way  of 
defining  the  term  public  relations. 

It  is  possible  to  have  good  public  relations 
without  a planned  program  of  public  rela- 


tions for  medicine.  This  is  because  any 
planned  program  must  first  be  based  on  the 
professional  manner  in  which  the  physician 
conducts  himself.  This  means  he  must 
practice  good  medicine  and  be  alert  at  all 
times  to  keep  abreast  with  changes  in  meth- 
ods, new  treatments  and  the  products  of 
our  research  laboratories,  as  well  as  scien- 
tific advances.  The  practice  of  good  medi- 
cine is  the  first  fundamental  requirement  as 
the  basic  foundation  for  a good  public  rela- 
tions program.  Add  to  this  cooperation 
between  the  physician  and  patient,  a well- 
planned  program  of  public  relations  such  as 
the  Tennessee  State  Medical  Association, 
under  the  supervision  of  Mr.  Ed  Bridges, 
is  now  organizing,  and  I am  sure  this  will 
be  a very  potent  factor  in  combating  social- 
ized medicine  and  compulsory  insurance. 

The  purpose  of  the  public  relations  pro- 
gram is  to  inform  the  public  what  is  being 
done  and  that  it  is  being  done  better  under 
our  traditional  system  of  democratic,  free 
enterprise  than  it  can  be  done  under  any 
system  of  socialized  medical  practice. 

The  physician  should  understand  that  he 
has  a duty  to  himself  and  to  his  profession 
to  concentrate  on  public  relations  and  put 
his  best  foot  forward  when  he  enters  the 
home  of  his  patient  or  his  patient  visits  in 
his  office.  He  cannot  properly  discharge 
his  obligation  as  a humanitarian  and  a 
member  of  the  medical  profession  unless  he 
is  conscious  of  the  impression  he  makes 
upon  the  public  in  his  contact  with  them. 

Ub, 


Dr.  Monger 
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EDITORIAL 


ADVISORY  COMMITTEE  TO  THE  SECRETARY- 
EDITOR 

On  the  masthead  above  appear  the  names 
of  an  outstanding  group  of  members  of  the 
Tennessee  State  Medical  Association  to 
whom  your  Editor  will  be  pleased  to  turn 
for  advice.  They  can  contribute  much  to 
the  success  of  the  Journal. 

Their  great  contribution  in  time  and  en- 
ergy will  be  devoted  to  the  assembling  of  a 
scientific  program  for  the  next  annual  meet- 
ing of  the  Tennessee  State  Medical  Associa- 
tion. It  is  our  hope  to  make  the  program  an 
outstanding  one,  and  to  cover  for  the  profes- 
sion of  the  state  those  subjects  which  would 
be  of  most  help  to  them  insofar  as  it  is 
possible. 

The  Trustees  of  the  Tennessee  State  Med- 
ical Association  are  to  be  congratulated 
upon  the  selection  of  such  outstanding  per- 
sonnel for  this  most  important  committee. 

R.  H.  K. 


USE  OF  RADIOACTIVE  IODINE  IN  THYROID 
DISEASE 

Radioactive  isotopes  of  iodine  have  been 
studied  intensively  the  past  decade  or  more 
from  the  viewpoint  of  both  their  diagnostic 


and  therapeutic  applications  This  radio- 
active element  has  lent  itself  peculiarly  well 
to  study  because  it  has  a tissue  selectivity 
unequalled  by  any  other  element  in  the 
body.  Iodine  is  removed  from  the  blood  and 
is  utilized  only,  for  practical  purposes,  by 
the  cells  of  the  thyroid  gland.  All  excess  is 
excreted  promptly  mainly  through  the  kid- 
neys and  to  some  extent  the  liver. 

From  the  time  of  the  production  of  a 
radioactive  isotope  of  iodine  to  the  present 
the  material  has  been  applied  diagnostically 
in  a number  of  ways.  First,  it  had  to  be 
shown  that  radioiodine  is  absorbed  within 
a short  space  of  time  from  the  gastrointes- 
tinal tract,  to  be  selectively  removed  from 
the  blood  stream  by  thyroid  tissue.  This 
was  easily  and  dramatically  demonstrated 
by  applying  a Geiger  counter  close  to  the 
anatomic  site  of  the  thyroid  gland  after  the 
ingestion  of  the  radioactive  isotope. 

The  study  of  the  physiologic  uptake  of 
radioactive  iodine  quickly  led  to  the  study 
of  deviations  from  the  usual  or  normal  in 
the  presence  of  disturbed  physiology.  Thus 
abnormalities  in  uptake  were  encountered 
both  in  hyperthyroidism  and  hypothyroid- 
ism. Iodine  uptake  may  be  measured 
quantitatively  by  the  application  of  the  Gei- 
ger-Mueller  counter  to  the  thyroid  gland 
area  after  a known  amount  of  radioactive 
iodine  has  been  administered  orally.  It  may 
also  be  estimated  by  the  amount  of  radio- 
active iodine  excreted  in  the  urine  collected 
for  48  to  72  hours  after  ingestion  of  a 
known  amount.  The  higher  the  thyroid 
uptake,  the  less  will  appear  in  the  urine. 

The  facts  concerning  the  uptake  of  radio- 
active iodine  in  normal  states  of  thyroid 
activity  and  under  abnormal  circumstances 
accumulated  as  the  result  of  work  by  a num- 
ber of  investigators  from  1943  to  the  pres- 
ent time.  Thus  it  was  learned  that,  though 
normal  children  had  an  uptake  of  12  to  15 
per  cent  of  iodine  by  the  thyroid  gland 
after  oral  ingestion,  hypothyroid  children 
had  an  uptake  as  low  as  1 per  cent.  Normal 
adults  commonly  have  an  uptake  of  10  to 
35  per  cent  of  radioactive  iodine  in  24  hours. 
In  hyperthyroidism  the  uptake  will  be  much 
higher,  even  as  high  as  90  per  cent  or  more ; 
in  myxedema  an  uptake  below  5 per  cent  is 
the  usual. 
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The  next  logical  step  was  the  comparison 
of  the  percentage  of  radioiodine  uptake  with 
the  basal  metabolic  rate  and  protein-bound 
blood  iodine.  This  has  been  done  and  the 
results  reported  by  Jaffe  and  Ottoman.1 
From  many  repeated  determinations  in  152 
patients  they  have  concluded  that  radio- 
active iodine  uptake  provides  a more  ac- 
curate test  for  hyperthyroidism  and  its  de- 
gree than  do  either  of  the  older  two  diag- 
nostic methods.  They  have  found  that  the 
use  of  tracer  doses  of  the  radioactive  iso- 
tope is  95  per  cent  accurate,  protein-bound 
blood  iodine  determination  is  80  per  cent 
accurate  and  that  the  basal  metabolic  test 
is  accurate  only  in  67  per  cent.  (No  doubt 
the  latter  determinations  were  done  under 
more  carefully  controlled  conditions  than  in 
its  routine  clinical  application.)  The  meth- 
od consists  essentially  of  giving  the  subject 
a known  tracer  dose  of  radioactive  iodine 
orally  and  24  hours  later  taking  counts  with 
a Geiger-Mueller  tube  placed  over  the  thy- 
roid gland.  (Obviously  previous  iodine  or 
propyl-thiouracil  medication  will  interfere 
with  the  test  as  is  equally  true  in  basal  met- 
abolic determinations.) 

The  authors  point  out  that  in  addition  to 
its  accuracy  it  is  a method  easily  applied  to 
children  in  whom  basal  metabolic  tests  are 
difficult  or  impossible* * 2 * 

Since  radioactive  iodine  is  concentrated 
in  the  thyroid  gland  and  since  X-ray  ther- 
apy directed  to  the  thyroid  gland  in  hyper- 
thyroidism and  in  carcinoma  of  the  thyroid 
has  had  a certain  degree  of  effectiveness,  it 
was  only  natural  that  a therapeutic  trial 
with  radioiodine  should  be  made.  A num- 
ber of  studies  have  appeared  in  recent  years 


JJaffe,  H.  L.,  and  Ottoman,  R.  E. : Radioiodine 
Test  for  Thyroid  Function,  J.  A.  M.  A.,  143:515, 
1950. 

*Upon  the  advice  and  with  the  aid  of  Dr.  Beverly 
Towery,  radioiodine  uptake  study  was  done  in  a 
psychotic  patient  at  Central  State  Hospital  some  6 
or  8 months  ago.  A clinical  diagnosis  of  thyrotoxi- 
cosis could  not  be  checked  by  a B.M.R.  because  of 
the  inability  of  the  patient  to  cooperate.  The  de- 
termination of  the  amount  of  radioiodine  in  the 
urine,  after  an  oral  dose  of  the  isotope,  showed  an 
85  per  cent  retention,  diagnostic  of  thyroid  hyper- 
activity. The  subsequent  effectiveness  of  propyl- 
thiouracil therapy  proved  the  diagnosis  of  thyro- 
toxicosis. 


detailing  the  results  of  the  use  of  radio- 
iodine in  hyperthyroidism.-'  4 (Doses  used 
are  100  to  200  times  greater  than  the  tracer 
amounts  used  in  the  diagnostic  studies  out- 
lined above.)  Remission  of  the  hyperthy- 
roid state  as  well  as  the  glandular  hyper- 
trophy appears  in  a high  percentage  of  in- 
stances (as  high  as  92  to  97  per  cent  in 
some  series)  within  3 to  6 months  after  the 
administration  of  the  isotope.  Some  pa- 
tients require  a second  or  third  dose.  Some 
instances  of  hypothyroidism  have  resulted, 
either  temporarily  or  permanently. 

Should  this  method  of  apparently  success- 
ful treatment  be  applied  to  the  average  thy- 
rotoxic patient?  Certainly  not  at  the  pres- 
ent time!  The  successful  results  of  surgery 
have  become  too  well  established  to  be  dis- 
carded. Such  therapy  can  only  be  utilized 
in  a few  medical  centers  provided  with  the 
highly  specialized  technics  and  equipment 
necessary  for  the  safe  use  of  radioactive  iso- 
topes. The  theoretical  danger  of  the  later 
induction  of  cancer  in  the  radioiodine  treat- 
ed thyroid  gland  and  other  possible  remote 
effects  must  be  disproven  by  time.  Most  of 
the  patients  treated  so  far  by  students  of 
the  problem  have  been  patients  in  the  older 
age  groups,  patients  representing  poor  sur- 
gical risks,  and  in  postoperative  hyperthy- 
roidism in  which  reoperation  often  is  noto- 
riously unsuccessful.  Radioiodine  therapy 
of  nodular  toxic  goiters  is  generally  avoided 
because  of  the  possibility  that  a silent  can- 
cer of  the  thyroid  may  not  be  recognized. 

The  attack  upon  carcinoma  of  the  thyroid 
gland,  especially  with  metastases,  is  another 
matter.  Here  one  may  take  the  attitude — 
all  is  to  be  gained  and  nothing  to  be  lost. 
In  only  a small  percentage  of  all  cancers  of 
the  thyroid  is  iodine  taken  up  by  the  tumor 
or  its  metastatic  nodules.  In  such  cases 
radioactive  iodine  does  offer  a hope  of  con- 
trol. One  group  of  investigators  have  stim- 


2Kelsey,  M.  P.,  Haines,  S.  F.,  and  Keating,  F.  R.: 
Radioiodine  in  the  Study  and  Treatment  of  Thyroid 
Disease:  A Review,  J.  Clin.,  Endocrinol.,  9:171, 
1949. 

“Williams,  R.  H.,  Towery,  B.  T.,  and  Jaffe,  H.: 
Radioiodotherapeusis,  Am.  J.  Med.,  7:702,  1949. 

‘Werner,  S.  C.,  Quimby,  Edith,  and  Schmidt, 
Charlotte:  Radioactive  Iodine,  1-131,  in  the  Treat- 
ment of  Hyperthyroidism,  Am.  J.  Med.,  7 :731,  1949. 
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ulated  noniodine  selecting  metastases  to 
take  up  radioactive  iodine  by  either  thyroid- 
ectomy (surgical  or  radiation)  or  injections 
of  thyrotropic  hormone.3  In  one  case,  6 
years  after  treatment,  an  excised  skull  me- 
tastasis showed  no  viable  tumor  tissue. 
Much  is  still  to  be  learned  in  the  treatment 
of  cancer  of  the  thyroid  with  radioactive 
iodine.  Those  cases  in  which  there  are 
metastases  may  be  used  justifiably  for  ex- 
perimental treatment. 

R.  H.  K. 


A CANCER  DETECTION  CLINIC  IN  EVERY 
DOCTOR'S  OFFICE 

In  the  last  issue  of  the  Journal  there 
appeared  an  abstract  of  figures  accumulated 
in  the  experience  of  five  cancer  clinics  with- 
in Tennessee.  Other  medical  journals  con- 
tain much  data  concerning  the  activities  and 
the  results  of  examinations  in  such  clinics. 
Hundreds  of  thousands  of  dollars  are  spent 
annually  at  the  present  time  in  the  country 
at  large  in  the  establishment  and  support 
of  Cancer  Detection  Clinics.  Much  valuable 
information  of  a statistical  nature  is  being 
accumulated  in  these  clinics,  and  surely 
thousands  of  instances  of  cancer  are  being 
uncovered  at  a time  when  an  adequate  sur- 
gical attack  may  produce  a cure. 

But  is  the  Cancer  Detection  Clinic  the 
answer  to  the  question  of  early  diagnosis  of 
cancer?  Your  Editor  feels  it  is  not! 

Until  the  day  arrives  which  we  all  wish 
and  hope  for, — a day  when  a simple  labora- 
tory test  can  tell  us  that  cells  are  growing 
wildly,  and  the  corollary, — the  day  when  an 
injectable  material  or  an  alteration  of  bio- 
chemical processes  may  control  the  malig- 
nant process,  early  diagnosis  and  wide  ex- 
cision must  remain  the  two  pillars  of  cancer 
control. 

How  is  early  diagnosis  to  be  accom- 
plished? The  family  doctor  has  the  answer. 
He  could  and  should  be  the  most  potent  force 
in  the  education  of  the  laity  and  in  the  early 


5Seidlin,  S.  M.,  Rossman,  I.,  Oshry,  E.,  and  Siegel, 
E.:  Radioiodine  Therapy  of  Metastases  from  Carci- 
noma of  the  Thyroid:  A Six-Year  Progress  Report, 
J.  Clin.  Endocrinol.,  9:1122,  1949. 


detection  of  cancer.  Is  he  emphasizing  this 
most  important  phase  of  preventive  medi- 
cine? Too  often  probably  not.  In  lieu  of 
the  doctor’s  errors  of  omission  or  commis- 
sion, education  on  the  subject  of  cancer  has 
been  mainly  conducted  through  lay  efforts. 
One  wonders,  if  the  truth  were  known,  how 
many  patients,  having  had  suspicions 
aroused  by  a magazine  article  or  a radio 
program,  have  gone  to  their  physician,  and 
having  received  a cursory  examination, 
have  then  carried  their  fears  and  symptoms 
to  a Cancer  Detection  Clinic.  Even  the 
most  pessimistic  physician,  insofar  as  can- 
cer control  is  concerned,  must  admit  that 
cures  are  attained  in  no  small  per  cent  in 
instances  of  carcinoma  of  the  skin,  bron- 
chus, breast,  uterus,  and  colon,  even  though 
carcinoma  of  the  stomach,  the  liver  and  the 
like  offer  an  almost  hopeless  situation,  as 
was  shown  in  McSwain  and  Riddell’s  pa- 
per.1 

Every  physician’s  office  therefore  must 
be  a cancer  detection  clinic  for  purposes  of 
diagnosis  and  education.  (After  all,  Can- 
cer Detection  Clinics  are  feasible,  for  prac- 
tical purposes,  only  in  urban  and  not  in 
rural  areas.) 

In  every  person  in  the  “cancer  age”  (the 
limiting  years  of  this  period  must  not  be  too 
narrow)  the  history  and  symptoms,  if  not 
characteristic  of  an  obvious  clinical  entity, 
must  be  evaluated  from  the  viewpoint  of  a 
possible  malignant  process.  In  the  exami- 
nation every  keratosis  of  the  skin,  every 
ulceration  of  the  lip,  every  buccal  mucosal 
change  adjacent  to  an  ill-fitting  bridge,  a 
rough  dental  filling  or  a dental  snag  must 
be  viewed  as  a possible  malignant  lesion. 
Unaccountable  hoarseness,  or  cough,  spu- 
tum and  wheezing  not  readily  explained 
should  raise  the  question  of  carcinoma  of 
the  larynx  and  of  the  bronchus  respectively. 
The  lump  in  the  breast  can  never  be  dis- 
missed lightly.  The  erosion  of  the  uterine 
cervix  is  a potential  malignancy.  Bleeding 
from  the  rectum  can  never  be  blamed  on 
hemorrhoids,  even  if  they  are  visible,  with- 


'McSwain,  B.,  and  Riddell,  D.  H.:  Malignant 
Tumors  of  the  Stomach,  J.  Tenn.  M.  A.,  43:192, 
1950. 
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out  inserting  an  examining  finger  into  the 
rectum  in  search  for  a tumor.  Proctoscopy 
is  a simple  technic  with  which  every  physi- 
cian can  be  familiar.  (A  short  proctoscope, 
or  one  of  even  moderate  length  not  having 
a light,  is  cheap  and  satisfactory  when  used 
with  a head  mirror  as  a source  of  light.) 
Every  lymph  node  is  a signpost  which  reads, 
— “Is  a malignancy  close  by?”  Puzzling 
neurologic  symptoms  and  signs  may  be 
those  of  tumor  of  the  central  nervous  sys- 
tem. 

Patient  education  consists  mainly  of  the 
demonstration  to  the  patient  that  his  phy- 
sician is  thorough  and  complete  in  his  exam- 
ination of  all  those  portions  of  the  body 
which  are  particularly  likely  to  show  ma- 
lignant changes.  Two  areas  especially  are 
all  too  often  neglected  either  because  of 
delicacy  on  the  part  of  the  doctor  or  modesty 
on  the  part  of  the  patient, — these  are  the 
breasts  and  the  genitalia.  The  middle-aged 
woman  who  has  symptoms  of  gall  bladder 
disease  or  a backache  must  be  taught  that 
she  deserves  an  examination  of  the  breasts 
and  of  the  vagina  and  uterus  as  well  as  pal- 
pation of  the  abdomen  or  examination  of 
the  spine.  She  must  be  taught  that  the 
menstrual  abnormality  of  middle  life  is  not 
to  be  explained  away  as  being  menopausal 
in  origin  without  examination  of  the  genital 
tract.  She  must  learn  to  expect  and  demand 
examination  of  the  genitalia  at  intervals  in 
middle  life  as  sensibly  as  visiting  her  den- 
tist periodically.  (Such  periodic  examina- 
tions are  stressed  in  the  Cancer  Detection 
Clinics  and  result  in  the  early  diagnosis  of 
uterine  cancer.) 

The  Doctor’s  Office  as  a Cancer  Detection 
Clinic  thus  has  the  second  function  of  prac- 
ticing preventive  medicine  in  terms  of  pa- 
tient education.  Its  objective  is  to  bring 
the  patient  promptly  to  his  family  physician 
if  suspicious  symptoms  or  signs  appear. 
Education  also  must  prompt  the  patient  to 
seek  periodic  examinations  in  middle  life. 
This  is  especially  true  of  women.  The 
physician  must  be  thorough  in  examination, 
— not  cursory.  (If  the  patient  comes  in  on 
a busy  afternoon,  it  may  be  better  to  post- 
pone the  examination  a day  or  two  to  a less 
busy  time.)  Evei'y  suspicious  history  or 
lesion  demands  further  study  by  the  X-ray, 


the  surgical  operation,  the  biopsy  or  con- 
sultation. 

Instead  of  counting  the  Cancer  Detection 
Clinics  of  Tennessee  on  the  fingers  of  one 
hand,  the  number  should  be  in  the  many 
hundreds.  EVERY  DOCTOR’S  OFFICE 
A CANCER  DETECTION  CLINIC. 

R.  H.  K. 


Joseph  W.  Fenn,  M.D. 

Joseph  W.  Fenn,  M.D.,  Nashville;  Uni- 
versity of  Alabama,  1911 ; age  67 ; died  June 
21,  1950. 


Sylvester  B.  Peters,  M.D. 

Sylvester  B.  Peters,  M.D.,  Knoxville; 
Chattanooga  Medical  College,  1900;  age  76; 
died  March  24,  1950. 


Cyrus  E.  Tyree,  M.D. 

Cyrus  E.  Tyree,  M.D.,  Trenton ; Vander- 
bilt University  School  of  Medicine.  Nash- 
ville, 1890;  age  87;  died  June  21,  1950. 


J.  J.  Beasley,  M.D. 

J.  J.  Beasley,  M.D.,  died  at  his  home  in 
the  Pleasant  Shade  community  of  Smith 
County  June  8,  1950.  He  graduated  from 
the  University  of  Tennessee  Medical  School 
in  1905  and  practiced  in  Smith  County  45 
years. 

He  was  a Mason,  a director  in  the  Cit- 
izen’s Bank  of  Carthage  and  had  extensive 
farm  holdings  in  Tennessee  and  Kentucky. 


Challie  A.  Turner,  M.D. 

Challie  A.  Turner,  M.D.,  Dyersburg; 
University  of  Louisville,  1894;  died  April 
22,  1950,  after  brief  illness. 

He  began  practice  in  Dyersburg  in  1904 
and  was  for  several  years  on  the  staff  of 
the  Dyersburg  General  Hospital,  later  con- 
solidated into  the  Baird-Brewer  General 
Hospital. 

Held  in  high  esteem.  Dr.  Turner  was  ac- 
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tive  in  city  and  county  affairs  and  a leader 
in  welfare  work.  He  was  prominent  in  the 
Tennessee  State  Medical  Association  affairs 
and  had  served  as  President  of  the  Dyer- 
Lake-Crockett  Medical  Society. 


The  Use  of  Testosterone  in  the  Control  of  Protein 
Depletion  Accompanying  Injury  of  the  Spinal  Cord 

For  some  years  it  has  been  recognized 
that  trauma  to  the  spinal  cord  is  often  fol- 
lowed by  increased  catabolism  of  nitrogen 
impossible  of  treatment  by  the  forced  feed- 
ing of  protein  or  of  protein  supplements. 
Protein  wastage  cannot  be  accounted  for  by 
disuse.  It  is  known  that  paraplegic  men 
often  show  the  metabolic  changes  of  “de- 
masculinization,” — gynecomastia,  testicular 
and  prostatic  atrophy  and  decreased  excre- 
tion of  17-ketosteroids.  (Similar  changes 
have  been  reported  from  the  Mayo  Clinic  in 
degenerative  diseases  of  the  spinal  cord, — 
in  one  case  of  Friedreich’s  ataxia  and  in 
two  instances  of  syringomyelia.)  Because 
of  these  facts  and  the  known  nitrogen- 
retaining  effect  of  testosterone  propionate, 
Cooper  and  his  associates  used  it  in  the 
management  of  patients  having  sustained 
injury  to  the  spinal  cord.  These  investiga- 
tors studied  the  nitrogen  loss  of  6 men  hav- 
ing incurred  injury  to  the  spinal  cord  of  an 
estimated  equal  severity.  Four  served  as 
controls;  two  received  testosterone  pro- 
pionate. The  nitrogen  wastage  was  less  in 
the  two  treated  men.  (Proc.  Staff  Meet., 
Mayo  Clinic,  25:326,  1950.) 


Treponemal  Immobilizing  Antibodies  in  Syphilis 

A technic  has  been  developed  by  Nelson 
and  his  associates  for  the  extraction  of  viru- 
lent T.  pallidum  from  rabbit  testicular  syph- 
ilomas in  a quite  tissue-free  state.  A me- 
dium has  been  developed  to  keep  the  trepo- 
nemes  very  active  for  several  days.  Using 
the  organisms  in  this  state,  these  workers 
have  demonstrated  an  antibody  in  the  sera 
of  syphilitic  animals  and  in  man  which  is 
capable  of  immobilizing  T.  pallidum  in  vi- 
tro. Immobilized  treponemes  are  noninfec- 
tious  and  presumably  dead. 


The  preliminary  study  with  sera  of  20 
normal  persons  had  no  immobilizing  effect. 
Of  20  patients  having  primary  lesions,  10 
sera  showed  immobilization,  7 were  inac- 
tive, and  3 were  weakly  active.  The  sera 
of  all  of  20  patients  having  secondary  syph- 
ilis had  a good  immobilization  response.  Of 
20  patients  having  disease  other  than  syph- 
ilis, 16  were  inactive  and  4 gave  inconclu- 
sive results.  These  may  be  differentiated 
from  syphilitic  sera  since  the  latter  pro- 
duces immobilization  only  in  the  presence 
of  complement. 

The  study  was  then  extended  to  include 
sera  of  syphilitic  patients  with  a diagnosis 
of  late  syphilis  and  spinal  fluids  from  pa- 
tients having  neurosyphilis.  Also  sera  of 
patients  showing  “biologic  false  positive 
reactions”  were  investigated.  (Am.  J. 
Syph.,  Gonor.  & Ven.  Dis.,  34:101,  1950.) 

In  further  study  87  additional  patients 
with  diseases  other  than  syphilis  were  found 
to  be  negative  with  the  immobilization  test. 
Fifty  patients  having  latent  syphilis  had 
sera  capable  of  immobilizing  T.  pallidum. 
Strongly  positive  immobilization  tests  were 
demonstrated  with  the  sera  of  18  patients 
having  asymptomatic  neurosyphilis,  of  51 
patients  having  late  symptomatic  syphilis 
(paresis,  tabes  dorsalis,  gummas,  aortic 
disease),  of  6 having  late  untreated  congeni- 
tal syphilis,  of  5 patients  having  late  syph- 
ilis but  having  negative  serologic  tests  for 
syphilis. 

Spinal  fluids  of  25  patients  having  dis- 
eases other  than  syphilis  showed  no  immo- 
bilizing effect,  as  was  true  of  the  spinal 
fluids  of  19  patients  having  latent  syphilis, 
2 giving  a doubtful  reaction.  All  of  the 
spinal  fluids  from  33  patients  having  neuro- 
syphilis produced  immobilization  T.  palli- 
dum. 

Sera  of  12  patients  having  presumably 
“biologic  false  positive”  serologic  tests  were 
found  to  be  negative  on  the  immobilization 
test. 


Antihistamine  Drugs  as  a Cause  of  Hemolytic 
Anemia 

Agranulocytosis  has  been  reported  in  the 
past  in  4 cases  as  the  result  of  the  antihista- 
minic  therapy.  Now  Crumbley  (J.  A.  M.  A., 
143:726,  1950)  reports  3 instances  of  hemo- 
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lytic  anemia  due  to  the  use  of  antihistaminic 
drugs,  two  of  one  type  and  one  of  another. 
The  drugs  had  been  used  daily  for  from  2 
to  15  months.  Hemoglobin  levels  were 
found  to  be  at  5 to  9 Gm.  levels.  Serum 
bilirubin  was  elevated  in  each  instance,  and 
large  amounts  of  urobilinogen  were  present 
in  the  urine.  Two  patients  had  been  treated 
by  injections  of  liver  and  oral  iron  prepara- 
tions during  the  course  of  antihistiminic 
therapy.  The  elimination  of  the  antihista- 
minic drug  (without  any  antianemia  ther- 
apy) was  followed  by  reticulocytosis  and  a 
return  to  normal  hemoglobin  and  red  cell 
count  levels  in  a matter  of  several  months. 

Chronic  Pulmonary  Granulomatosis  from  Exposure 
to  Beryllium 

Delayed  chemical  pneumonitis  among 
workers  exposed  to  beryllium  (in  the  manu- 
facture of  fluorescent  lamps  and  other  prod- 
ucts) has  been  recognized  for  several  years. 
Now  it  appears  that  this  hazard  may  exist 
for  persons  living  in  the  neighborhood  of 
plants  utilizing  this  element,  even  though 
not  employed  in  the  factory  nor  handling 
the  material.  Chesner  calls  attention  to  this 
hazard.  (Ann.  Int.  Med.,  32:1028,  1950.) 
The  disease  is  insidious  in  onset  and  prog- 
ress,— with  cough,  dyspnea,  anorexia, 
weight  loss,  nervousness  and  later  clubbing 
of  the  fingers.  X-ray  films  of  the  chest 
show  diffuse  granular  shadows,  at  times 
distinct  nodules.  Beryllium  is  demonstrable 
in  the  tissues  at  autopsy. 


Virus  Hepatitis  as  an  Occupational  Hazard 

Instances  of  virus  hepatitis  have  been 
reported  in  the  past  by  physicians  and  tech- 
nicians through  such  obvious  portals  of  en- 
try as  accidental  penetration  of  the  skin  by 
contaminated  needles  and  accidental  suck- 
ing of  blood  from  pipettes  into  the  mouth. 
Kuh  and  Ward  (J.  A.  M.  A.,  143:631,  1950) 
report  from  the  Cutter  laboratories  that  in- 
fection with  the  virus  of  hepatitis  may  occur 
among  technical  workers  processing  human 
blood.  None  of  the  above  obvious  routes  of 
infection  played  a part  in  these  instances. 
Oral  infection  via  contaminated  fingers  or 
portals  of  entry  through  accidental  abra- 
sions or  cuts  are  possibilities.  Virus  hepa- 
titis is  an  occupational  hazard  to  which 


physicians,  nurses,  laboratory  technicians 
and  handlers  of  human  blood  are  exposed. 
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New  A.  M.  A.  President 


Dr.  Elmer  L.  Henderson,  President 
American  Medical  Association 


A large  and  widely  representative  dele- 
gation of  Tennessee  physicians  saw  and 
heard  Dr.  Elmer  L.  Henderson  of  Louisville, 
Ky.,  installed  as  the  first  president  of  the 
American  Medical  Association  whose  inau- 
guration featured  a national  radio  network. 

ABC  and  Mutual  stations  throughout  the 
country  broadcast  the  program  and  Dr. 
Henderson’s  fighting  speech  against  govern- 
ment interference  with  the  rights  of  indi- 
viduals, business,  industry  and  labor,  the 
professions  and  agriculture. 

The  Tennessee  stations  carrying  the  pro- 
gram were  WJTL,  Jackson,  WSIX,  Nash- 
ville, and  WMPH,  Memphis. 

Dr.  Henderson  declared  that  the  burgeon- 
ing of  voluntary  health  insurance  plans 
would  solve  the  nation’s  biggest  health  prob- 
lem within  two  or  three  years.  He  cited 
the  phenomenal  growth  of  these  plans,  both 
nonprofit  and  commercial. 

In  addition  to  the  delegates,  Dr.  W.  C. 
Chaney,  Dr.  L.  W.  Edwards  and  Dr.  H.  H. 
Shoulders,  and  Executive  Secretary  Foster, 
Tennessee  physicians  registered  through 
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Tuesday,  June  27,  second  day  of  the  conven- 
tion in  San  Francisco  were: 

Ralph  Adams,  Woodbury;  D.  H.  Anthony, 
Memphis;  John  W.  Bradley,  Chattanooga; 
Ralph  R.  Braund,  Memphis;  George  H.  Bur- 
kle,  Memphis;  L.  E.  Coolidge,  Greeneville; 
John  E.  Cox,  Memphis;  Martin  I.  Dings, 
Oak  Ridge;  R.  H.  Duewell,  Oak  Ridge;  John 
O.  Kennedy,  Knoxville;  J.  Cash  King,  Mem- 
phis; Charles  W.  Miller,  Jr.,  Memphis; 
Moore  Moore,  Jr.,  Memphis;  Walter  Morris 
Adair,  Nashville;  R.  G.  Tromly,  Oak  Ridge; 
William  R.  Arrants,  Athens;  Louis  L.  Car- 
ter, Memphis;  Margherita  Ciaramelli,  Oak 
Ridge;  0.  H.  Clements,  Chattanooga;  H.  P. 
Clemmer,  Milan;  R.  R.  Crowe,  Nashville; 
J.  S.  Felton,  Oak  Ridge;  James  S.  Hall, 
Clinton. 

Robert  H.  Haralson,  Jr.,  Maryville;  J.  F. 
Hobbs,  Chattanooga;  H.  H.  Hudson,  Nash- 
ville; Felix  A.  Hughes,  Jr.,  Memphis;  J.  A. 
James,  Memphis;  R.  C.  Kimbrough.  Madi- 
sonville;  Luke  W.  Nabers,  Morristown;  B. 
M.  Overholt,  Knoxville;  Guy  C.  Pinckley, 
Jamestown;  Ira  Ford  Porter,  Greenfield; 
Phil  C.  Schreier,  Memphis;  Myrtle  Lee 
Smith,  Livingston ; Robert  F.  Thomas,  Se- 
vierville;  William  W.  Tribby,  Memphis; 
Gould  A.  Andrews,  Oak  Ridge;  John  P. 
Conway,  Memphis;  John  P.  Lovejov.  Mem- 
phis; T.  G.  Pollard,  Nashville;  Edward  L. 
Tarpley,  Nashville;  Alvin  J.  Weber.  Knox- 
ville. 

Two  Tennessee  physicians  were  featured 
on  AMA  scientific  panels. 

The  Section  on  Preventive  and  Industrial 
Medicine  and  Public  Health  was  handled  by 
Dr.  Jean  S.  Felton,  Oak  Ridge,  Tenn.,  as 
secretary.  Dr.  Felton  is  Chairman  of  the 
new  Council  on  Industrial  Health  of  the 
Tennessee  State  Medical  Association. 

On  Wednesday,  June  28,  Dr.  B.  M.  Over- 
holt of  Knoxville  discussed  cardiology  un- 
der the  heading  of  Internal  Medicine  during 
a symposium  on  “The  Specialist  Looks  at 
Everyday  Medical  Care  in  Industry.” 


Broad  and  Varied  Program  Features  Upper 
Cumberland  Society  Meeting 

Fifty  years  ago  doctors  forded  mountain 


streams  on  horseback  to  attend  the  historic 
Upper  Cumberland  Medical  Society  meet- 
ing. They  discussed  medical  advances  long 
out-distanced. 

June  27-28,  1950,  physicians  drove  fast 
automobiles,  and  one  flew  one  lap  of  the 
way,  to  assemble  at  Red  Boiling  Springs 
for  the  fifty-sixth  Annual  Session.  They 
discussed  the  remarkable  medical  scientific 
advances  which  are  still  stretching  the  span 
of  life. 

In  all  the  nineteen  papers  presented 
there  was  one  dominant  theme — that  in  any 
treatment,  any  surgical  technique,  any  ther- 
apy by  drugs,  the  comfort  and  consideration 
of  the  patient  has  absolute  priority. 

Dr.  C.  B.  Roberts  of  Sparta  emphasized 
in  his  address  as  retiring  president  that  the 
doctor’s  responsibilities  include  careful 
consideration  of  the  patient’s  economics,  a 
diagnosis  as  accurate  as  possible,  an  effec- 
tive treatment,  and  tactful  handling. 

In  elections,  Dr.  J.  T.  DeBerry  of  Cooke- 
ville was  chosen  president  for  the  ensuing 
year,  Dr.  R.  E.  Key  of  Carthage,  first  vice- 
president,  and  Dr.  T.  M.  Crain  of  Monterey, 
second  vice-president.  Dr.  L.  M.  Freeman 
was  re-elected  secretary-treasurer,  and  Dr. 
Oscar  Carter,  Nashville,  was  re-elected 
third  vice-president. 

Red  Boiling  Springs  was  designated 
again  as  the  meeting  place  for  the  1951 
session,  on  the  last  Tuesday  and  Wednesday 
in  June.  The  doctors  were  guests  on  a 
Bowling  Green  radio  station  broadcast  (re- 
mote control)  at  lunch  Tuesday  and  matched 
their  bowling  skills  Tuesday  night. 

The  program  follows: 

First  Day 

Invocation — Rev.  W.  T.  Burk. 

Welcome  Address — Prof.  Cleburne  Bean. 
Response — J.  T.  Moore,  M.D..  Algood. 

New  Technique  in  Immunization  of  Chil- 
dren— E.  B.  Clark,  M.D.,  Sparta. 

Some  Firsthand  Observations  of  Socialized 
Medicine  in  England  in  1949 — Thayer 
Wilson,  M.D.,  Carthage. 

Emergency  Treatment  of  Severe  Facial  In- 
juries— C.  J.  Speas,  D.D.S.,  Nashville. 
Cystitis  in  Women — Henry  L.  Douglas, 
M.D.,  Nashville. 
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Diagnosis  of  the  Decompensated  Personal- 
ity— Joseph  W.  Johnson,  M.D.,  Chatta- 
nooga. 

The  Prevention,  Early  and  Late  Treatment 
of  Thrombophlebitis — James  A.  Kirtley, 
M.D.,  Nashville. 

Fungus  Infection — R.  N.  Buchanan,  M.D., 
Nashville. 

Open  Reduction  of  Fractures — C.  C.  How- 
ard, M.D.,  Glasgow,  Ky. 

Everyday  Dermatological  Treatment  — 
Frank  Witherspoon,  M.D.,  Nashville. 

Second  Day 

Vertigo  — E.  D.  Gross,  M.D.,  Chestnut 
Mound. 

Transurethral  Prostatic  Resection  (Lantern 
Slides)—  J.  B.  Neil,  M.D.,  Knoxville. 
Fractures  — S.  Benjamin  Fowler,  M.D., 
Nashville. 

Certain  Problems  of  Headache — W.  W.  Wil- 
kerson,  Jr.,  M.D.,  Nashville. 

What  Can  Be  Learned  by  Physical  Exami- 
nation — Rudolph  Kampmeier,  M.D., 
Nashville. 

Remarks  by  President — Modern  Day  Prob- 
lems of  the  Doctor — C.  B.  Roberts,  M.D., 
Sparta. 

Fluid  Balance  and  Blood  Transfusions — 
Thomas  F.  Frist,  M.D.,  Nashville. 

Age  of  Choice  and  Treatment  of  Clefts  of 
the  Lip  and  Palate — Beverly  Douglas, 
M.D.,  Nashville. 

The  Role  of  Surgery  in  the  Management  of 
Peptic  Ulcer — Benjamin  F.  Byrd,  M.D., 
Nashville. 

Cutaneous  Reactions  from  Antibacterial 
Drugs — Robert  L.  Akin,  M.D.,  Knoxville. 
Physicians  attending,  besides  those  who 
presented  papers,  were  Drs.  L.  M.  Free- 
man, Granville;  R.  W.  Billington,  Nashville; 
J.  T.  DeBerry,  Cookeville;  J.  T.  Moore,  Al- 
good ; W.  A.  Howard,  Cookeville ; T.  M. 
Crain,  Monterey;  A.  B.  Qualls,  Livingston; 
James  L.  Ames,  Donelson;  Oscar  Carter, 
Nashville;  C.  E.  Reeves,  Gainesboro;  R.  C. 
Gaw,  Gainesboro;  John  R.  Smith,  Lafay- 
ette; Charles  Chitwood,  Red  Boiling 
Springs;  L.  R.  Sloan,  Carthage;  R.  E.  Key, 
Carthage;  W.  B.  Dalton,  Gordonsville ; Fred 
Terry,  Cookeville;  and  R.  C.  Cash,  Lebanon. 


Proceedings  of  the  Tennessee  State  Medical 

Association 

(An  Abstract) 

Special  Session,  House  of  Delegates,  May  13,  14,  1950, 
Nashville,  Tenn. 

Saturday  Evening  Session,  May  13 

Sixty-two  delegates,  including  thirteen 
past  presidents,  attended  the  Special  Ses- 
sion called  by  Dr.  Ralph  H.  Monger  of 
Knoxville  to  consider  a by-law  amendment 
which  would  provide  for  raising  funds  to 
finance  a strong  Public  Service  program  for 
the  Tennessee  State  Medical  Association. 

Dr.  Daugh  W.  Smith,  Nashville,  intro- 
duced the  amendment  to  increase  the  annual 
assessment  per  member,  effective  January 
1,  1951,  from  the  present  $15  to  $25.  The 
amendment  would  except  Associate,  Veter- 
an and  Honorary  members. 

After  Dr.  Smith  motioned  adoption  of  the 
amendment,  with  a second  by  Dr.  James  C. 
Gardner  of  Nashville,  Dr.  Kyle  C.  Copen- 
haver  of  Knoxville  objected  that  the  motion 
was  out  of  order  on  grounds  that  by-laws 
may  be  amended  ONLY  at  an  annual  ses- 
sion. He  added  that  if  the  delegates  so  de- 
sired, they  could  instruct  the  Trustees  to 
spend  the  necessary  money  without  the 
amendment. 

The  Speaker  of  the  House,  Dr.  Charles  C. 
Trabue  IV,  Nashville,  said  the  point  de- 
served serious  consideration  but  held  that 
amendment  of  by-laws  was  not  limited  to 
the  annual  session.  He  then  ruled  that  it 
was  legal  to  amend  by-laws  at  the  special 
session  and  submitted  his  ruling  to  the  dem- 
ocratic process  of  majority  vote,  asking  del- 
egates to  override  or  confirm  his  position. 

Upon  motion  by  Dr.  Dana  W.  Nance,  Oak 
Ridge,  and  seconded  by  Dr.  John  0.  Burch, 
Nashville,  the  Speaker’s  ruling  was  unan- 
imously upheld  and  the  main  question 
opened  for  discussion. 

Following  are  some  abstracts  from  the 
discussion : 

Dr.  N.  S.  Shofner,  Nashville,  in  explain- 
ing that  the  extra  ten  dollars  annually 
would  be  used  for  public  service  and  stating 
the  need  for  such  a program,  said  in  part: 
“.  . . An  active  program  in  my  opinion 
should  be  carried  on  because  we  are  up 
against  a tough  fight  just  at  this  moment. 
...  I think  we  have  to  prepare  ourselves  to 
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carry  on  this  fight  for  the  preservation  of 
freedom  in  medicine  and  freedom  in  the 
government  of  this  country.  I think  that  is 
the  main  reason  why  we  need  funds  for  this 
purpose.” 

Dr.  Bruce  H.  Sisler,  Sevierville,  stated: 
“All  of  you  pay  income  tax,  and  I suspect 
perhaps  you  are  paying  considerably  more 
than  $10  a year  to  have  a great  deal  of  pub- 
licity that  is  adverse  to  you  by  the  federal 
government  and  by  other  oi'ganizations  in- 
terested in  seeing  that  we  are  discredited  as 
a profession.  It  seems  to  me  that  $10  is  a 
negligible  sum  from  each  of  us  to  assure 
ourselves  that  we  are  presented  in  the  light 
we  should  be  presented  to  the  public — by 
such  an  amount  as  a $10  increase  in  our 
annual  dues.” 

Dr.  Nance,  pressing  for  an  early  start  of 
the  public  relations  program,  said:  “It 
seems  to  me  we  could  easily  get  this  pro- 
gram started  before  next  January.” 

Executive  Secretary  V.  O.  Foster,  when 
asked  to  define  public  relations,  said : “I 
should  say  it  is  all  of  the  activities,  all  of 
the  objectives,  all  of  the  programs  of  the 
medical  profession  that  are  designed  for  the 
basic  purpose  of  creating,  maintaining  and 
increasing  a favorable  public  opinion  to- 
ward you  as  a profession  and  a public  ac- 
ceptance of  your  program  and  your  objec- 
tives.” 

Dr.  C.  B.  Roberts,  Sparta,  commented: 
“Never  a day  goes  by  but  what  we  have 
something  concerning  public  relations.  . . . 
We  need  someone  with  a little  ability  to  look 
forward  and  be  able  to  work  these  things 
out  for  us.  . . . So,  then,  if  we  are  going  to 
have  a program  worth  while,  let’s  get  in 
there  and  do  something  about  it.” 

Dr.  Jere  L.  Crook,  Jackson,  stated:  “Gen- 
tlemen, we  have  got  to  do  something  to  stop 
this  socialistic  trend,  and  every  wedge  is 
toward  socialization  of  medicine.  We 
should  pass  the  resolution.  . . . Get  our  pub- 
lic relations  man  immediately.  Get  him  to 
work.” 

Dr.  R.  H.  Haralson,  Jr.,  Maryville:  “I 
rise  to  substantiate  all  that  has  been  said 
in  favor  of  this  resolution.  But  I think  our 
vision  has  been  obscured  by  our  resentment 
to  the  Wagner-Murray-Dingell  Bill.  We 
have  permitted  the  American  Hospital  As- 


sociation, which  is  the  strongest  union  in 
the  United  States,  to  encroach  on  the  corpo- 
rate practice  of  medicine.  I would  like  to 
suggest  that  this  public  relations  officer  also 
include  professional  relations  with  hospi- 
tals. ...  I am  in  favor  of  employing  a pub- 
lic relations  program.  I have  been  instruct- 
ed by  Blount  County  Medical  Society — I 
may  say  here  one  of  the  best  societies  in  the 
state — to  vote  for  this  motion  if  we  felt  it 
was  worth  while.  I would  like  to  have  him 
instructed  that  the  professional  hospital  re- 
lationship is  an  integral  part  of  this  pro- 
gram as  well  as  the  public  relationship.” 

Dr.  J.  Owsley  Manier,  Nashville:  “We  are 
not  here,  if  we  are  sound  and  sane  in  the 
voting,  to  raise  dues  merely  to  protect  our- 
selves. We  are  here  to  take  action  from  the 
standpoint  of  becoming  a part  of  the  fabric 
of  this  country  to  protect  our  American  way 
of  living.  After  all,  if  we  merely  start  out 
on  a program  purely  to  protect  ourselves, 
we  would  be  subject — and  properly  so — to 
a good  deal  of  criticism;  but  if  we  join  the 
steadily  growing  trend  of  this  country  in 
trying  to  protect  our  American  way  of  life 
and  as  a corollary  to  that  to  protect  our- 
selves, then  we  have  the  opportunity  to  get 
somewhere.” 

Dr.  Crook  moved  that  a vote  be  taken  on 
the  sense  of  the  House  regarding  the  insti- 
tution of  a Public  Relations  program.  The 
Speaker  explained  that  the  actual  official 
vote  on  establishing  the  program  could  not 
come  until  the  second  day  (Sunday).  He 
also  explained  that  a vote  on  Dr.  Crook’s 
motion  would  only  be  an  unofficial  expres- 
sion of  the  sense  of  the  body.  So,  on  a voice 
vote  of  Dr.  Smith’s  original  main  motion, 
the  delegates  expressed  affirmation,  with 
one  dissent. 

Dr.  Hunter  M.  Steadman  of  Henderson 
motioned  that  the  program  be  activated  im- 
mediately, and  that  the  Trustees  be  author- 
ized to  use  the  reserve  funds  necessary  for 
the  remainder  of  1950.  Dr.  William  C. 
Chaney  of  Memphis  seconded.  Motion  car- 
ried. 

Dr.  Joe  Johnson  of  Chattanooga  raised  the 
point  that  the  delegates  had  not  discussed 
the  wisdom  of  employing  a public  relations 
man  for  a state  Association.  He  posed  the 
question  of  whether  that  course  would  be 
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wise  or  whether  the  A.  M.  A.  should  be  told 
“you  come  in  here  and  do  the  organizing.” 
He  said  the  basic  problem  was  how  to  go 
about  fighting  state  medicine.  Dr.  Johnson 
asked  Executive  Secretary  Foster  to  report 
on  the  effectiveness  of  other  state  public 
relations  programs  and  how  they  affected 
the  national  program. 

Mr.  Foster  said  that  participation  in  the 
national  program  was  a very  small  part  of 
any  proposed  Tennessee  public  relations 
plan;  that  the  job  had  to  be  done  at  home, 
on  the  local  level.  He  said  it  was  vital  that 
the  profession  concern  itself  “with  the  eco- 
nomic, the  social  and  even  the  political  as- 
pects of  the  delivery  of  medical  care.”  He 
emphasized  that  while  doctors  know  that 
medical  care  and  facilities  are  fine  in  Ten- 
nessee, the  general  public  needs  to  know  it. 
Mr.  Foster  concluded,  “I  think  the  profes- 
sion, through  a good  public  relations  pro- 
gram, can  do  much  to  cement,  create,  and 
maintain  a favorable  public  opinion  and 
acceptance  of  your  fine  profession.” 

Dr.  Sisler  said  he  was  not  too  sure  that 
lay  direction  of  medical  public  relations  had 
been  beneficial  and  asked  why  a medical 
man  could  not  be  considered  for  the  posi- 
tion. It  was  pointed  out  that  the  motion 
under  discussion  did  not  limit  consideration 
of  any  type  of  person. 

After  further  discussion,  the  Speaker 
brought  up  for  action  the  ultimate  question 
stated  as  follows : 

“That  a public  relations  program  be  set 
into  effect ; further,  that  the  House  of  Dele- 
gates hereby  authorize  the  Board  of  Trus- 
tees to  set  such  a program  into  activation  at 
the  earliest  possible  reasonable  date;  fur- 
ther, that  they  authorize  the  Board  of  Trus- 
tees to  use  whatever  funds  the  Board  thinks 
proper  for  this  program.” 

The  motion  was  carried,  by  voice  vote, 
unanimously. 

Sunday  Morning  Session,  May  14 

The  Speaker,  Dr.  Charles  C.  Trabue  IV  of 
Nashville,  opened  action  by  submitting  for 
a vote  the  original  motion  of  Dr.  Smith  for 
adoption  of  his  proposed  by-law  amendment 
to  raise  the  dues  from  $15  to  $25  a year. 

The  motion  carried  with  one  dissent. 

Dr.  Steadman  asked  that  the  House  re- 


scind his  motion  of  Saturday  night  activat- 
ing the  public  service  program  “so  we  may 
discuss  a more  adequate  motion.”  Over- 
night discussion,  he  explained,  had  produced 
a more  comprehensive  motion,  one  more 
fully  describing  the  public  service  program. 

Dr.  Smith  read  the  motion  prepared  to 
replace  and  amplify  Dr.  Steadman’s.  It 
follows : 

“Be  it  Resolved  by  the  House  of  Dele- 
gates of  the  Tennessee  State  Medical  Asso- 
ciation that: 

“1.  The  Board  of  Trustees  of  the  Asso- 
ciation be  authorized  to  appoint  a Public 
Service  Committee  of  the  Association  com- 
posed of  at  least  one  member  from  each 
Councilor  District  and  such  other  members 
from  the  state  at  large  as  is  deemed  nec- 
essary. 

“2.  The  duties  of  this  Committee  will  be 
to:  (1)  determine  the  over-all  policy  and 
basic  objectives  of  the  Public  Service  Pro- 
gram; (2)  to  stimulate  and  encourage  the 
appointment  of  Public  Service  Committees 
in  the  various  local  societies  and  coordinate 
their  program  with  that  of  the  Associa- 
tion; (3)  to  exercise  general  supervision 
over  the  Public  Service  Program  of  the  As- 
sociation and  over  its  Director;  (4)  to  cre- 
ate such  necessary  subcommittees  as  are 
or  may  be  deemed  necessary  to  carry  out 
its  duties,  by  and  with  the  consent  of  the 
Board  of  Trustees;  (5)  to  undertake  such 
other  functions  and  duties  as  shall  be  as- 
signed the  Committee  by  the  Board  of  Trus- 
tees or  this  House  of  Delegates;  and  (6)  to 
report  its  activities  to  this  House  at  each 
Annual  Session. 

Upon  the  Speaker’s  call  for  a vote,  Dr. 
Steadman’s  request  was  granted  unani- 
mously that  his  previous  motion  be  rescind- 
ed. 

The  Speaker  then  called  for  a vote  on  the 
new  (above-stated)  motion  authorizing  the 
Trustees  to  implement  a Public  Service 
Program.  The  motion  was  adopted  with 
one  dissent. 

Dr.  Smith  motioned  that  the  Trustees,  in 
collaboration  with  the  Executive  Secretary, 
be  empowered  and  instructed  to  employ  a 
Public  Service  Director  and  Field  Secretary 
(one  person)  whose  duty  it  shall  be  to  in- 
stitute such  a program  and  procedures  and 
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to  conduct  such  activities  at  the  state  and 
local  levels  as  will  implement  and  effectuate 
the  Public  Service  Program  as  outlined  by 
the  Public  Service  Committee  and  the  Board 
of  Trustees. 

The  Director  and  Field  Secretary,  the 
motion  said,  shall  be  considered  a staff 
member  of  the  Association’s  headquarters 
office,  and  he  shall  discharge  such  other 
duties  as  the  Board  of  Trustees  may  direct 
in  collaboration  with  the  Executive  Secre- 
tary, and  the  Board  may  remove  him  at  its 
pleasure. 

Dr.  Steadman  motioned  that  Dr.  Smith’s 
motion  be  amended  so  as  to  provide  that  an 
assessment  of  five  dollars  be  levied  upon  the 
membership  for  the  remainder  of  this  year. 
After  being  discussed  by  Dr.  Bogart,  the 
motion  to  amend  was  lost  for  lack  of  a sec- 
ond. The  question  on  Dr.  Smith’s  main 
motion  was  put  and  carried  by  unanimous 
vote. 

Dr.  Sisler,  Sevier  County,  commented 
that  the  motion  should  be  amended  to  pro- 
vide for  initiating  the  Public  Service  pro- 
gram at  the  earliest  date.  Dr.  Jere  Crook, 
Jackson,  moved  such  an  amendment  and  the 
motion  carried. 

Dr.  Steadman  motioned  to  adjourn,  but 
the  Speaker  observed  that  many  present  had 
come  long  distances  and  any  other  business 
germane  to  the  subject  could  be  transacted. 

Dr.  Nance  of  Roane  County,  pointing  out 
that  a considerable  number  of  important 
actions  had  been  taken  at  this  meeting  and 
that  these  actions  should  be  reported  to  the 
local  societies  before  the  proceedings  could 
be  published  in  the  Journal,  requested 
that  the  minutes  be  abstracted  and  sent  to 
every  Delegate. 

The  Speaker  observed  that  we  could  in- 
struct the  Executive  Secretary  to  prepare 
such  abstracts  and  mail  them  to  every  coun- 
ty society  secretary  at  the  earliest  possible 
date. 

The  special  meeting,  on  proper  motion, 
seconded  and  voted,  was  adjourned  at  10:00 
A.M. 

V.  0.  Foster, 

Executive  Secretary. 


Nashville  Society  for  Internal  Medicine 

A dinner  meeting  was  held  on  June  6.  A 


symposium  was  presented  on  the  subject  of 
anemias:  “A  Classification  of  the  Anemias,” 
by  Dr.  Edgar  Jones;  “The  Megaloblastic 
Anemias,”  by  Dr.  William  J.  Darby;  “The 
Megaloblastic  Anemias.”  by  Dr.  Calvin 
Woodruff ; “The  Iron  Deficiency  Anemias,” 
by  Dr.  Richard  Cannon. 

Dr.  Hugh  J.  Morgan  was  elected  as  pres- 
ident to  succeed  Dr.  William  Witt.  Dr. 
David  Strayhorn  was  elected  as  vice-presi- 
dent, and  Dr.  Thomas  Frist  was  re-elected 
as  secretary-treasurer.  Drs.  Owsley  Ma- 
nier  and  Edgar  Jones  were  elected  as  coun- 
cillors. 


The  Middle  Tennessee  Heart  Association 

The  election  of  officers  for  the  ensuing 
year  was  held  on  May  31.  Dr.  B.  F.  Byrd, 
Sr.,  assumed  the  presidency,  and  other  offi- 
cers elected  were:  Dr.  James  Kirtley  as 
president-elect;  Mr.  Alden  Smith,  vice-pres- 
ident; Dr.  Laurence  Grossman,  secretary; 
Dr.  Sam  Riven,  treasurer. 


New  Pediatric  Officers 

New  officers  elected  for  the  Tennessee 
Pediatric  Society  are  C.  Barton  Etter,  M.D., 
Memphis,  president;  J.  R.  Bowman,  M.D., 
Johnson  City,  vice-president;  and  Oliver  W. 
Hill,  Jr.,  M.D.,  Knoxville,  secretary-treas- 
urer. 


Knoxville  Academy  Program 

An  essay  on  “Cutaneous  Reactions  from 
Antibacterial  Drugs”  by  Dr.  Robert  Akin 
featured  the  June  20  meeting  of  the  Knox- 
ville Academy  of  Medicine. 

Dr.  A.  H.  Lancaster  opened  the  discussion 
on  the  essay,  and  the  fifth  of  a series  of 
films  was  shown  by  the  Heart  Society. 


Tri-County  Discusses  Public  Relations 

Dr.  William  Garrott  of  Cleveland  led  a 
discussion  on  public  service  policies  for  med- 
ical men  at  a meeting  of  the  Tri-County 
Association  in  Sparta  June  8. 

Seventeen  physicians  from  White,  Van 
Buren  and  Warren  Counties  heard  Dr.  Gar- 
rott and  participated  in  a forum  discussion 
of  public  service  problems  and  opportuni- 
ties. 
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News  from  the  Tennessee  Department  of  Public 
Health 

The  third  annual  report  of  hospitals  in 
Tennessee  was  released  by  the  State  Health 
Department  on  May  23,  1950.  This  report 
gives  data  regarding  hospitals  on  December 
31,  1949,  and  shows  progress  which  has 
been  made  in  recent  years  in  providing  hos- 
pital facilities  for  the  people  of  Tennessee. 
Copies  of  the  report  will  be  mailed  to  every 
doctor  in  Tennessee.  Some  of  the  facts 
from  this  report  are  given  below.  More 
detailed  information  can  be  found  in  the 
report. 

At  the  time  of  the  hospital  survey  in  1945 
and  1946  only  145  hospitals  with  15,087 
beds  were  known  to  the  survey  staff.  The 
number  on  December  31,  1949,  238  hospi- 
tals with  19,545  beds,  shows  a marked  in- 
crease over  that  period  of  time.  Of  the  238 
hospitals  on  December  31,  1949,  151  were 
general  hospitals,  9 were  mental  hospitals, 
9 were  tuberculosis  hospitals  and  69  were 
chronic  disease  hospitals. 

The  number  of  admissions  to  hospitals 
during  1949  was  309,295,  or  96.1  admis- 
sions per  1,000  population.  The  greatest 
percentage  increase  was  noted  for  admis- 
sions to  tuberculosis  hospitals,  due  in  large 
part  to  opening  of  beds  in  the  West  Ten- 
nessee Tuberculosis  Hospital.  On  the  aver- 
age on  a given  day,  4.8  persons  out  of  each 
1,000  were  in  a hospital  with  1.7  in  general, 
2.3  in  mental,  0.3  in  tuberculosis  and  0.5  in 
chronic  disease  hospitals.  Patients  re- 
mained in  general  hospitals  on  the  average 
of  6.8  days.  During  the  1945-1946  survey 
the  average  length  of  stay  was  8.2  days. 
The  average  expenses  per  day  for  general 
hospitals  in  the  1945-1946  survey  were  $6.74 
and  by  1949  they  had  increased  to  $12.40 
per  day. 

The  federal  regulations  require  a balance 
in  construction  of  hospitals  of  the  four 
types  (general,  mental,  tuberculosis,  chron- 
ic disease)  and  of  health  centers.  For  the 
first  three  years  in  Tennessee,  a satisfactory 
balance  has  been  attained.  In  addition  to 
the  hospitals,  six  new  health  centers  were 


planned  and  health  centers  were  included 
in  the  construction  of  six  hospitals. 


PERSONAL  NEWS 


Dr.  Charles  H.  Heacock,  head  of  the  De- 
partment of  Radiology  at  the  University  of 
Tennessee  College  of  Medicine  since  1931, 
was  awarded  a Doctor  of  Science  degree  by 
Bucknell  University,  Lewisburg,  Penn.  This 
was  conferred  in  recognition  of  his  scientific 
achievements.  He  received  his  Bachelor  of 
Arts  degree  from  Bucknell  in  1911  and  his 
Doctor  of  Medicine  degree  from  the  Univer- 
sity of  Pennsylvania  in  1917.  From  1920  to 
1923  he  did  postgraduate  work  in  Roent- 
genology as  a Fellow  of  the  Mayo  Founda- 
tion, University  of  Minnesota.  Dr.  Heacock 
is  a past  president  of  the  Memphis  and 
Shelby  County  Medical  Society. 


The  National  Advisory  Cancer  Council 
recommended  a grant  of  $126,350  to  Van- 
derbilt University  for  construction  which 
will  improve  laboratory  and  other  facilities 
of  the  School  of  Medicine  and  University 
Hospital.  This  has  been  approved  by  the 
Surgeon  General  of  the  U.  S.  Public  Health 
Service. 


Dr.  Herbert  Acuff,  president-elect  of  the 
International  College  of  Surgeons,  and  Dr. 
B.  M.  Overholt,  also  of  the  Acuff  Clinic, 
Knoxville,  were  scheduled  speakers  before 
the  Wise  County  Medical  Society  at  Norton, 
Va.,  June  18.  Dr.  Acuff  is  service  director 
of  the  Tennessee  Cancer  Society  and  a past 
president  of  Civitan  International. 

* 

Dr.  Donald  Cates  of  Knoxville  General 
Hospital,  was  scheduled  to  arrive  in  Taze- 
well the  first  of  this  month  to  assume  the 
practice  of  Dr.  William  H.  Gardner,  leaving 
to  assume  duties  at  Kennedy  Hospital  in 
Memphis. 

M 

Drs.  W.  C.  Crowder,  Trent  Vandergriff, 
Julian  Lentz  and  L.  R.  Lingeman  attended 
a medical  meeting  in  Birmingham  last 
month  which  focused  attention  on  ACTH 
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and  cortisone  treatments,  as  reported  by 
Dr.  Tom  Spies  and  other  members  of  the 
staff  of  the  Nutrition  Clinic,  Hillman  Hos- 
pital. 

Approximately  four  hundred  physicians 
attended  the  Conference  from  Tennessee, 
Alabama,  Arkansas,  Florida,  Georgia,  Ken- 
tucky, Louisiana,  Mississippi  and  the  Caro- 
linas. 

* 

Dr.  Ernest  W.  Goodpasture,  Vanderbilt 
University’s  distinguished  former  dean  of 
medicine,  has  been  recommended  to  Presi- 
dent Truman  for  appointment  to  the  board 
of  directors  of  the  National  Science  Foun- 
dation. 

The  Foundation,  recently  authorized  by 
Congress,  will  help  promote  and  coordinate 
scientific  research  in  the  United  States.  The 
board  of  directors  will  have  24  members 
with  terms  of  two,  four  and  six  years.  Dr. 
Goodpasture  has  served  as  adviser  to  the 
Atomic  Energy  Commission  and  the  U.  S. 
Public  Health  Service. 

* 

The  Jackson  Sun  said  of  the  election  of 
Dr.  Charles  Webb  for  presidency  of  the 
West  Tennessee  Medical  and  Surgical  As- 
sociation for  the  ensuing  year: 

“No  finer  choice  could  have  been  made, 
. . . no  mistake  in  choosing  the  determined, 
aggressive  and  capable  Charles  F.  Webb 
...  in  a year  that  may  prove  crucial  to  the 
medical  profession  in  America.” 

¥ 

On  the  fighting  front  against  socialistic 
trends,  young  Gayle  L.  Gupton  of  the  Third 
National  Bank,  Nashville,  won  first  place 
in  a speaking  contest  at  the  American  Bank- 
ers Association  convention  in  Minneapolis 
last  month.  Top  quotes  from  the  prize- 
winning speech  plugging  for  free  enter- 
prise : 

“Our  greatest  failure  is  that  we  have 
stopped  selling  America  to  Americans.  . . . 
The  citizen  of  today  must  realize  that  his 
first  great  task  is,  by  sane-hysteria-free 
process,  to  intensify  his  love  for  liberty.  . . . 
Under  the  free  enterprise  system,  business, 
to  be  saved  from  destruction,  must  be  fed 
by  capital,  make  profits  in  order  to  make 
jobs,  become  productive  and  remain  produc- 
tive.” 


GETTING  THE  DOCTOR  AND 
THE  COMMUNITY  TOGETHER 


Editor: 

For  the  past  two  years  I have  been  oper- 
ating the  Rising  Star  (Texas)  Hospital.  It 
is  now  my  intention  to  build  and  operate 
a well-equipped  clinic  in  your  state.  My 
equipment  consists  of  modern  up-to-date 
laboratory,  Picker  100  MA  Century  X-ray, 
Basal  Metabolism  Machine,  Electrocardio- 
graph, Diathermy,  and  all  the  other  smaller 
instruments  for  diagnosis  and  treatment  in 
general  practice  of  medicine  and  surgery. 
I expect  to  build  a nice  building.  It  will  be 
necessary  to  find  a town  where  a hospital 
is  located  as  we  found  it  too  difficult  to 
operate  our  own. 

Any  town  with  a population  of  20,000  or 
below  will  be  fine.  We  have  investigated 
several  and  are  quite  impressed  with  your 
state. 

Temporary  address,  1906  South  Main 
Street,  Pine  Bluff,  Ark. 

Ben  H.  Bradley,  M.D. 


Editor: 

We  are  two  dermatologists  with  excep- 
tionally good  training  interested  in  locating 
in  an  unusually  good  locality  where  we  can 
be  of  most  use.  We  are  planning  on  prac- 
ticing together  because  we  believe  we  can 
give  better  professional  care  through  unin- 
terrupted service  and  frequent  periods  of 
continuous  training. 

We  would  be  happy  for  some  university 
affiliation  but  this  is  not  necessary.  I am 
a graduate  of  Mount  Union  College  and 
Harvard  Medical  Center,  practice  general 
medicine  with  emphasis  on  internal  medi- 
cine, served  as  an  army  flight  surgeon  1942- 
1946. 

Since  1947  I have  been  a Fellow  in  Der- 
matology and  Syphilology,  University  of 
Pennsylvania ; for  past  two  years  Acting 
Chief  of  the  Out-Patient  Clinic  and  Instruc- 
tor in  the  Medical  School.  I am  licensed  to 
practice  in  Pennsylvania. 

My  colleague,  Dr.  Richter  W.  Wiggall,  is 
a graduate  of  Johns  Hopkins  University 
and  of  the  School  of  Medicine  in  the  Univer- 
sity of  Rochester,  M.D.  1940.  He  interned 
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at  St.  Luke’s  Hospital,  Bethlehem,  and 
served  in  the  navy  in  general  medicine  and 
dermatology.  In  1948,  he  became  a F'ellow 
in  internal  medicine  in  Johns  Hopkins  Med- 
ical School  and  assistant  physician  in  the 
hospital.  For  the  past  year  he  has  been  a 
Fellow  in  the  Department  of  Dermatology 
and  Syphilology  and  Instructor  in  the  Med- 
ical School  of  the  University  of  Pennsyl- 


vania. He  completes  his  medical  training 
in  February,  1951.  He  is  licensed  by  the 
National  Board  of  Medical  Examiners  and 
is  licensed  by  reciprocity  in  Pennsylvania. 

We  are  particularly  interested  in  the 
cities  of  Knoxville,  Memphis  and  Nashville. 

Hugh  M.  Cruman,  M.D., 
University  of  Pennsylvania, 
Philadelphia. 


Arteriosclerosis  and  Diabetes.  Barach,  J.  H.  Am. 

J.  Med.,  7:617,  Nov.,  1949. 

The  relationship  between  diabetes  and  arterio- 
sclerosis is  a particularly  intimate  one.  Arterio- 
sclerosis, which  can  no  longer  be  considered  a dis- 
ease exclusively  of  the  second  half  of  life,  is  being 
shown  to  occur  more  and  more  in  the  relatively 
young,  particularly  in  diabetics.  Additional  data 
are  needed,  however,  before  we  may  say  that  severe 
or  uncontrolled  diabetes  or  ketosis  leads  directly  to 
more  extensive  arteriosclerosis  than  would  develop 
in  mild  or  controlled  forms  of  the  disease. 

Age  no  longer  is  considered  the  dominant  factor 
in  arteriosclerosis.  The  decrescent  period  of  life  is 
the  time  when  arteriosclerosis  is  most  frequently 
noted,  but  it  is  not  the  duration  of  the  life  span  in 
itself  which  is  responsible.  Arteriosclerosis  occurs 
in  time,  but  it  is  not  caused  by  time.  The  processes 
behind  arteriosclerosis  will  in  all  probability  be 
found  to  be  biochemical  and  physical.  Today  there 
are  new  and  interesting  avenues  of  approach  to  the 
possible  control  of  arteriosclerosis.  Medical  re- 
search, particularly  in  lower  animals,  indicates  the 
possibility  of  arresting  atherosclerotic  processes 
and  perhaps  of  reversing  processes  already  begun. 


We  accept  the  fact  that  deposits  of  cholesterol  in 
the  intima  of  blood  vessels  occur  in  the  early  stages, 
and  the  question  is  whether  this  occurs  because  of 
excessive  amounts  of  cholesterol  in  the  circulating 
blood  or  whether  there  is  some  alteration  in  the 
cholesterol  molecule  itself  which  initiates  the  lesion 
under  certain  conditions.  If  excess  cholesterol  in 
the  diabetic  can  be  controlled  or  influenced  favor- 
ably by  the  administration  of  insulin,  we  may  do 
better  from  now  on  by  using  insulin  more  gener- 
ously than  we  have  in  the  past,  at  the  same  time 
avoiding  hyperinsulinism.  Our  approach  to  the 
treatment  of  arteriosclerosis  depends  upon  which 
points  of  view  we  accept  as  to  its  underlying  causes 
and  the  relative  importance  of  each.  We  have  no 
recognized  specific  medication  against  atherosclero- 
sis or  arteriosclerosis.  The  use  of  choline,  methi- 
onine, inositol,  soya  lecithin,  etc-.,  is  still  in  the 
experimental  stage,  and  the  results  thus  far  re- 
ported in  animals  and  man  will  require  much  more 
controlled  observation  to  justify  general  clinical 
use. 

(Abstracted  for  the  Tennessee  Diabetes  Associa- 
tion by  Albert  Weinstein,  M.D.,  Nashville,  Tenn.) 
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Skin  cancer  is  the  one  neoplasm  which  should  be  diagnosed  early, 
provided  the  patient  gives  his  physician  the  opportunity  to  do  so. 
The  diagnosis  and  treatment  are  discussed.  This  paper  should  be  a 
stimulus  to  arouse  suspicion  concerning  chronic,  localized  skin  lesions. 

EPITHELIOMAS  OF  THE  FACE  AND  SCALP* 

A.  H.  LANCASTER,  M.D.,  Knoxville,  Tenn. 


In  presenting  the  subject  of  epitheliomas 
of  the  face  and  scalp,  it  is  my  purpose  to 
give  maximum  consideration  to  relieving  the 
patient  of  his  malignancy  and  at  the  same 
time  to  keeping  the  morbidity  as  the  result 
of  treatment  at  a minimum.  Approximate- 
ly ninety  percent  of  all  cutaneous  malig- 
nancies occur  on  the  scalp  or  the  face. 

Our  challenge  in  the  management  of  such 
cases  is  to  get  maximum  results  and  at  the 
same  time  to  protect  as  far  as  possible  the 
supporting  and  adjacent  structures  of  the 
areas  involved : in  the  case  of  cancer  of  the 
scalp  the  protection  of  the  calvarium;  in 
cancer  adjacent  to,  or  near  the  eye,  the  pre- 
vention of  cataract,  ectropion,  and  a maxi- 
mum effort  to  preserve  the  function  of  the 
lacrimal  duct,  and  to  preserve,  and  prevent 
invasion  of,  the  lacrimal  gland ; in  the  case 
of  cancer  of  the  ear  and  lower  third  of  the 
nose,  consideration  of  the  supporting  bed  of 
cartilage  from  a therapeutic  damage;  in 
cancer  of  the  skin  over  any  portion  of  the 
nose,  to  protect  as  much  as  possible  the 
specialized  function  of  the  underlying  upper 
respiratory  passage.  In  many  cases  of 
epithelioma  overlying  the  parotid  salivary 
gland  there  is  an  involvement  of  the  parotid 
gland  because  of  the  proximity  of  the  pri- 
mary lesion,  with  or  without  involvement  of 
the  parotid  lymph  node.  Here  we  are  con- 
fronted with  direct  invasion  of  the  parotid 
salivary  gland  before  lymph  nodes  are  in- 
volved. In  treating  epithelioma  of  the  lower 
lip  and  over  the  mandible,  unless  we  keep 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  11,  12,  1950. 


the  underlying  tissues  in  mind,  we  are  likely 
to  get  radiation  necrosis  of  the  mandible. 

Precancerous  Dermatosis 

1)  Senile  keratoses  are  dry,  scaly,  inflam- 
matory lesions  most  often  seen  on  the  ex- 
posed areas  of  the  skin  and  usually  in  indi- 
viduals of  Scotch-Irish  complexion,  the  de- 
velopment of  which  is  hastened  by  exposure 
to  the  elements  such  as  sun  and  wind.  Such 
a skin  is  often  referred  to  as  “farmer’s”  and 
“sailor’s”  skin.  These  keratoses  are  definite- 
ly precancerous,  and  many  epitheliomas  de- 
velop from  such  lesions. 

2)  Seborrheic  warts  possess  varying  de- 
grees of  pigment,  occur  on  both  the  exposed 
and  the  covered  parts  of  the  skin,  are  notice- 
ably familial  and  usually  are  soft  and 
spongy.  They  appear  to  be  just  stuck  on 
the  skin.  They  are  very  unsightly  and  often 
become  traumatized  and  inflamed  and  oc- 
casionally even  malignant. 

3)  Nonvascular  nevi,  often  referred  to  as 
moles,  are  both  pigmented  and  nonpig- 
mented,  with  or  without  hair.  Any  mole 
may  become  malignant,  especially  when  sub- 
jected to  trauma.  Therefore,  any  mole 
showing  an  unusual  rate  of  growth  or  sub- 
jected to  trauma,  especially  if  pigmented, 
should  be  removed. 

4)  Bowen’s  precancerous  dermatoses  are 
comparatively  rare.  They  are  dry,  scaly, 
well  circumscribed  intradermal  neoplasms, 
slowly  progressive  and  ultimately  forming 
squamous  cell  epitheliomas  capable  of 
metastasizing. 

5)  Arsenical  keratoses  are  rare  and  de- 
velop years  after  prolonged  administration 


262 


EPITHELIOMAS  OF  THE  FACE  AND  SCALP— Lancaster 


August,  1950 


of  arsenic,  especially  pentavalent  arsenicals 
such  as  Fowler’s  solution.  They  show  a 
predilection  for  palms  and  soles  and  de- 
velop into  painful  callus-like  keratotic 
lesions,  many  becoming  verrucous.  In  such 
patients  one  sees  multiple  epitheliomas  of 
the  squamous  cell  type.  We  encounter  about 
two  or  three  such  patients  each  year. 

6)  Sebaceous  cysts  or  wens  occasionally 
give  rise  to  squamous  cell  epitheliomas.  We 
have  seen  two  such  cases  in  the  past  year. 

Caylor1  reported  a series  in  which  3.4 
percent  developed  squamous  cell  cancers. 

7)  Cicatricial  dermatoses,  scars,  particu- 
larly from  such  causes  as  extensive  burns, 
lupus  vulgaris  or  lupus  erythematosus  sub- 
jected to  trauma  or  actinic  rays  are  con- 
sidered precancerous. 

I do  not  want  to  overemphasize  the  ac- 
curacy of  a clinical  differential  diagnosis 
between  basal  cell  and  squamous  cell 
epitheliomas,  although  I believe  a physi- 
cian with  wide  clinical  and  histological  ex- 
perience can  be  correct  most  of  the  time, 
if  he  keeps  in  mind  such  characteristics 
as  color,  firmness  and  rate  of  growth.  The 
basal  cell  cancer  is  usually  waxy  in  ap- 
pearance, more  superficial,  with  a more 
sharply  defined  border;  it  rarely  infiltrates, 
grows  more  slowly  and  later  ulcerates. 
On  the  other  hand  a transitional  cell 
epithelioma  is  more  reddish  in  color,  grows 
faster,  is  not  so  firm  in  areas,  is  slightly 
more  infiltrated,  and  ulcerates  earlier.  It 
is  my  personal  opinion  that  it  is  impossible 
to  make  a clinical  diagnosis  of  transitional 
epithelioma  with  any  degree  of  accuracy. 
However,  after  a histological  study  is  done, 
one  will  recall  that  many  of  these  clinical 
findings  were  manifested  in  the  lesion. 
The  squamous  cell  cancer  is  more  rapid 
in  growth  then  the  basal  cell  type,  more 
reddish  in  color,  more  infiltrating,  ulcer- 
ates much  earlier,  and  often  in  the  early 
stages  has  a verrucous  formation  on  the 
surface.  (A  cutaneous  horn  for  which  a 
patient  is  seeking  medical  attention  often 
turns  out  to  be  a squamous  cell  epitheli- 
oma.) To  be  absolutely  sure  of  the  cellular 
structure,  a histological  study  is  neces- 
sary. If  we  will  do  a histological  study 
of  several  areas  of  a basal  cell  epithelio- 
ma, we  will  find  that  approximately  ten 


to  twelve  percent  of  such  lesions  prove 
to  be  basal  squamous  cell  epitheliomas 
or  transitional  cell  epitheliomas.  It  is  in  the 
transitional  cell  epithelioma,  diagnosed  as 
of  basal  cell  type,  that  we  occasionally  are 
shocked  by  metastasis  and  more  often  re- 
growth of  the  tumor  from  residual 
squamous  cells  left  by  incomplete  destruc- 
tion. 

On  the  other  hand,  metastatic  lesions  of 
the  scalp  may  be  the  first  evidence  of  the 
parent  cancer  in  other  parts  of  the  body 
such  as  the  hypernephroma,  cancer  of  the 
prostate,  cancer  of  the  gastrointestinal 
tract,  bronchiogenic  carcinoma,  and  can- 
cer of  the  breast.  (Years  ago,  I saw  a 
metastatic  lesion  of  the  scalp  secondary  to 
primary  adenocarcinoma  of  the  back.) 
Metastatic  lesions  are  usually  three  or  four 
centimeters  in  diameter  before  they  become 
attached  to  the  skin  or  become  ulcerated, 
and  for  that  reason  may  be  mistaken  for  a 
sebaceous  cyst  or  a benign  lesion  unless  a 
microscopic  study  of  the  tumor  is  made. 
Bedford2  reported  a metastatic  lesion  in  the 
scalp  of  a newborn  infant,  secondary  to 
carcinoma  of  the  thymus  gland. 

Melano-epithelioma  usually  starts  as  a 
bluish-black  papule.  It  is  the  most  mal- 
ignant and  rapidly  fatal  of  all  skin  malig- 
nancies. Metastasis  occurs  early  and  is 
often  manifested  in  the  adjacent  lymph 
nodes,  although  the  adjacent  lymph  nodes 
may  escape  and  the  first  evidence  of 
metastasis  may  be  found  at  some  distance 
in  any  of  the  internal  organs.  I am  of 
the  opinion  that  any  brown  or  bluish  black 
pigmented  lesion  so  located  as  to  be  sub- 
jected to  trauma  should  be  widely  excised 
early,  certainly  not  too  long  after  adolescent 
age.  Accurate  histological  diagnosis  of 
malignancy  in  a pigmented  lesion  is  ex- 
tremely difficult  in  many  cases  since  it  is 
easy  to  err  by  calling  a malignant  melanoma 
benign,  or  a benign  melanoma  malignant. 
We  have  a few  fine  dermal  histopathologists 
in  this  country  who  have  given  years  of 
study  to  pigmented  lesions  of  the  skin.  They, 
in  the  light  of  present-day  knowledge,  on  a 
recheck  of  some  of  their  past  slides  will 
admit  that  they  erred  by  making  the  diag- 
nosis of  malignant  melanoma  when  it  should 
have  been  benign.  This  may  explain  why 
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some  physicians  are  more  optimistic  than 
others  about  curing  malignant  melanoma. 
In  my  twenty-five  years  experience  with 
cancer  I recall  few  patients  with  malignant 
melanomas  who  were  possibly  cured.  The 
treatment  of  melanoma  in  the  light  of 
present-day  knowledge  is  a surgical  pro- 
cedure. 

Our  methods  for  the  treatment  of  cancer 
today  include  surgery,  both  cold  steel  and 
electrical  surgery  and  radiation,  both 
radium  and  x-ray.  These  methods  are 
often  used  in  combination.  Generally, 
neither  of  these  methods  can  be  expected 
to  be  successful  after  any  other  method  has 
been  used  inadequately.  The  type,  size 
and  location  of  the  cancer  determines  our 
choice  of  the  method  of  treatment.  The 
nature  of  the  tissue  bed  supporting  and 
adjacent  to  the  cancer  should  be  of  funda- 
mental concern  to  all  who  treat  cancer. 

In  treating  any  malignancy,  the  purpose 
is  to  destroy  or  remove  every  cancer  cell. 
Our  surgical  errors  in  superficial  tumors 
of  the  scalp,  the  face  and  the  neck  usually 
result  in  cosmetic  defects  from  ill-advised 
too  radical,  or  technically  poor  surgery. 
The  most  serious  is  inadequate  excision  of 
malignant  tumors.  Radiation  errors  are 
many.  We  should  give  consideration  to 
the  age  of  the  patient,  the  texture  of  the 
skin,  the  size  of  the  lesion,  previous  ther- 
apy and  expectancy  of  the  patient  both  in 
regard  to  span  of  life  and  exposure  to 
wind  and  actinic  rays.  Here  again  I want 
to  emphasize  the  tumor  bed.  If  the  bone 
is  involved  surgery  is  always  indicated. 
Cartilaginous  involvement  raises  a debat- 
able question  of  therapy.  I am  one  who 
believes  that  by  the  judicious  application 
of  radium  and  x-rays  many  alas  and  many 
ears  can  be  salvaged.  The  nearer  the 
cancer  is  to  the  periphery  of  the  ear,  the 
more  favorable  will  be  results  from  radia- 
tion therapy.  I personally  believe  that 
there  are  too  many  users  of  x-ray  who 
radiate  the  scalp  and  underlying  calvarium 
too  heavily.  We  should  prefer  to  recom- 
mend other  procedures  rather  than  to  ex- 
pose the  calvarium  to  more  than  3000  r or 
3500  r in  twelve  to  fifteen  days.  Protec- 
tion can  be  effected  by  reducing  the  skin 
target  distance,  cutting  down  on  voltage. 


using  less  filtration  and,  in  smaller  lesions, 
using  gamma  rays  of  radium  either  in  in- 
terstitial or  surface  application,  or  a com- 
bination. I definitely  believe  that  radium 
is  preferable  to  the  x-ray  in  many  cases, 
especially  over  the  cartilage  of  ears  and 
nose,  particularly  near  the  junction  of  the 
ear  with  the  skull,  and  for  lesions  over 
the  parotid  salivary  gland  and  articula- 
tion of  the  mandible.  In  the  last  twelve 
to  fifteen  years  the  radiation  necrosis 
which  I have  seen  on  the  side  opposite  to 
the  cancer  of  the  ear  has  been  in  the  pa- 
tients treated  with  filtered  x-ray  or  140 
PKV  with  inherent  filter.  We  may  sum 
up  proper  radiation  therapy  as  the  sum 
total  of  a good  working  knowledge  of  physi- 
ology, histology,  pathology,  biological  ac- 
tion of  the  rays  on  tissues,  along  with  an 
understanding  of  the  quality  and  quantity 
of  the  rays  to  be  used. 

Our  aim  in  radiation  therapy  should  be 
to  deliver  a dose  sufficient  to  destroy  the 
tumor  and  at  the  same  time  protect  the 
tumor  bed  and  underlying  structures  of 
importance  for  good  health  and  well  being. 
To  accomplish  such  an  objective,  science 
today  has  made  available  x-rays  of  dif- 
ferent wave  lengths  and  machines  of  such 
makes  that  the  emission  point  of  x-rays 
may,  if  desired,  vary  from  twenty  milli- 
meters (26.5  mm.  to  an  inch)  to  several 
feet  from  the  skin.  Radium  is  obtainable 
in  such  forms  as  in  capsules,  cells,  needles, 
and  radon  emanation  seed,  thus  enabling 
us  to  use  either  interstitial  or  surface 
application  of  radium  or  both  in  conjunc- 
tion with  x-ray.  By  the  judicious  use  of 
such  applicators,  we  can  control  the  dose 
and  area  irradiated  with  considerable 
accuracy.  Such  well  governed  application 
is  extremely  valuable  in  dealing  with 
malignancies  over  the  cranium,  about  the 
eyes,  the  ears,  and  the  nose  and  mandible 
where  it  is  not  possible  at  all  times  to  use 
a protective  shield.  (Lantern  slides  were 
shown.) 

Summary 

1.  Basal  cell  epitheliomas  are  malignant 
locally  and  metastasis  is  a medical  curios- 
ity ; squamous  cell  epitheliomas  metastasize 
by  way  of  the  lymphatic  system.  Melano- 
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epitheliomas  may  metastasize  either  by 
way  of  the  blood  or  of  the  lymphatic  sys- 
tem. A metastatic  lesion  in  the  skin  is  oc- 
casionally the  first  noticeable  evidence  of 
the  parent  cancer  in  other  parts  of  the 
body.  In  any  malignancy,  one  should  ex- 
amine carefully  the  adjacent  lymphatic 
nodes. 

2.  Approximately  90  percent  of  cutaneous 
malignancies  occur  on  the  face  or  the  scalp. 
The  nature  of  the  tissue  bed  supporting 
epitheliomas  in  these  areas  should  always 
be  given  serious  consideration. 

3.  Histological  examination  should  be  the 
rule  and  not  the  exception. 

4.  To  cure  cancer  it  is  necessary  to  de- 
stroy or  remove  every  cancer  cell.  X-ray 
and  radium  are  not  just  magic  wands  that 
cure  cancer ; they  are  instruments  that, 
when  used  with  judgment  and  precision, 
can  produce  gratifying  results. 

5.  The  parent  epithelioma  of  the  skin 
can  be  handled  best  by  a judicious  selection 
of  radiation,  surgery,  or  a combination  of 
these.  We  must  bear  in  mind  that  no  one 
of  these  methods  can  be  counted  on  to  be 
generally  successful  in  correcting  errors  due 
to  the  previous  improper  use  of  another 
method. 

6.  Even  with  all  the  scientific  instruments 
and  professional  knowledge  available,  it  is 
a regrettable  fact  that  we  all  have  failures. 
We  hear  and  read  statements  about  cancer 
of  the  skin  which  betray  dangerous  mis- 
conceptions, a few  of  which  have  been  set 
down  for  us  by  Dr.  Cannon  from  whose 
“Biopsy”  I quote  the  following  list  :a 

(a)  That  cancer  of  the  skin  is  trivial; 
(b)  that  differential  diagnosis  of  cu- 
taneous cancer  is  easy  for  physicians  not 
primarily  concerned  with  the  skin;  (c)  that 
cancer  of  the  skin  is  a disease  of  the  elderly ; 
(d)  that  the  dermatologist’s  long  time  re- 
sults are  not  good. 
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Discussion 

DR.  RALPH  R.  BRAUND  (Memphis):  Mr. 
Chairman  and  members  of  the  Association,  I am  in- 
deed pleased  to  note  that  Dr.  Lancaster,  with  all  his 
years  of  experience  and  diagnostic  acuity,  still 
takes  biopsies  as  a point  of  differential  diagnosis. 

We  have  had  several  cases  in  the  Clinic  in  the 
past  year  which  were  histologically,  on  first  in- 
spection, basal  cell  carcinomas.  Their  response 
to  radiation  therapy  was  not  what  we  expected, 
and  they  turned  up  with  residual  disease.  A re- 
view of  the  slides  showed  they  were  not  basal 
cell  carcinomas  but  tumors  apparently  arising  from 
the  skin  appendages. 

Of  245  new  patients  whom  we  have  seen  in  the 
past  year  with  cancer  of  the  skin,  there  were  17 
in  whom  we  found  extensive  bone  involvement, 
similar  to  some  of  the  cases  Dr.  Lancaster  men- 
tioned this  morning.  We  felt  these  patients  pre- 
sented were  surgical  problems.  Unfortunately 
they  required  extensive  surgery,  and  sometimes 
the  cosmetic  end  result  was  undesirable. 

Dr.  Lancaster  has  pointed  out  to  us  the  oppor- 
tunity of  cancer  prophylaxis  with  respect  to  the 
cancer  mold.  The  opportunity  to  prevent  malignant 
melanoma  presents  itself  to  every  physician  in 
this  room  several  times  each  year,  I am  sure. 
A cure  from  this  disease,  once  it  has  become  es- 
tablished, is  notoriously  poor.  Our  end  results 
have  been  bad.  Here  we  have  a lesion  which  has 
been  present  in  most  individuals  for  ten,  fifteen 
or  twenty  years  and  sometimes  longer.  It  has  been 
a lesion  which  usually  has  been  subject  to  trauma, 
since  we  know  that  the  greatest  percentage  of 
malignant  melanomas  occur  on  the  hands,  feet, 
genitalia  and  skin  of  the  face,  especially  in  the 
male.  To  remove  these  lesions  early  in  life  is 
certainly  recommended  if  they  are  going  to  be 
subject  to  trauma. 

During  the  past  two  years  we  have  had  fifty- 
nine  cases  of  malignant  melanoma  in  our  Clinic. 
Thirty-nine  of  these  patients  had  had  previous 
treatment  either  by  electrical  dessication,  treatment 
with  acid,  or  inadequate  local  excision.  None  of 
these  thirty-nine  patients  had  had  a histological 
examination  of  the  primary  lesion.  It  was  thought 
to  be  a simple  little  mole  which  aggravated  the 
patient. 

The  failure  to  obtain  histological  examination  of 
the  specimen  resulted  in  a delay  in  diagnosis 
varying  from  nine  to  forty-four  months.  Only 
when  this  group  of  patients  turned  up  with  regional 
lymph  node  metastases  or  pulmonary  metastases 
was  the  true  seriousness  of  the  condition  recognized. 
Had  the  advice  of  Dr.  Lancaster  been  followed 
and  these  lesions  removed  early,  these  patients 
would  never  have  developed  malignant  melanoma. 
Had  a biopsy  been  obtained,  the  true  seriousness 
of  the  condition  would  have  been  recognized. 

Frequently  I have  heard  patients  tell  me,  and 
some  physicians  also,  that  one  should  never  bother 
a mole  unless  it  bothers  the  possessor.  The  mole 
which  begins  to  bother  the  patient,  in  our  experi- 
ence, is  usually  already  malignant.  The  time  to 
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treat  them  is  early.  The  fact  that  the  end  results 
in  malignant  melanoma  (when  the  mole  bothers 
the  patient)  is  so  poor  is  because  the  disease 
already  is  established. 

We  feel  that  the  condemnation  by  the  general 
public  and  by  some  physicians  of  removing  a mole 
is  based  not  on  the  fact  that  the  procedure  is 
bad,  but  because  they  have  been  removed  by 
methods  which  are  unsuitable.  These  are,  for  ex- 
ample, the  use  of  the  electric  cautery,  the  use  of 
acid,  or  inadequate  local  excision.  Failure  to  obtain 
histological  proof  of  the  nature  of  the  lesion  is 
another  serious  oversight. 

The  mole  which  has  been  completely  removed 
can  never  become  malignant. 

DR.  R.  N.  BUCHANAN,  (Nashville) : I ap- 
preciate being  asked  to  discuss  Dr.  Lancaster’s 
paper,  but  it  is  quite  difficult  to  discuss  a subject 
if  there  is  no  disagreement.  The  opinions  expressed 
by  Dr.  Lancaster  coincide  with  my  ideas.  What 
I have  to  say  will  be  in  the  nature  of  agreement, 
being  repeated  only  for  the  purpose  of  emphasis. 
Cure  is  always  the  first  aim  in  treatment.  Damage 
to  remaining  parts  and  the  cosmetic  results  are 
strictly  secondary  to  the  primary  aim  of  cure.  In 
handling  patients  with  epitheliomas  various  types 
of  treatment  should  be  used.  In  some  locations  and 
with  some  types  of  epitheliomas  one  type  of  treat- 
ment should  be  employed,  whereas  with  other  loca- 
tions of  involvement  and  with  other  types  of 
neoplasm  another  form  of  treatment  becomes  the 
method  of  choice.  Treatment  cannot  be  standard- 
ized. The  type  of  treatment  selected  should  be 
that  which,  in  the  individual  case,  is  most  likely 
to — (1)  produce  a cure  and  (2)  produce  as  little 
secondary  damage  as  possible.  Treatment  may 
be, — ( 1 ) chemical  cauterization,  (2)  fulguration, 
(3)  excision  and  (4)  radiation,  either  with  x-ray, 
radium,  radon  seeds  or  interstitial  radium  needles 
or  any  combination  of  these.  No  matter  which 
method  of  treatment  is  selected  it  must  be  thorough. 
The  best  chance  of  obtaining  a cure  exists  the  first 
time  the  patient  is  seen.  Thorough  treatment 
at  this  time  may  be  effective,  and  may  need  not 
be  radical.  Inadequate  or  delayed  treatment  may 
allow  the  neoplasm  to  invade  locally  or  to  metasta- 
size to  such  an  extent  that  the  most  radical  treat- 
ment done  later  may  be  ineffective.  Thorough 
treatment,  in  which  all  malignant  tissue  is  de- 
stroyed, done  early  is  more  important  than  the 
method  of  treatment  selected.  The  harm  done  and 
the  irrecoverable  time  lost  by  prescribing  a salve 
to  be  tried  for  a while,  or  by  lightly  touching  up 
the  lesion  with  the  electric  needle  cannot  be  over- 
emphasized. 

The  knowledge,  skill  and  ability  of  the  operator 
is  also  important  in  choosing  the  method  of  treat- 
ment. The  knowledge  and  confidence  with  which  a 
surgeon  approaches  the  treatment  of  an  epithelio- 
ma may  be  totally  absent  in  the  same  man  attempt- 
ing treatment  of  the  same  lesion  by  the  use  of 
radiation.  Some  men  use  all  methods  with  a confi- 
dence which  permits  the  selection  without  bias  of 


the  type  of  treatment  most  suited  to  meet  the 
individual  problem. 

Cancer  of  the  skin  is  not  trivial.  In  two  recent- 
ly issued  reports  “Status  of  Patients  Admitted  to 
Five  Tumor  Clinics  in  1947  at  the  End  of  First 
Year  of  Observation”  and  “Annual  Report  of 
Admission  to  Five  Tumor  Clinics  in  Tennessee, 
1948”  the  incidence  of  cutaneous  malignant  neo- 
plasms was  a bit  over  one-fourth  of  total  admis- 
sions 27.4  percent  and  26.8  percent  respectively. 
In  the  first  report  which  is  for  only  a one-year 
follow-up  8.8  percent  were  dead  and  4.4  percent 
had  been  lost  from  sight.  When  the  patient  was 
first  seen  at  the  Tumor  Clinics,  the  1948  report 
shows  that  the  extent  was  not  classified  in  31.8 
percent,  was  localized  in  54.7  percent,  had  regional 
involvement  in  10.4  percent  and  remote  metastases 
in  3.1  percent.  Therefore  in  13.5  percent  of  68.2 
percent  roughly  one-fifth,  in  which  the  extent 
of  the  skin  malignancy  was  stated,  regional  and 
remote  metastases  were  present.  Indeed  cancer 
of  the  skin  is  not  trivial.  The  greatest  opportunity 
for  cure  rests  on  early  diagnosis  and  the  execution 
of  thorough  destruction. 

DR.  A.  H.  LANCASTER  (Knoxville) : It  is  very 
pleasant  to  have  discussers  in  complete  agreement 
with  you.  This  is  a broad  subject  and  could  not 
be  covered  in  twenty  minutes.  We  might  do  justice 
to  it  in  twenty  hours  if  the  audience  were  interested 
in  the  subject  to  that  extent. 

We  do  see  a lot  of  cancers  come  from  moles. 
All  of  us  have  moles — many  moles.  A mole  should 
never  be  removed  with  a chemical  or  acid.  If  you 
want  to  remove  it  by  dessication,  I will  accept  that. 
If  you  want  to  remove  it  by  surgery,  I will  accept 
that.  I believe  that  any  mole  undergoing  malignant 
degeneration  should  be  removed  surgically  and  the 
mole  examined  histologically. 

I have  heard  people  say  that  all  moles  should 
be  removed  surgically  and  examined  under  the 
microscope.  That  is  acceptable  if  one  wants  to  do 
it  and  wishes  to  put  the  patient  to  that  expense. 
In  the  same  way  one  might  be  so  radical  as  to 
say  that  when  headaches  develop  one  should  do 
a spinal  fluid  examination.  (Certainly  one  would 
if  one  suspected  meningitis.)  And  one  might  say 
that  a man  with  an  enlarged  prostate  should 
have  it  biopsied. 

I do  want  to  discourage  the  use  of  chemicals  in 
the  treatment  of  moles  and  in  the  treatment  of 
cancers.  The  results  at  the  Tumor  Clinics  are 
not  good  from  the  figures  Dr.  Buchanan  has  quoted 
us.  Many  of  these  patients  probably  had  been 
going  to  cancer  quacks.  I am  one  who  is  report- 
ing systematically  all  cancer  quacks  in  my  terri- 
tory. I have  reported  three  this  year  with  evidence 
on  which  they  can  be  convicted  by  the  License 
Board  of  the  State  of  Tennessee.  I am  going  to 
keep  it  up.  If  we  would  all  do  this  we  would 
get  rid  of  them  sooner  and  there  would  be  more 
happy  citizens  and  fewer  people  would  die  un- 
necessarily of  cancer. 
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Because  of  the  difficulty  in  making  a diagnosis  of  surgical  lesions  of 
the  small  intestine  and  because  of  the  relative  infrequency  of  such 
disease,  the  average  physician  thinks  of  this  segment  of  the  gastro- 
intestinal tract  as  a "silent  one."  The  author  indicates  the  symptom- 
atology which  should  lead  the  physician  to  suspect  lesions  of  the 
small  bowel,  what  may  be  done  to  establish  the  diagnosis  and  indi- 
cates v/hat  the  therapeutic  attack  should  be. 

SURGICAL  LESIONS  OF  THE  SMALL  BOWEL* 


C.  FRANK  YATES,  Memphis,  Tenn. 

The  purpose  of  this  paper  is  to  stress  the 
factors  which  are  important  in  the  early 
recognition  of  surgical  lesions  of  the  small 
bowel.  The  diagnosis  of  such  disease  of  the 
small  bowel  is  usually  obscure  and  will  re- 
main obscure  until  the  physician  entertains 
the  possibility  of  lesions  in  this  region.  The 
small  intestine  is  the  longest  portion  of  the 
alimentary  tract  yet  receives  relatively  lit- 
tle consideration  in  the  diagnosis  of  intra- 
abdominal disease.  Early  recognition  of 
small  bowel  lesions  is  a necessity  if  the 
present  high  mortality  rate  is  to  be  lowered. 

Relative  Frequency  of  the  Various 
Surgical  Lesions  of  the  Small 
Intestine 

A large  majority  of  the  lesions  of  the 
small  intestine  is  comprised  of  external  her- 
niae  (i.e.,  inguinal,  femoral,  and  umbilical) 
with  strangulation.  Neoplasms  of  the  small 
intestine  and  adhesions,  usually  postopera- 
tive, are  the  next  most  frequent  indications 
for  surgical  intervention.  More  unusual 
lesions  such  as  intussusception,  volvulus, 
mesenteric  thrombosis,  and  gallstone  ob- 
struction occur  less  frequently  but  are  im- 
portant because  of  the  high  mortality  rate 
if  they  are  not  diagnosed  early  and  treated 
properly.  Even  more  rarely  internal  her- 
nia, Meckel’s  diverticulum,  congenital 
anomalies  or  regional  ileitis  may  be  the 
initiating  factor  in  the  production  of  symp- 
toms.1 

Clinical  Findings 

Clinical  symptoms  and  signs  vary  with 
the  location  of  the  lesion.  The  most  com- 


*Read before  the  Tennessee  State  Medical  Asso- 
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fFrom  the  Department  of  Surgery  of  the  Univer- 
sity of  Tennessee  Medical  School,  Memphis,  Tenn. 


mon  symptoms  are  those  of  obstruction 
and/or  bleeding  manifest  in  the  stools. 
Intermittent  colicky  pain  varying  in  inten- 
sity from  a mild  discomfort  to  knife-like 
abdominal  cramps  is  a frequent  finding 
The  pain  is  usually  located  in  the  epigas 
trium  or  para-umbilical  area  but  may  occur 
at  any  location  within  the  abdomen.  The 
pain  usually  occurs  after  meals  and  emesis 
often  gives  temporary  relief.  Borborygmi 
are  frequently  heard  in  association  with  the 
pain.  Vomiting  occurs  earlier  and  is  more 
copious  with  high  small  bowel  obstructions 
than  with  low  obstructions.  The  history  of 
old  blood  in  the  stools  for  several  months 
may  be  the  only  complaint.  Any  one  or  all 
of  these  symptoms  may  be  present  for  sev- 
eral weeks  to  several  months  before  the 
patient  seeks  medical  counsel.  Careful  pal- 
pation of  the  abdomen  may  not  reveal  a 
mass.  Masses  related  to  lesions  of  the  small 
intestine  may  assume  many  positions  in  the 
abdomen  due  to  lack  of  fixation  of  the  bowel 
and  a long  free  mesentery.  Masses  are  par- 
ticularly difficult  to  palpate  when  located  in 
the  pelvis  or  under  the  costal  margins. 

Laboratory  Examinations  of  Benefit 
in  the  Establishment  of  a 
Diagnosis 

Diagnosis  of  small  bowel  lesions  can  be 
made  preoperatively  in  a large  number  of 
cases  by  roentgen  studies.  A scout  film  of 
the  abdomen  is  essential  in  investigating 
questionable  lesions  of  the  small  bowel.  It 
is  especially  valuable  when  the  lesion  is  pro- 
ducing some  degree  of  obstruction.  Com- 
petent radiologists  are  able  to  report  valu- 
able information  with  barium  “progress 
meal”  studies.  The  disadvantages  of  this 
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method  are  that  it  is  time  consuming,  usu- 
ally requiring  a half  day  or  more,  exposes 
the  patient  to  repeated  fluoroscopic  exami- 
nations, and  may  be  definitely  harmful  in 
cases  of  mechanical  obstruction.2 

The  “small  bowel  enema”  by  injecting 
barium  into  the  small  intestine  through  a 
Miller-Abbott  tube  has  several  advantages 
in  the  examination  of  the  small  intestine, 
namely:  the  small  intestine  may  be  seen 
in  its  entirety;  actual  filling  of  intestinal 
loops  can  be  observed  roentgenologically 
whereas  peroral  examination  usually  results 
in  irregular  and  incomplete  filling  of  the 
ileum  ; adequate  examination  of  the  ileocecal 
valve  can  be  accomplished ; and  the  time 
required  for  examination  is  shortened.3 

Every  effort  should  be  used  to  eliminate 
the  colon,  stomach,  and  esophagus  as  the 
site  of  origin  of  bleeding.  The  continued 
presence  of  blood  in  the  stools  after  a nega- 
tive investigation  of  these  sites  by  roent- 
genogram and  direct  examination  warrants 
an  abdominal  exploration  with  special  at- 
tention to  the  small  bowel  for  the  site  of 
hemorrhage.  Hemorrhage  from  small  bow- 
el lesions  may  occur  for  some  time  before 
the  lesion  has  advanced  sufficiently  to  be 
recognized  by  roentgen  ray  examination. 

Differential  Diagnosis 
External  Herniae  with  Strangulation 
External  herniae  with  strangulation 
should  offer  no  great  problem  in  diagnosis. 
It  is  somewhat  of  a surprise  that  this  diag- 
nosis is  frequently  overlooked  because  the 
examiner  neglected  to  perform  a simple 
examination  of  the  known  “weak  spots”  of 
the  abdomen ; i.e.,  the  umbilicus  and  the 
inguinal  and  femoral  rings. 

Adhesions  with  Obstruction 
A past  history  of  previous  abdominal  sur- 
gery or  intra-abdominal  abscess  usually 
leads  one  to  suspect  this  lesion  in  the  pres- 
ence of  obstruction. 

Neoplasms 

Tumors  produce  intermittent  abdominal 
distress,  usually  colic,  and  blood  in  stools. 
The  direction  of  growth  of  benign  tumors  is 
toward  the  lumen  of  the  intestine  with  early 
obstruction  and  early  bleeding.  The  growth 


of  malignant  tumors  of  the  small  bowel  is 
away  from  the  lumen  of  the  bowel  and  the 
signs  of  obstruction  and  bleeding  occur  late. 
Extension  of  the  tumor  into  the  mesentery 
has  frequently  occurred  before  severe  symp- 
toms develop.4  Weakness,  loss  of  weight, 
diarrhea,  secondary  anemia,  and  a palpable 
mass  may  be  present.  A patient  with  a 
small  bowel  tumor  may  exhibit  any  one  or 
all  of  these  findings.  Careful  roentgeno- 
logic investigation  of  the  small  intestine  is 
necessary  to  establish  the  diagnosis.5’6 
Intussusception 

Intussusception  is  second  in  frequency 
only  to  appendicitis  as  the  cause  of  an  acute 
surgical  abdomen  in  infancy  and  childhood.7 
Approximately  85  per  cent  of  these  cases  of 
intussusception  occur  in  the  first  two  years 
of  life.  The  most  common  symptom  is  re- 
current colicky  abdominal  pain  which  caus- 
es the  child  to  double  up  or  draw  the  legs 
up  on  the  abdomen,  crying  and  grunting 
with  obvious  severe  pain.  The  patient  is 
comfortable  and  appears  well  between  at- 
tacks of  pain.  Vomiting  occurs  early  and 
may  be  repeated  and  severe.  As  obstruc- 
tion continues,  pallor,  dehydration,  and 
shock  appear  and  increase  in  severity  as 
time  elapses.8  Bloody  or  currant  jelly  stools 
are  seen  in  85  per  cent  of  the  cases  but 
frequently  do  not  appear  until  12  to  18 
hours  after  the  onset  of  illness.  The  patient 
is  nearly  always  a well-nourished  child. 
The  condition  is  more  frequent  in  boys  than 
girls,  an  incidence  of  2 :1.  A firm  nontender 
sausage  shaped  abdominal  mass  is  palpable 
in  85  per  cent  of  the  instances.  The  right 
lower  abdominal  quadrant  may  appear  emp- 
ty when  palpated  (Dance’s  Sign)  because  of 
invagination  of  the  cecum  into  the  colon. 
Fever  is  not  present  early  but  may  appear 
after  dehydration  becomes  severe.  Rectal 
examination  aids  in  palpating  the  advancing 
portion  of  the  bowel,  in  outlining  ill-defined 
abdominal  masses  and  in  determining  the 
character  of  the  colon  contents.  A carefully 
administered  barium  enema  positively  es- 
tablishes the  diagnosis  in  the  majority  of 
cases. 

Gallstone  Obstruction  of  the  Small  Bowel 

Gallstones  sufficiently  large  to  cause  ob- 
struction of  the  small  bowel  gain  access  to 
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the  intestinal  tract  by  two  routes — first, 
through  the  ampulla  of  Vater  and,  second, 
by  fistulous  tracts  between  the  gallbladder 
or  bile  passages  and  adjacent  structures.9 
The  lumen  of  the  small  bowel  diminishes 
progressively  in  caliber  as  it  progresses 
distally,  the  narrowest  point  being  at  the 
ileocecal  valve  which  is  the  most  frequent 
site  of  obstruction  due  to  gallstones.  Gall- 
stone obstruction  may  occur  without  pre- 
vious history  of  gallbladder  disease.  Symp- 
toms are  those  of  any  small  bowel  obstruc- 
tion with  pain,  vomiting,  and  obstipation. 
Distension  may  never  be  a prominent  symp- 
tom due  to  the  ball  valve  action  of  the  stone 
in  impeding  the  passage  of  gas.  The  aver- 
age age  in  a series  of  17  cases  of  gallstone 
obstruction  was  66  years  of  age,  the  young- 
est patient  being  55  years  of  age,  the  oldest 
92  years  old.11  This  entity  occurred  fifteen 
times  more  often  in  females  than  males. 
The  mortality  rate  is  high,  being  reported 
as  varying  between  50  and  70  per  cent, 
probably  due  to  the  advanced  age  of  the 
patients  and  to  late  diagnosis.12 

Meckel’s  Diverticulum 
This  is  the  most  frequent  developmental 
anomaly  of  the  gastrointestinal  tract.  A 
large  number  of  persons  live  a normal  life 
span  without  symptoms  from  a Meckel’s 
diverticulum.  This  congenital  anomaly  may 
produce  intussusception  by  inversion  of  the 
diverticulum  into  the  lumen  of  the  bowel. 
Acute  diverticulitis  simulates  acute  appen- 
dicitis and  a differential  diagnosis  may  be 
impossible  before  surgical  intervention. 
Tarry  stools  may  be  the  first  sign  of  hemor- 
rhage into  a Meckel’s  diverticulum.13’14  Dif- 
ferentiation from  intussusception  may  be 
difficult,  but  most  patients  do  not  pass  mu- 
cus with  the  blood  in  the  stools  as  frequently 
as  with  intussusception.  Small  bowel  ob- 
struction may  occur  as  the  result  of  attach- 
ment of  the  diverticulum  to  the  abdominal 
wall  at  the  umbilicus  or  at  any  other  point 
in  the  abdominal  cavity,  with  acute  angula- 
tion of  the  bowel  at  the  point  of  attachment. 
Meckel’s  diverticulum  should  be  borne  in 
mind  in  the  extremely  young  and  old  pa- 
tients with  obscure  abdominal  complaints 
and  atypical  findings  on  physical  examina- 
tion. 


Regional  Enteritis 

Regional  enteritis  is  characterized  by 
cramp-like  abdominal  pain,  loss  of  weight, 
diarrhea  and  at  times  external  fistulae.  Fre- 
quent physical  findings  are  tenderness  in 
the  right  lower  abdominal  quadrant,  with  or 
without  a palpable  mass,  fever,  and  the 
presence  of  fistulae.  Secondary  anemia, 
mild  to  moderately  severe,  and  leukocytosis 
are  often  present  and  are  proportional  to 
the  degree  of  malnutrition  and  sepsis.15-16 
Differentiation  must  be  made  between  ap- 
pendicitis, ulcerative  colitis,  and  mechanical 
intestinal  obstruction.  Roentgenologic  ex- 
amination of  the  chest  should  be  done  to 
exclude  a primary  focus  of  tuberculosis. 
The  diagnosis  is  aided  by  the  roentgen  dem- 
onstration of  the  “string  sign”  of  Kantor  by 
barium  study  of  the  small  bowel,17  though 
this  deformity  is  not  present  in  every  case. 

Mesenteric  Vascular  Occlusions 

Emboli  lodging  in  one  of  the  major  ar- 
teries supplying  the  intestine  may  arise  in 
the  chambers  of  the  heart  from  mural 
thrombi  secondary  to  coronary  occlusion,  or 
from  free  clots  formed  during  an  arrhyth- 
mia or  in  congestive  heart  failure.  Clots 
may  also  originate  on  aortic  arteriosclerotic 
plaques.  At  the  onset  of  a mesenteric  vas- 
cular occlusion  a vague,  nagging  pain  in 
the  mid-abdomen  may  be  associated  with 
mild  nausea  and  vomiting  which  subsides 
after  a few  hours.  There  may  be  moderate 
distension  of  the  abdomen  without  tender- 
ness. The  clinical  course  gradually  pro- 
gresses toward  intestinal  obstruction  with 
an  aggravation  of  all  signs.  Leukocytosis 
is  frequently  high.  Peristalsis  is  hyper- 
active at  first  then  subsides.  The  patient 
may  recover  or  may  present  the  classical 
picture  of  intestinal  strangulation.  With 
this  there  is  gradual  or  sudden  increase  in 
pain  which  is  colicky  and  intermittent  at 
first  but  becomes  constant  and  severe,  usu- 
ally located  in  the  mid-lower  abdomen  with 
no  radiation.  Tenderness  and  rigidity  ap- 
pear only  after  peritonitis  has  occurred. 
Distension  is  gradual  and  moderate  and  is 
marked  only  in  late  cases.  Nausea  and 
vomiting  are  common  but  not  severe.  Me- 
lena  is  frequent.  Shock  is  severe  at  the 
onset  only  in  massive  mesenteric  infarction 
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but  is  present  to  some  degree  in  all  cases. 
It  is  usually  impossible  to  relieve  the  shock 
even  with  large  amounts  of  fluids  and  blood 
until  the  offending  segment  of  bowel  has 
been  removed.18  Roentgenologic  examina- 
tion of  the  abdomen  shows  ileus  of  the  small 
bowel  with  gas  and  feces  in  the  large  bowel. 
Evidence  of  intra-abdominal  fluid  is  fre- 
quently seen. 

Internal  Herniae 

Internal  herniae  occur  as  a result  of  her- 
niation of  an  abdominal  viscus  into  one  of 
the  various  retroperitoneal  spaces.  The 
most  frequent  site  is  at  the  ligament  of 
Treitz  or  duodeno-jejunal  junction.  It 
is  thought  by  some  to  occur  as  a congenital 
anomaly  as  a result  of  malrotation  of  the 
cecum  is  its  descent  to  the  right  lower  ab- 
dominal quadrant.  Left  paraduodenal  her- 
niae are  three  times  more  frequent  than 
those  occurring  on  the  right  side.  Herniae 
may  be  present  without  symptoms,  or  may 
present  symptoms  varying  from  mild  ab- 
dominal discomfort  with  loss  of  appetite  to 
symptoms  of  obstruction.  Gaseous  disten- 
sion is  frequent  because  of  decreased  mo- 
bility of  the  bowel.  Small  bowel  studies  by 
roentgen  examination  are  essential  in  mak- 
ing the  diagnosis.  Routine  barium  progress 
meal  studies  reveal  coils  of  small  intestine 
lying  in  a spherical  well-defined  area  as  if 
enclosed  in  a sac.  Palpation  or  pressure  do 
not  separate  the  coils  of  intestine.  There  is 
displacement  of  the  stomach  and  colon  by 
the  herniated  mass.2 

Diverticula  of  the  Small  Intestine 

Diverticula  of  the  small  bowel  are  rare. 
Jejunal  diverticula  are  located  more  fre- 
quently near  the  ligament  of  Treitz  and  are 
usually  multiple.  They  are  practically  al- 
ways false  diverticula,  since  the  walls  lack 
the  muscular  layer  necessary  for  classifica- 
tion as  true  diverticula.  The  symptoms  are 
severe  and  cramp-like  pain,  borborygmi 
which  are  distressingly  loud  particularly 
after  meals,  and  flatulence  which  is  fre- 
quently severe.  The  diagnosis  may  be  made 
during  routine  gastrointestinal  studies  or 
may  be  found  incidental  to  surgery  for  oth- 
er conditions. 


Treatment  of  Surgical  Lesions  of  the 
Small  Bowel 

The  treatment  of  the  majority  of  the  le- 
sions described  is  surgical  exploration  of  the 
abdomen  for  the  relief  of  obstruction  when 
present  and  resection  of  the  involved  intes- 
tine where  strangulation  has  occurred.  In 
strangulated  herniae  careful  repair  of  the 
hernial  defect  should  be  accomplished  at 
an  appropriate  time  after  the  resection  of 
strangulated  bowel. 

Tumors  should  be  excised  widely  includ- 
ing a large  segment  of  mesentery  to  insure 
eradication  of  possible  metastases  to  the  re- 
gional lymph  nodes.  Intussusception  should 
be  reduced  without  resection  when  possible. 
Necrosis,  gangrene,  or  perforation  of  the 
intussuscipiens  leaves  no  alternative  to  re- 
section of  the  involved  segment  of  bowel. 

Meckel’s  diverticulum  should  be  excised 
when  it  is  the  site  of  intestinal  hemorrhage, 
or  when  acute  inflammation  is  present  be- 
cause of  the  danger  of  perforation.  When 
found  incidental  to  surgery  for  other  sur- 
gical conditions,  Meckel’s  diverticulum  need 
not  be  resected  provided  the  base  is  broad, 
permitting  adequate  drainage  into  the  ile- 
um, no  gross  lesions  are  noted  and  the  past 
history  has  not  suggested  Meckel’s  divertic- 
ulum. 

Gallstone  obstruction  should  be  relieved 
by  enterotomy  and  removal  of  the  offending 
stone.  Regional  ileitis  should  be  attacked 
through  surgery  in  the  chronic  stage  with 
moderate  to  severe  symptoms,  in  instances 
of  diffuse  enteritis  and  in  those  cases  of 
enteritis  presenting  fistulae.  Surgical  treat- 
ment consists  of  side-to-side  anastomosis  of 
the  intestine  proximal  and  distal  to  the 
lesion  with  exclusion  of  the  diseased  seg- 
ment. Resection  of  the  affected  segment  is 
also  indicated  in  some  cases.  A medical 
regime  should  be  the  treatment  of  choice 
during  the  acute  stage  and  in  the  mild 
cases. 

Mesenteric  thrombosis  is  a surgical  emer- 
gency and  resection  of  the  involved  segment 
of  bowel  should  be  accomplished  as  soon  as 
the  condition  of  the  patient  permits. 

Internal  herniae  without  strangulation 
can  be  cured  by  reducing  the  contents  of  the 
hernia  and  suturing  the  neck  of  the  sac. 
Strangulation  of  the  contents  of  the  sac  is 
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treated  as  strangulation  of  the  bowel  else- 
where. Diverticula  of  the  small  intestine 
should  be  eradicated  by  segmental  resection 
of  the  involved  bowel. 

Summary  and  Conclusions 

1.  The  surgical  lesions  of  the  small  in- 
testine have  been  reviewed. 

2.  Earlier  diagnosis  and  proper  treat- 
ment will  occur  only  when  all  physicians  are 
more  aware  of  the  problem  of  small  bowel 
lesions. 

3.  Clinical  symptoms  resulting  from  le- 
sions of  the  small  intestine  are  the  result 
of  obstruction  and/or  bleeding. 

4.  Recurrent  attacks  of  vague  abdominal 
listress,  unexplained  blood  in  the  stools, 
ind  unidentified  abdominal  masses  should 
arouse  suspicion  of  a small  bowel  lesion. 

5.  Emphasis  has  been  placed  on  the 
roentgen-ray  examination  by  way  of  the 
barium  progress  meal  and  small  bowel  ene- 
ma as  valuable  adjuncts  in  the  diagnosis  of 
these  lesions. 

(Illustrative  cases  are  cited  in  presenta- 
tion.) 
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DISCUSSION 

DR.  JOHN  M.  CHAMBERS,  JR.  (Memphis): 
Mr.  Chairman,  Members  of  the  Association,  and 
Guests:  Dr.  Yates  has  given  us  a most  interesting 
and  instructive  discussion  of  the  surgical  lesions  of 
the  small  bowel.  There  are  two  lesions  that  I would 
like  to  stress.  The  first  of  these  is  the  tumors  of 
the  small  bowel,  particularly  carcinoma.  These  tu- 
mors are  interesting  because  of  their  rarity.  Ewing 
states  that  small  bowel  tumors  comprise  two  per 
cent  of  the  intestinal  malignancies.  All  of  the 
series  studied  are  small,  with  five-year  survival 
rates  in  the  neighborhood  of  five  per  cent.  This  is 
apparently  due  to  the  following  factors.  There  is 
generally  a delay  in  the  appearance  of  the  diag- 
nostic symptoms  other  than  a vague  abdominal 
discomfort.  Secondly,  the  lymphatic  distribution  is 
different  from  that  of  the  large  bowel,  in  that  the 
lymph  collects  in  subserous  plexus  and  then  drains 
into  the  nodes  located  at  the  root  of  the  mesentery. 
The  majority  of  the  small  bowel  carcinomas  have 
metastasized  by  the  time  they  come  to  surgery,  and 
due  to  location  of  the  nodes,  makes  a surgical  cure 
rare.  Thirdly,  the  radiologist  has  difficulty  in 
making  a positive  diagnosis  in  a goodly  percentage 
of  the  cases.  Carcinoma  of  the  small  bowel  is  one 
of  the  most  lethal  of  the  carcinomas  of  the  body. 
Thus  when  a patient  with  this  intestinal  complaint 
has  had  a complete  study  and  there  is  still  a doubt 
concerning  the  diagnosis  an  exploratory  laporatomy 
should  be  resorted  to. 

The  second  lesion  that  I would  like  to  briefly 
mention  of  Meckel’s  diverticulum.  Meckel’s  diver- 
ticula are  found  in  two  per  cent  of  the  patients 
coming  to  autopsy.  They  may  be  a cause  of  in- 
tussusception and  quite  frequently  are  the  site  of 
intestinal  bleeding.  Furthermore,  they  are  subject 
to  acute  inflammatory  reactions  with  symptoms 
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which  cannot  be  differentiated  from  those  of  acute 
appendicitis.  In  patients  with  the  symptoms  of 
appenditicis  who  at  the  time  of  appendectomy  have 
a normal  or  minimally  pathological  appendix,  the 
distal  two  feet  of  the  ileum  should  always  be 
searched  for  a Meckel’s  diverticulum. 

I have  enjoyed  Dr.  Yates’  paper  very  much. 

DR.  FRANK  YATES  (Memphis)  : I would  like 
to  thank  Dr.  Chambers.  I also  would  like  to  thank 
you  gentlemen  who  have  given  me  your  very  kind 
attention. 

May  I emphasize  the  fact  that  we  are  missing  a 
lot  of  these  lesions  because  we  have  not  paid  enough 
attention  to  vague  abdominal  symptoms.  Many 
patients  with  hemorrhoids  have  bleeding.  It  does 
not  take  long  to  rule  out  this  condition  nor  other 
diseases  I have  mentioned,  those  of  the  colon, 


stomach  and  esophagus.  One  thinks  of  these  rou- 
tinely. 

The  point  I would  like  to  stress  is  the  value  of 
X-ray  studies  of  the  small  bowel,  which  can  be 
done  just  as  easily  as  of  the  large  bowel  or  the 
gastrointestinal  studies.  The  progress  meal  in 
most  cases,  in  the  hands  of  a competent  radiologist, 
will  give  quite  a bit  of  information;  and  if  indicated, 
he  personally  will  call  attention  to  the  fact  that  the 
small  bowel  enema  with  a Miller- Abbott  tube  will 
be  indicated. 

Only  by  suspecting  these  lesions  and  paying  at- 
tention to  the  vague  recurrent  abdominal  distress 
of  which  so  many  patients  complain  are  we  going 
to  reduce  the  high  mortality  rate  which  now  ac- 
companies lesions  of  the  small  bowel. 

Again  I thank  Dr.  Chambers  and  you,  gentlemen. 


A Follow-Up  Study  of  243  Cases  of  Eclampsia  for 

an  Average  of  Twelve  Years.  Bryans,  C.  I.,  and 

Torpin,  R.  Am.  J.  Obst.  & Gynec.,  58:1054,  1949. 

Two  hundred  forty-three  cases  of  eclampsia  in 
138  white  patients  and  105  Negroes,  occurring  at 
the  University  Hospital,  Augusta,  Ga.,  from  1919 
to  1947,  were  followed  and  the  patients  were  seen 
and  studied  at  least  once  from  one  to  28  years 
later,  the  average  length  of  time  being  12.3  years — 

13.9  years  for  the  white  patients  and  8.2  years  for 
the  Negroes.  During  this  time  there  had  been  565 
subsequent  pregnancies  in  188  women.  At  least 
one  additional  pregnancy  had  occurred  in  77.4  per- 
cent of  the  women.  Of  the  white  women,  83.3  per- 
cent had  341  pregnancies,  and  69.5  per  cent  of  the 
Negro  women  had  224  pregnancies.  The  smaller 
number  of  pregnancies  among  the  Negroes  is  due 
in  part,  of  course,  to  the  shorter  average  period  of 
time  elapsed.  It  may  also  be  due  to  the  high  inci- 
dence of  gonorrheal  salpingitis  in  these  women. 

In  the  565  subsequent  pregnancies  in  188  women, 

22.9  per  cent  resulted  in  either  stillbirth  or  abor- 
tion. This  fetal  mortality  is  almost  twice  as  great 
as  that  expected  in  general.  Of  these  pregnancies, 
at  least  203,  in  106  women,  were  complicated  by- 
toxemia,  an  incidence  of  36.1  per  cent.  Fifty-six 
per  cent  of  the  patients  have  had  at  least  one  tox- 
emic pregnancy.  This  is  four  to  six  times  the 
general  rate  of  occurrence.  Eclampsia  recurred  27 
times.  One  woman  had  two  subsequent  attacks. 
The  incidence  of  repeated  eclampsia  was  4.8  per 
cent,  or  from  7 to  32  times  greater  than  the  usual 
rate  of  occurrence  as  reported  by  various  author- 
ities. Previous  to  the  original  attack  of  eclampsia, 
there  were  287  pregnancies  in  82  women.  Of  these, 
7.7  per  cent  were  toxemic.  This  is  approximately 
the  usual  incidence  of  toxemia. 

Twenty-seven  women  died  during  the  follow-up 
period.  Four  (14.5  per  cent)  died  of  eclampsia, 
five  (18.5  per  cent)  of  some  manifestation  of  car- 
diovascular disease,  and  four  (14.8  per  cent)  of 


chronic  glomerlonephritis.  Forty-seven,  or  21.4  per- 
cent, were  found  to  have  a blood  pressure  of  either 
140  systolic  or  more,  or  of  90  diastolic  or  more. 
The  incidence  in  the  white  women  was  17.7  per  cent 
and  in  the  Negroes  26  per  cent.  Some  of  these 
were  single  readings.  The  mean  age  of  those 
women  found  to  have  hypertension  was  43.7  years 
for  the  white  women  and  35.2  years  for  the  Ne- 
groes. However,  among  the  younger  women  hyper- 
tension was  found  more  frequently  than  would  be 
generally  expected.  Of  those  from  20  to  29  years 
old,  8.9  per  cent  had  an  elevated  blood  pressure. 

The  incidence  of  abortion  or  stillbirth  and  of 
toxemia  was  found  to  be  lower  in  the  subsequent 
pregnancies  of  those  found  to  have  had  hyperten- 
sion at  their  first  follow-up  than  in  those  with  nor- 
mal blood  pressure  at  that  time.  This  was  also 
true  in  those  pregnancies  preceding  the  original 
attack  of  eclampsia  in  these  women. 

The  authors  conclude  that  eclampsia  is  a specific 
disease  of  pregnant  women.  It  is  not  a manifesta- 
tion of  chronic  nephritis,  nor  of  hypertensive  car- 
diovascular disease,  although  either  of  these  condi- 
tions may  precede  the  attack  of  eclampsia  and  pos- 
sibly render  the  patient  more  susceptible  to  toxemia. 
Neither  does  eclampsia  nor  nonconvulsive  toxemia 
cause  chronic  nephritis  or  hypertensive  cardiovas- 
cular disease.  Patients  who  have  once  had  eclamp- 
sia or  pre-eclampsia  are  more  likely  to  have  subse- 
quent toxemia  and  a high  incidence  of  stillbirths 
and  abortions,  following  the  “toxemic  sequence.” 
This  is  not,  however,  because  of  some  constitutional 
weakness  “or  morbid  influence,”  not  because  they 
are  essential  hypertensives,  nor  is  it  because  the 
first  attack  leaves  them  more  susceptible;  but 
rather,  it  is  because  the  same  etiological  factors — 
environment,  diet,  etc. — are  very  likely  to  remain 
more  or  less  constant  and  to  provoke  the  same  re- 
sults in  subsequent  pregnancies. 

(Abstracted  by  Milton  S.  Lewis,  M.D.,  Nash- 
ville.) 
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PROCEEDINGS  OF  THE  TENNESSEE 
STATE  MEDICAL  ASSOCIATION 

(An  Abstract) 

I 15th  Annual  Meeting,  House  of  Delegates,  April 
10,  12,  1950,  Hotel  Peabody,  Memphis,  Tenn. 

Monday  Morning  Session,  April  10 

The  first  session  of  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association 
convened  at  nine  thirty-five  o’clock  in  Room 
209,  Hotel  Peabody,  Memphis,  Tennessee, 
Dr.  E.  R.  Zemp,  Speaker  of  the  House,  pre- 
siding, with  five  officers,  five  trustees,  eleven 
councilors,  sixteen  past-presidents  and 
forty-nine  elected  delegates  and  alternates 
present. 

Speaker  Zemp  announced  the  appoint- 
ments of  the  following  reference  commit- 
tees: Nominating,  Credentials,  Reports  of 
Officers,  Reports  of  Committees,  Resolu- 
tions, and  Amendments. 

The  following  Councilors  were  elected : 

Dr.  L.  E.  Dyer,  Greeneville,  First  Dis- 
trict; Dr.  W.  J.  Sheridan,  Chattanooga, 
Third  District;  Dr.  Taylor  Farrar,  Shelby- 
ville,  Fifth  District;  Dr.  C.  D.  Walton,  Mt. 
Pleasant,  Seventh  District ; Dr.  J.  Paul 
Baird,  Dyersburg,  Ninth  District. 

The  appointment  of  reference  committees 
was  followed  by  the  presentation  of  com- 
mittee and  officer’s  reports,  most  of  which 
had  been  published  in  the  March  issue  of 
the  Journal.  (Committee  reports  are  on 
file  in  the  Association’s  office.) 

Speaker  Zemp  called  for  the  introduc- 
tion of  resolutions  and  amendments  to  the 
Constitution  and  By-Laws  which  were  re- 
ferred to  the  appropriate  committees. 

Monday  Afternoon  Session,  April  10 

Dr.  Daugh  W.  Smith  reported  the  suc- 
cessful conclusion  of  the  Essay  Contest 
among  high  school  students,  following 
which  a motion  was  passed  approving  the 
conducting  of  a similar  contest  covering 
the  entire  state  for  the  1950-51  school  year, 
providing  further  that  the  Tennessee  State 
Medical  Association  again  make  available  a 
$500  government  bond  as  state  prize. 

The  following  committee  reports  were 
approved:  Reports  of  Officers,  Prepaid  In- 
surance Committee,  Legislative  and  Public 
Policy  Committee,  Advisory  Committee, 


to  the  Women’s  Auxiliary,  Education  Com- 
mittee, Committee  on  Scientific  Work,  Com- 
mittee on  General  Practice,  Committee  on 
Emergency  Medical  Service  and  the  Com- 
mittee on  Veteran’s  Affairs.  The  acceptance 
of  the  Insurance  Committee’s  report  was 
delayed  pending  a filing  of  a majority  re- 
port. 

Following  the  report  of  the  Reference 
Committee  on  Reports  of  Committees  the 
House  made  available  to  the  Committee 
on  Veteran’s  Affairs  up  to  $2,500  to  defray 
the  cost  of  the  Committee’s  work. 

The  Committee  on  Resolutions  recom- 
mended the  adoption  of  a resolution  com- 
mending the  Tennessee  Taxpayer’s  Associa- 
tion for  its  work  and  a resolution  request- 
ing the  creation  of  a Hospital  and  Profes- 
sional Relations  Committee. 

The  Committee  on  Amendments  submit- 
ted the  following  report  and  recommenda- 
tions: (1)  Requested  the  privilege  of  hold- 
ing amendments  to  Chapter  6,  Section  4, 
and  Chapter  8,  Section  2 of  the  By-Laws 
until  Wednesday  for  study.  The  proposed 
amendments  provided  for  establishing  the 
office  of  Executive  Secretary  and  redefining 
the  duties  of  the  Secretary-Editor.  Consid- 
eration of  the  amendments  was  deferred 
until  Wednesday. 

(2)  Recommended  that  Chapter  8 of  the 
By-Laws  be  amended  by  adding  Section  10 
to  read  as  follows:  Committee  on  Griev- 
ances. “The  Grievance  Committee’s  duties 
shall  be  to  act  as  a body  to  hear  any  com- 
plaints that  are  registered  by  patients 
against  any  physician  at  whose  hands  he 
thinks  he  has  suffered  an  injustice.  The 
Committee  shall  consist  of  three  members — 
one  from  each  Grand  Division  of  the  State.” 
This  section  of  the  Committee’s  report  was 
accepted  and  the  amendment  adopted. 

(3)  Recommended  that  the  proposed 
amendment  to  Article  VIII  of  the  Consti- 
tution which  would  prevent  the  Speaker  of 
the  House  from  holding  office  more  than 
four  consecutive  years  be  laid  on  the  table 
for  one  year. 

(4)  Recommended  that  the  proposed 
amendment  to  Chapter  9 of  the  By-Laws  by 
adding  Section  4 to  the  effect  that  members 
of  the  Tennessee  State  Medical  Association 
would  be  required  to  be  members  of  the 
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American  Medical  Association  be  adopted, 
but  the  House  on  proper  motion  and  second 
tabled  the  proposed  amendment. 

(5)  Recommended  the  adoption  of  an 
amendment  to  Chapter  5,  Section  2 of  the 
By-Laws  which  was  introduced  at  the  pre- 
vious annual  session  and  which  reads  as  fol- 
lows: “On  the  first  day  of  the  annual  ses- 
sion, the  Delegates  from  each  of  the  three 
Grand  Divisions  shall  select  three  Dele- 
gates from  each  of  their  respective  divisions 
to  serve  as  a committee  on  nominations,  no 
two  of  whom  shall  be  from  the  same  county. 
It  shall  be  the  duty  of  this  committee  to 
consult  with  other  members,  selecting  can- 
didates for  the  offices,  and  to  hold  one  or 
more  meetings  at  which  the  best  interests 
of  the  Association  and  of  the  profession  of 
the  state  for  the  ensuing  year  shall  be  care- 
fully considered.  The  committee  shall  re- 
port the  result  of  its  deliberations  to  the 
House  of  Delegates  in  the  form  of  a ticket 
containing  the  names  of  three  members  for 
the  Office  of  President-Elect,  all  in  the  same 
Grand  Division  of  the  state  and  from  which 
the  President-Elect  is  to  be  elected,  and  of 
one  member  for  each  of  the  other  offices  to 
be  filled  at  the  general  session,  except  the 
Council.”  This  amendment  was  duly 
adopted. 

(6)  Recommended  to  reject  an  amend- 
ment to  Article  V of  the  Constitution  which 
would  have  provided  that  only  the  five  im- 
mediate Past-Presidents  of  the  Association 
could  be  voting  members  of  the  House  of 
Delegates.  Following  more  than  an  hour’s 
discussion  by  more  than  twenty  members, 
both  for  and  against,  the  proposed  amend- 
ment was  defeated  by  a vote  of  32-35. 

The  meeting  recessed  at  five  fifty-five 
o’clock. 

Wednesday  Morning  Session,  April  12 

The  Committee  on  Amendments  recom- 
mended the  adoption  of  the  following 
amendments  to  Chapter  6,  Section  4,  of  the 
By-Laws  and  to  Chapter  8,  Section  2: 

(1)  Amendment  to  Chapter  6,  Section  4, 
to  read  as  follows:  “The  Secretary-Editor 
of  this  Association,  as  Chairman,  acting 
with  the  Committee  on  Scientific  Work,  shall 
prepare  and  issue  the  programs  for  and 
attend  the  meetings  of  the  Association,  and 


shall  keep  the  Minutes,  or  cause  them  to  be 
kept,  of  the  proceedings.  He  shall  be  Edi- 
tor-in-Chief  of  the  Journal  of  the  Associa- 
tion and  shall  discharge  such  other  duties 
as  the  Trustees  shall  specifically  direct. 
His  honorarium  shall  be  determined  by  the 
Trustees. 

“The  Trustees  shall  be  empowered  to  se- 
lect a whole-time  Executive  Secretary  and 
remove  him  at  pleasure.  The  Executive 
Secretary  may  or  may  not  be  a member  of 
this  Association,  and  may  or  may  not  be  a 
graduate  in  medicine.  He  shall  be  custo- 
dian of  all  records,  books  and  papers  belong- 
ing to  the  Association,  except  such  property 
belonging  to  the  Secretary-Editor,  the  Coun- 
cil, the  Sections  and  the  various  Commit- 
tees, and  shall  keep  account  of  and  promptly 
turn  over  to  the  Treasurer  all  funds  of  the 
Association  which  may  come  into  his 
hands;  he  shall  provide  for  the  registration 
of  Members  and  Delegates  at  the  Annual 
Session ; and,  upon  request,  shall  transmit 
a copy  of  this  list  to  the  American  Medical 
Association.  In  so  far  as  in  his  power,  he 
shall  use  the  printed  matter,  correspond- 
ence, and  influence  of  his  office  to  aid  the 
Councilors  in  the  organization  of  the  com- 
ponent Societies  and  in  the  extension  of  the 
power  and  influence  of  this  Association.  He 
shall  visit  each  Councilor  District  at  least 
once  a year  and  oftener,  if  advisable,  and 
assist  the  Councilors  in  organizing  unor- 
ganized counties,  and  use  every  means  pos- 
sible to  promote  the  interests  of  the  Asso- 
ciation. Should  the  Executive  Secretary 
and  Councilors  deem  it  wise  to  organize  two 
or  more  counties  into  one  Society,  they  shall 
have  the  right  to  take  such  action,  and  such 
Societies  shall  be  recognized  by  the  State 
Association.  He  shall  conduct  the  official 
correspondence,  notifying  Members  of  meet- 
ings, Officers  of  their  duties,  and  Commit- 
tees of  their  appointment  and  duties.  He 
shall  discharge  such  other  duties  as  the 
Trustees  shall  direct.  He  shall  act  as  Busi- 
ness Manager  of  the  Journal  of  the  Asso- 
ciation. His  salary  shall  be  determined  by 
the  Trustees.  He  shall  be  required  to  fur- 
nish bond  in  the  amount  designated  by  the 
Board  of  Trustees.”  The  amendment  ivas 
duly  adopted. 

(2)  Amendment  to  Chapter  8,  Section  2, 
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reads  as  follows:  “The  Committee  on  Scien- 
tific Work  shall  consist  of  ten  members,  nine 
of  whom  are  appointed.  The  Secretary- 
Editor  shall  be  a member  and  Chairman  of 
the  Committee.  It  is  the  duty  of  this  Com- 
mittee to  plan  and  provide  the  scientific  pro- 
gram of  each  session  of  this  Association. 
Previous  to  each  Annual  Session  it  shall 
prepare  and  issue  a scientific  program  which 
shall  be  adhered  to  by  the  Association  as 
nearly  as  practicable.  It  shall  also  be  the 
duty  of  this  Committee  to  actively  assist  the 
Secretary-Editor  and  those  acting  as  the 
Editorial  Board  in  preparing  the  scientific 
portion  of  the  Journal  of  the  Association.” 
This  amendment  teas  duly  adopted. 

A proposed  amendment  introduced  on 
Monday  which  would  change  the  basis  of 
representation  in  the  House  of  Delegates 
for  component  societies  having  more  than 
one  county  in  their  jurisdiction  was  re- 
ferred to  the  Councilors  for  study  and  rec- 
ommendation, but  a motion  to  recess  the 
House  until  the  Councilors  could  consider 
this  proposed  resolution  unis  defeated  and 
the  Speaker  announced  that  the  only  re- 
maining business  was  the  election  of  offi- 
cers. 

The  report  of  the  meeting  of  the  Coun- 
cilors to  the  effect  that  the  Council  had 
heard  three  cases  involving  professional 
ethics  during  their  meeting  and  that  the 
decision  of  the  Council  on  these  cases  would 
be  made  at  a later  date  was  duly  adopted. 

New  Business 

(1)  The  following  resolution  was  intro- 
duced and  duly  adopted:  “Whereas,  the 
Medical  Service  Society,  composed  of  rep- 
resentatives of  the  pharmaceutical  and  bio- 
logical houses,  has  rendered  a great  service 
to  the  medical  profession  of  this  state;  and 

“Whereas,  the  Medical  Service  Society  is 
at  all  times  ready  and  willing  to  accept  its 
responsibilities  in  bringing  about  a better 
understanding  between  the  medical  profes- 
sion and  the  representatives  of  their  com- 
panies ; and 

“Whereas,  the  Medical  Service  Society 
has  made  an  outstanding  contribution  to  the 
medical  profession  by  financing  the  educa- 
tion of  student  nurses ; and 

“Whereas,  the  Medical  Service  Society 


has  been  cooperative  at  all  times  in  our 
efforts  to  combat  socialized  medicine; 

“NOW,  THEREFORE  BE  IT  RE- 
SOLVED: That  the  House  of  Delegates  of 
the  Tennessee  State  Medical  Association 
commends  the  Medical  Service  Society  for 
its  outstanding  achievements  and  assures 
the  Medical  Service  Society  of  the  continued 
good  will  of  the  Tennessee  State  Medical 
Association  and  with  the  hope  and  best 
wishes  for  a continued  growth  and  expan- 
sion.” 

(2)  The  following  motion  pertaining  to 
a printed  agenda  ums  duly  introduced  and 
carried:  “I  wish  to  move  that  the  Speaker 
of  the  House,  in  collaboration  with  the  Ex- 
ecutive Secretary,  prepare  a printed  agenda 
or  order  of  business  for  this  House,  and 
that  this  printed  agenda  be  distributed  to 
the  members  prior  to  any  regular  or  special 
meeting  for  their  information  and  guidance; 
and  provided  further  that  the  printed  agen- 
da shall  be  the  order  of  business  and  that 
the  same  shall  not  be  modified  or  changed 
except  upon  motion  and  a two-thirds  ma- 
jority vote  of  the  House. 

“All  amendments  to  the  By-Laws  and 
Constitution  and  other  important  business 
left  to  the  judgment  of  the  Speaker  of  the 
House  and  Executive  Secretary  shall  be 
presented  in  printed  form  along  with  this 
agenda.” 

(3)  Upon  motion  duly  made,  seconded 
and  carried,  Nashville  was  selected  for  the 
1951  annual  session. 

(4)  Upon  motion  duly  made,  seconded 
and  carried,  the  Memphis  and  Shelby  Coun- 
ty Medical  Society  was  thanked  for  its  role 
as  host  for  this  session. 

Report  of  Nominating  Committee  and  the  Election 
of  Officers 

President-Elect 

(1)  Nominations  for  President-Elect 
were:  Ernest  G.  Kelly  of  Memphis,  Malcolm 
Tipton  of  Union  City  and  J.  C.  Moore  of 
Dyersburg.  Dr.  Jack  Thompson  of  Jackson 
was  nominated  from  the  floor.  Upon  mo- 
tion the  nominations  were  closed  and  Dr. 
Kelly  was  elected  President-Elect. 

Vice-Presidents 

(2)  The  Nominating  Committee  present- 
ed the  names  of  H.  L.  Monroe  for  Vice- 
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President  from  East  Tennessee,  Dr.  Fount 
Russell  for  Vice-President  from  Middle 
Tennessee  and  Dr.  Hunter  Steadman  for 
Vice-President  from  West  Tennessee.  Upon 
motion  duly  made,  seconded  and  carried,  the 
nominations  were  closed  and  the  nominees 
were  elected  by  acclamation. 

Secretary-Editor 

(3)  The  Nominating  Committee  placed 
the  name  of  Dr.  R.  H.  Kampmeier,  Nash- 
ville, for  Secretary-Editor.  There  being  no 
other  nominations,  Dr.  Kampmeier  was  duly 
elected. 

Trustees 

(4)  The  Committee  nominated  Dr.  A.  M. 
Patterson  of  Chattanooga  for  Trustee  from 
East  Tennessee  for  a term  of  three  years. 
(Term  expires  in  1953.)  The  nominations 
were  closed  and  Dr.  Patterson  was  duly 
elected  as  Trustee  from  East  Tennessee. 

Speaker  of  the  House 

(5)  The  Nominating  Committee  placed 
the  name  of  Dr.  Charles  C.  Trabue  IV  of 
Nashville  as  Speaker  of  the  House  of  Dele- 
gates. Upon  motion  duly  made,  seconded 
and  carried,  the  nominations  were  closed 
and  Dr.  Charles  C.  Trabue  IV  was  duly 
elected  Speaker  of  the  House. 

Public  Health  Council 

(6)  The  Nominating  Committee  placed 
the  names  of  Dr.  R.  B.  Wood  of  Knoxville, 


Dr.  Lee  Gibson  of  Johnson  City  and  Dr.  Fay 
B.  Murphey,  Jr.,  of  Chattanooga  as  nomi- 
nations for  the  Public  Health  Council  from 
East  Tennessee;  also  the  names  of  Dr.  Mal- 
com  Aste  of  Memphis,  Dr.  Jack  Thompson 
of  Jackson  and  Dr.  J.  L.  Dunavant  of  Ripley 
as  nominations  from  West  Tennessee.  Upon 
motion  duly  made,  seconded  and  carried,  the 
nominations  were  closed  and  the  nominees 
were  duly  elected. 

Committee  on  Nursing  Education  and 
Practice 

(7)  The  Committee  on  Nominations 
placed  the  names  of  Dr.  John  Lesher,  Knox- 
ville, and  Dr.  Paul  Baird,  Dyersburg,  as 
nominees  for  the  Committee  on  Nursing 
Education  and  Practice.  Upon  motion  duly 
made,  seconded  and  carried,  the  nominations 
were  closed  and  Dr.  J.  Paul  Baird  was  elect- 
ed. 

Upon  motion  duly  made,  seconded  and 
carried,  Dr.  Milton  Adams  of  Memphis,  Dr. 
Ralph  H.  Monger  of  Knoxville  and  Dr. 
Daugh  W.  Smith  of  Nashville  were  named  as 
a committee  to  select  and  present  Drs.  Wil- 
liam M.  Hardy  and  E.  R.  Zemp  appropriate 
plaques  denoting  the  appreciation  of  the 
Association  for  their  long  continued  and 
appreciated  service.  Dr.  Milton  Adams  was 
designated  chairman  of  this  committee. 

The  final  session  was  adjourned  at  eleven- 
twenty  o’clock. 
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VANDERBILT  UNIVERSITY  SCHOOL  OF 
MEDICINE,  MEDICAL  STAFF 
CONFERENCE* 

Peripheral  Neuritis 

Case  I 

DR.  BEN  ALPER:  This  31-year-old  married 

woman  was  admitted  on  May  17  because  of  the 
loss  of  ability  to  use  her  hands  and  feet.  She  gave 
a history  of  drinking  untaxed  whiskey  since  child- 
hood, one  to  two  pints  daily.  Secondary  syphilis 
was  diagnosed  in  February,  1946,  and  she  was 
treated  by  her  local  doctor  with  chemotherapy 
irregularly  for  one  year. 

Examination  revealed  bilateral  wrist  drop,  foot 
drop  and  diaphragmatic  palsy.  There  was  severe 
paresthesia  of  the  feet. 

Laboratory  Studies.  The  urine  showed  a trace 
of  albumin  and  10  white  cells  per  high  power  field. 
Hemoglobin  was  11.5  Gm.,  white  blood  cells  were 
7,750  with  a normal  differential  count.  The  smear 
of  peripheral  blood  appeared  to  be  normal.  Blood 
chemical  determinations  were  within  normal  limits. 
Bromsulfalein  retention  was  4 per  cent  in  45  min- 
utes, cephalin  flocculation  1 plus  at  24  and  48 
hours,  thymol  turbidity  test,  3.5  units,  alkaline 
phosphatase  1.4  Bodansky  units.  The  blood  Kahn 
and  Wassermann  tests  were  positive  on  two  occa- 
sions. The  spinal  fluid  protein  was  98  mgm.  per 
cent;  the  Wassermann  was  positive  to  doubtful 
and  the  colloidal  mastic  curve  was  flat.  A two-hour 
saturation  test  for  B complex  urinary  excretion 
revealed  1.57  mgm.  of  thiamin,  2.42  mgm.  of  ribo- 
flavin and  13.1  mgm.  of  niacin  excreted  in  two 
hours. 

She  was  treated  with  multi-vitamins  both  paren- 
terally  and  orally.  For  several  days  she  received 
intramuscular  injections  of  vitamin  B-12  and  BAL 
.063  grams  daily  as  well  as  physiotherapy.  Little 
or  no  improvement  was  noted  on  this  regime. 

DR.  WILLIAM  ORR ; I hope  these  intro- 
ductory remarks  will  prove  more  than  con- 
fusing in  this  already  confused  subject. 
“Peripheral  neuritis,”  so  called,  is  in  truth 
the  syndrome  of  peripheral  neuritis  in 
which  a widely  divergent  group  of  diseases 
present  somewhat  similar  physical  signs. 
These  physical  signs  may  vary  from  absent 
to  present  reflexes ; sensation  may  be  lost 
though  sometimes  it  is  entirely  preserved. 
There  may  be  paralysis,  though  in  certain 
types  of  neuritides  there  is  no  paralysis. 
Thus  even  the  clinical  syndromes  of  these 
conditions  is  quite  variable.  Etiology  be- 
comes even  more  difficult  to  understand  be- 
cause in  talking  about  the  subject  we  are 

" From  the  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tenn. 


talking  about  a group  of  diseases  rather 
than  a single  entity.  I like  to  think  of  the 
syndrome  of  peripheral  neuritis  under  three 
heads.  (1)  Those  which  are  caused  by  di- 
rect trauma  or  pressure  on  the  nerve  itself 
which  will  produce  a peripheral  neuritis 
picture.  This  may  occur  in  direct  traumatic 
lesions,  acute,  subacute  or  chronic.  These 
are  usually  referred  to  as  isolated  neuri- 
tides. The  ones  that  we  might  mention  are 
hod-carrier  neuritis  involving  the  long  tho- 
racic nerve  produced  apparently  by  chronic 
pressure  of  the  shoulder,  meralgia  pares- 
thetica in  which  numbness  occurs  on  the 
anterior  aspect  of  the  thigh  due  probably  to 
the  pressure  of  the  abdominal  contents  on 
the  sensory  cutaneous  nerves,  or  Bell’s  palsy 
caused  by  swelling  of  the  seventh  nerve  in 
the  facial  canal.  We  may  also  find  these 
occurring  chronically,  in  such  cases  as 
interstitial  hypertrophic  neuritis,  in  which 
for  unknown  reasons  the  neurilemma  be- 
comes thickened  and  presses  on  the  nerve 
and  causes  its  degeneration.  We  find  this 
in  leprosy  when  the  organism  invades  the 
sheath  of  the  nerve.  So  in  any  number 
of  ways  the  nerve  may  be  involved  in 
traumatic  or  “infectious”  processes.  (2) 
The  second  type  we  find  in  peripheral  neu- 
ritis is  by  poisoning  with  metals,  chiefly 
gold,  lead,  arsenic  (fortunately  they  lead 
to  a different  kind  of  neuritis  in  each  case). 
Certain  bacterial  toxins  lead  to  the  pro- 
duction of  neuritis — botulism,  diphtheria 
and  the  like.  Each  toxin  has  its  particular 
svmptomology.  (3)  The  third  type  of  neu- 
ritides are  those  which  occur  in  deficiency 
states,  in  which  there  seems  to  be  lack  of 
necessary  substances  for  the  nutrition  of  the 
nerve  itself.  This  may  be  true  in  diabetes 
where  through  faulty  metabolism  certain 
necessary  substances  are  lacking  and  more 
obviously  in  a state  of  deficient  intake,  e.g., 
of  thiamin. 

I would  like  to  close  by  saying  that  we 
can  classify  neuritides  clinically  in  three 
different  types : (1)  motor  neuritis,  in  which 
the  motor  aspects  of  the  situation  are  most 
prominent;  (2)  sensory  neuritis  in  which 
the  sensory  aspect  is  most  prominent;  and 
(3)  inevitably  there  are  those  in  which  these 
are  mixed  in  various  ways.  It  is  interesting 
that  a type  of  polyneuritis,  the  so-called 
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Guillan-Barre  syndrome,  is  more  akin  to 
lead  neuritis  than  any  other  condition ; the 
clinical  picture  of  lead  and  of  infectious 
polyneuritis  are  similar,  with  increased 
spinal  fluid  protein,  tenderness  of  the  mus- 
cles frequently  with  marked  muscle  weak- 
ness and  with  little  actual  demonstrable 
sensory  loss.  So  that  we  can  see  that  pos- 
sibly the  attack  on  the  same  enzyme  systems 
may  be  of  widely  divergent  etiology. 

DR.  ROBERT  FURMAN:  Thank  you, 
Dr.  Orr.  Now  any  questions  may  be  di- 
rected to  Dr.  Orr. 

DR.  B.  T.  TOWERY:  Will  you  explain 
the  difference  between  peripheral  neuritis 
and  neuronitis? 

DR.  ORR : I would  like  to  be  able  to,  Dr. 
Towery,  but  we  don’t  know.  Possibly  all 
of  them  are  neuronitis  except  these  trau- 
matic ones  such  as  the  hod-carrier’s  neuritis 
and  in  such  conditions  as  hypertrophic  in- 
terstitial neuritis  and  in  that  which  occurs 
in  leprosy. 

DR.  TOWERY : Well,  Dr.  Orr,  you  would 
say  that  under  certain  circumstances  you 
can  be  very  sure  that  you  are  dealing  with 
a neuronitis,  and  what  are  those  circum- 
stances ? 

DR.  ORR : Those  in  which  we  find  high 
spinal  fluid  protein.  If  the  protein  of  the 
spinal  fluid  is  increased,  it  is  a little  difficult 
to  say  that  there  is  peripheral  nerve  dis- 
ease. 

DR.  EDGAR  JONES:  I would  like  to 
ask,  Dr.  Orr,  what  is  the  reason  that  some 
neuritides  are  primarily  sensory  in  mani- 
festation and  other  motor? 

DR.  ORR:  I wish  Dr.  Greig  were  here, 
for  that  is  a question  for  the  enzymologist 
rather  than  a clinical  neurologist.  It  is  a 
question  of  which  enzyme  systems  are  in- 
volved. In  procaine  anesthesia  the  sensory 
function  of  the  nerve  is  abolished  and  the 
motor  may  be  unaffected.  I have  never  been 
convinced  about  the  factor  of  nerve  size.  I 
think  it  must  be  enzyme  systems  that  are 
interfered  with. 

DR.  HUGH  MORGAN:  In  your  discus- 
sion you  use  the  Guillan-Barre  syndrome 
and  infectious  polyneuritis  as  though  you 
are  referring  to  one  and  the  same  condition. 
Do  you  use  those  terms  interchangeably? 

DR.  ORR : I do,  possibly  incorrectly. 


DR.  R.  H.  KAMPMEIER:  One  thing  that 
troubles  me  is  why  one  metal  has  a predi- 
lection for  one  nerve  and  another  for  an- 
other one. 

DR.  ORR : It  certainly  is  an  interesting 
fact  that  sometimes  the  cranial  nerves  are 
involved  in  certain  conditions  and  at  other 
times  only  the  spinal  nerves.  We  find  only 
one  nerve,  the  seventh,  involved  in  infec- 
tious polyneuritis,  whereas  in  botulism  it  is 
the  third  which  is  first  impaired. 

DR.  KAMPMEIER  : Yes,  but  I mean  that 
lead  is  very  likely  to  affect  one  nerve  and 
arsenic  another. 

DR.  ORR:  Well,  it  may  be  that  the  en- 
zymic make  up  of  these  nerves  is  different. 

DR.  MORGAN : Does  it  make  sense  to 
you  that  the  reason  that  peripheral  neuritis 
usually  manifests  itself  first  in  the  most 
peripheral  portions  of  the  extremities, — in 
the  fingertips,  then  fingers,  hands,  wrists, 
forearms  or  in  the  toes,  then  feet,  ankles, 
etc.,  is  that  the  more  highly  specialized  the 
tissue  is  in  its  function,  the  more  susceptible 
its  enzyme  systems  are  to  derangements  of 
internal  metabolism?  Thus  the  more  vul- 
nerable they  are  to  toxic  or  infectious 
agents? 

DR.  ORR : I certainly  agree  with  that 
rather  than  the  factor  of  the  length  of  the 
nerve.  We  find  that  amyotrophic  and  pro- 
gressive muscular  atrophy  involve  the  same 
areas — the  most  distal  areas,  and  that  these 
are  the  most  specialized  and  most  recently 
acquired  muscles  of  our  body.  We  have 
always  to  go  back  to  Hughlings  Jackson’s 
concept, — that  that  which  is  more  recently 
acquired  is  most  rapidly  lost. 

DR.  TREMAINE  BILLINGS:  Do  we 
have  any  evidence  that-  enzyme  systems  are 
involved  in  this  patient? 

DR.  ORR:  Well,  no;  but  we  do  in  rela- 
tionship to  the  SH  groups. 

DR.  BILLINGS:  Now,  isn’t  this  just  a 
theory?  Aren’t  we  using  the  word  enzyme 
as  we  used  to  see  the  word  toxin?  Is  there 
definite  evidence  that  enzyme  systems  are 
concerned? 

DR.  ORR:  We  know  that  in  thiamin  de- 
ficiency and  in  arsenic  poisoning  enzyme 
systems  are  involved.  That  is  why  I said 
I wish  Dr.  Greig  were  here  to  tell  us  about 
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the  enzyme  systems.  What  is  her  mental 
status,  Dr.  Luckey? 

DR.  CARL  LUCKEY:  Good. 

DR.  ORR:  She  is  oriented? 

DR.  LUCKEY : Yes,  and  there  are  no 
hallucinations  now. 

DR.  ORR : The  reason  1 asked  a question 
about  her  mental  state  is  that  Korsakow’s 
psychosis,  by  definition,  is  psychosis  with 
peripheral  neuritis.  Since  this  story  started 
off  with  hallucinatory  experiences  and  then 
peripheral  neuritis,  the  most  probable  diag- 
nosis would  be  Korsakow’s  psychosis,  and 
I wondered  if  it  had  cleared  up.  She  prob- 
ably has  a deficiency  neuritis  and  the  lack 
of  thiamin  in  her  diet  is  the  thing  that  seems 
to  be  the  cause.  Dr.  Darby  might  discuss 
this.  She  shows  the  usual  type  of  mixed 
“neuritis,”  in  which  the  person  has  foot- 
drop  and  wrist-drop  with  lost  sensation, 
lost  reflexes  and  a high  spinal  fluid  protein. 

DR.  ALBERT  WEINSTEIN:  Did  she 
drink  any  Jamaica  ginger? 

DR.  ORR:  I don’t  believe  that  this  is 
“jake  paralysis.” 

DR.  MORGAN : That  was  a good  ques- 
tion because  certainly  she  exhibited  the  pic- 
ture of  “jake  paralysis.”  That  was  exactly 
what  her  mother  thought  was  the  matter, 
saying,  “She’s  got  the  ‘jake  paralysis.’  ” 

DR.  ALLEN  KENNEDY:  Where  does 
the  lues  fit  into  this  picture  with  high  spinal 
fluid  protein? 

DR.  ORR:  I think  out  in  left  field. 

DR,  KAMPMEIER : The  lack  of  in- 
creased cells  with  such  a high  protein  sug- 
gests syphilis  is  not  the  cause  of  increased 
protein. 

DR.  MORGAN : Well,  it  is  a right  inter- 
esting thing  that  she  apparently  had  had 
lues  of  a resistant  type.  She  was  treated 
with  conventional  therapy  and  was  said  to 
have  attained  serological  negativity.  Now 
the  blood  tests  are  positive  and  the  spinal 
fluid  is  “doubtful,”  that  is,  weakly  positive. 
She  doesn’t  have  cells.  I don’t  know  about 
the  mastic,  but  she  certainly  has  evidence 
of  definite  infection  and  of  refractoriness 
to  treatment. 

DR.  ORR : One  thing  I might  add  is  that 
the  usual  type  of  neuritic  symptoms  in  syph- 
ilis are  motor.  The  only  one  described  is  a 
condition  related  to  amyotrophic  lateral 


sclerosis.  The  sensory  aspects  of  the  most 
important  peripheral  syphilitic  disease,  ta- 
bes, is  straight  forward.  It  is  primarily 
spontaneous  root  pain,  and  the  wrist-drop 
and  foot-drop  rarely  occur. 

DR.  MORGAN:  I wonder  what  Dr.  You- 
mans  would  have  to  say  about  the  nutri- 
tional deficiency  in  this  case. 

DR.  JOHN  YOUMANS : There  is  a great 
deal  of  confusion  about  thiamin  deficiency 
in  relation  to  peripheral  neuritis,  largely 
because  people  have  been  talking  a great 
deal  and  loosely  about  subjective  symptoms. 
If  one  brings  the  discussion  down  to  the 
presence  of  actual  neuritis,  it  is  a fairly 
simple  matter  in  certain  respects,  particu- 
larly on  the  negative  side.  As  far  as  I am 
concerned,  if  this  person  has  an  excretion 
of  any  considerable  amount  of  thiamin  in 
the  urine,  or  if  she  responds  after  test  doses 
of  thiamin  with  an  increased  excretion  in 
the  urine,  she  does  not  have  a thiamin  defi- 
ciency neuritis.  If  she  has  no  excretion,  or 
if  she  responds  not  at  all,  or  very  little  to 
test  doses,  then  she  very  probably  has  a 
thiamin  deficiency,  and  neuritis  is  probably 
related  to  that.  One  might  say  that  there 
is  a good  deal  of  discussion  in  regard  to  the 
additive  effects  of  toxins  and  deficiency. 
How  much  does  a toxic  state,  as  from  the 
ingestion  of  a toxin  such  as  alcohol,  pre- 
dispose to  deficiency,  at  what  level  of  defi- 
ciency would  symptoms  appear  if  she  had 
an  added  toxic  effect?  I think  there  is  very 
little  evidence  at  the  present  that  they  work 
very  closely  together.  I act  on  the  basis 
that  the  actual  deficiency  is  not  in  relation 
to  toxic  substances.  I want  to  qualify  that 
a bit  by  saying  that  alcohol  acts  in  more 
than  one  way.  It  operates  differently  in 
respect  to  such  things  as  appetite,  in  re- 
spect to  consumption  and  burning  of  calo- 
ries irrespective  of  the  toxic  effect,  and  in 
that  regard  influences  the  requirements  rel- 
ative to  deficiencies  of  thiamin. 

DR.  MORGAN : I wonder  if  the  people 
who  have  studied  this  problem  are  ready  to 
say  that  alcohol  as  such  does  produce  neu- 
ritis. 

DR.  FURMAN : Dr.  Darby,  do  you  want 
to  tackle  that  question? 

DR.  WILLIAM  DARBY:  I can’t  answer 
that  question.  I would  like  to  comment  on 
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the  point  made  by  Dr.  Youmans  that  alco- 
hol affects  the  requirement  of  thiamin.  It 
does,  but  not  in  the  way  we  have  thought  in 
the  past.  Peculiarly  enough,  despite  our 
thinking  in  the  past  that  the  consumption 
of  alcohol  increased  the  thiamin  require- 
ment (a  source  of  calories  which  required 
thiamin  for  its  metabolism),  it  has  been 
demonstrated  conclusively  in  the  past  sev- 
eral years  that  alcohol  has  a thiamin  spar- 
ing effect.  This  doesn’t  mean  that  one  can 
do  without  thiamin  if  one  takes  nothing 
but  alcohol.  What  actually  happens  is  that 
there  is  a displacing  effect  of  food  by  alco- 
hol. Alcohol  is  used  in  lieu  of  other  sources 
of  calories  and  the  little  food  used  is  usually 
in  a form  quite  low  in  thiamin  so  that 
chronic  thiamin  deficiency  may  exist.  As 
Dr.  Youmans  has  indicated,  there  has  been 
a great  deal  of  loose  talk  about  thiamin 
deficiency,  and  now  we  have  the  added  com- 
plication that  some  cases  of  perhaps  nutri- 
tional peripheral  neuritis  seem  to  respond 
to  the  administration  of  Vitamin  B-12  as 
has  been  reported  particularly  by  Bean  at 
Iowa.  This  is  a report  of  successful  ther- 
apy with  Vitamin  B-12  of  at  least  three 
cases  of  peripheral  neuritis  associated  with 
poor  dietary  intake,  and  in  certain  instances 
by  alcoholism.  There  was  no  evidence  of 
pernicious  anemia  in  these  patients.  Fur- 
thermore, we  have  some  evidence  coming 
out  of  the  experience  in  the  war  that  panto- 
thentic  acid  might  possibly  be  involved  in 
some  cases  of  peripheral  neuritis.  So  it  is 
not  possible  to  say  that  thiamin  is  the  only 
factor  involved  in  deficiency  neuritis  of  this 
patient,  if  this  is  deficiency  neuritis. 

DR.  FURMAN : I think  it  is  unusual  that 
in  view  of  the  long  and  excessive  alcoholic 
intake  in  this  case  the  patient  shows  no 
evidence  of  liver  damage.  Dr.  Shull,  would 
you  care  to  comment  on  that? 

DR.  HARRISON  SHULL:  If  this  is  a 
nutritional  affair,  it  is  interesting  that  she 
is  in  such  a good  state  of  nutrition.  Al- 
though she  has  had  a sore  mouth,  objective 
signs  in  her  mouth  are  quite  absent.  Why 
this  woman  does  not  have  some  damage  to 
her  liver  is  interesting.  One  gets  the  story 
that  she  used  alcohol  all  her  life  and  can’t 
remember  when  she  took  her  first  drink. 
To  the  age  of  18  her  alcoholic  intake  was 


occasional.  From  then  until  she  stopped 
drinking  two  months  ago,  she  drank  from 
one  to  two  pints  of  whiskey  a day,  drinking 
about  half  of  this  during  the  day  and  keep- 
ing the  rest  by  her  bedside  for  drinking  at 
night.  Equally  interesting  is  her  story 
about  her  food  intake  during  this  time. 
She  ate  reasonably  well  at  times,  but  about 
four  or  five  days  out  of  every  month  she  ate 
almost  nothing  in  terms  of  regular  food  in- 
take. During  these  periods,  however,  she 
would  drink  buttermilk  in  fairly  large  quan- 
tities,— estimating  it  between  one-half  to  a 
gallon  a day.  If  that  is  true,  one  may  spec- 
ulate as  to  why  this  woman’s  liver  was 
spared.  Buttermilk,  high  in  protein,  is  also 
particularly  high  in  thiamin,  and  this  pre- 
vents accumulation  of  fat  in  the  liver.  The 
methyl-donating  radicles  of  thiamin,  the 
sulfur-donating  radicles  of  cystine  may  have 
been  more  than  in  persons  who  get  into 
trouble  with  their  liver.  That  may  be  a 
little  far  fetched,  but  it  seems  a possible 
explanation  of  why  this  woman  has  no  signs 
of  liver  damage  in  spite  of  such  a long  stand- 
ing alcoholic  history. 

DR.  DARBY:  Dr.  Shull,  I don’t  think 
it  is  so  amazing  that  she  is  calorically  rea- 
sonably well  nourished  if  she  has  been  tak- 
ing a quart  of  100  proof  a day.  That  would 
mean  she  got  about  3,500  calories  from  al- 
cohol, 7 calories  per  gram. 

DR.  SHULL:  That’s  right. 

DR.  YOUMANS:  As  a matter  of  fact, 
most  patients  with  peripheral  neuritis  of 
the  type  apparently  caused  by  deficiency 
associated  with  alcoholism  are  fairly  well 
nourished  unless  they  have  end  stage  atro- 
phy. They  may  look  and  are  well  nourished 
as  far  as  their  muscular  appearance  is  con- 
cerned. 

DR.  DARBY : Dr.  Youmans,  isn’t  it  true 
that  peripheral  neuritis  in  thiamin  deficien- 
cy results  from  chronic  rather  than  from 
very  acute  thiamin  deficiency?  If  you  went 
on  a completely  thiamin  free  diet,  wouldn’t 
you  get  into  other  trouble  before  peripheral 
neuritis  developed? 

DR.  YOUMANS:  Key’s  subjects  got  into 
trouble  by  developing  cardiac  manifesta- 
tions first,  but  I don’t  think  we  have  enough 
good  data  to  be  sure  about  that. 

DR.  CHARLES  ROBINSON:  One  thing 
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we  can  be  sure  of,  she  has  not  taken  as  much 
as  a quart  of  100  proof  liquor  a day  because 
the  Yale  group  has  shown  that  the  lethal 
dose  of  100  proof  alcohol  is  571  cc.  for  a 
70  kg.  man  and  that  has  been  confirmed 
several  times. 

DR.  SHULL:  This  was  “sump  whiskey,” 
whatever  that  means  in  moonshine  lan- 
guage. 

DR.  MORGAN  : That  is  a very  important 
statement  you  have  made,  and  I wish  you 
would  say  it  again,  Dr.  Robinson. 

DR.  ROBINSON : The  lethal  dose  of  100 
proof  liquor  for  a 70  kilo  man  is  571  cc.  in 
a day. 

DR.  MORGAN : Do  you  mean  a single 
dose  taken  at  one  sitting? 

DR.  ROBINSON:  No,  in  24  hours. 

DR.  MORGAN : Do  you  mean  a half 

quart  of  100  proof  whisky  will  kill  you  in 
a day?  Why,  that’s  absurd,  Dr.  Robinson. 

DR.  ROBINSON:  No,  it  isn’t. 

I)R.  MORGAN : I’ll  bet  they  are  talking 
about  100  per  cent  alcohol. 

I)R.  ROBINSON : No,  they  are  talking 
about  100  proof,  50  per  cent  alcohol. 

DR.  MORGAN : That’s  50  per  cent  alco- 
hol. Why,  right  today  I can  take  you  to  the 
City  Hospital,  Thayer  Hospital,  or  down  to 
the  jail  or  here  in  this  hospital  and  find 
three  or  four  people  who  can  polish  off  a 
quart  of  whiskey  for  you  between  1 in  the 
morning  and  7 in  the  evening  and  feel  fine 
at  midnight, 

DR.  ROBINSON:  Yes,  but  it  doesn’t  all 
go  in.  It  either  stays  in  the  stomach  and  is 
taken  out,  or  it  is  vomited. 

DR.  MORGAN : Oh,  well,  if  that  is  the 
case,  how  do  you  ever  know  what  the  lethal 
dose  is?  I suppose  it  is  determined  on  the 
basis  of  intravenous  administration. 

DR.  ROBINSON  : No,  it  isn’t.  It  is  taken 
by  mouth  and  is  absorbed  through  the  stom- 
ach. 

DR.  MORGAN : If  it  kills,  it  has  been 
absorbed ; and  if  it  doesn’t  kill,  it  hasn’t 
been  absorbed.  That’s  the  way  that  sounds 
to  me. 


DR.  ROBINSON:  No,  sir  you  look  up 
that  work  and  you  will  find  that  it  is  good 
work.* 

DR.  FURMAN : Dr.  Weinstein,  this  might 
be  a good  time  to  talk  about  peripheral 
neuritis  in  relation  to  diabetes. 

DR.  WEINSTEIN  : The  experience  of  the 
Mayo  Clinic  Group  was  that  in  patients  who 
had  diabetic  neuritis  they  could  actually 
demonstrate  narrowing  of  the  arterioles 
supplying  blood  to  the  nerves.  I think  it  is 
generally  agreed  that  this  is  the  explanation 
although  of  course  one  sees  all  types  of 
bizarre  neurologic  phenomena  associated 
with  diabetes, — root  involvement  as  well  as 
peripheral  nerves.  It  is  known  that  thia- 
min has  its  influence  on  the  metabolism  of 
glucose  and  so  these  two  factors  are  tied  in. 
One  may  relate  this  to  the  alteration  of 
enzymes  and  vitamins  and  their  activity, 
rather  than  to  a primary  disease  like  dia- 
betes. I think  probably  this  is  the  attitude 
that  one  has  to  take.  I would  like  to  ask 
one  question  about  the  liver  in  this  31-year- 
old  patient.  How  often  does  one  find  alco- 
holic cirrhosis  in  a young  person?  It  is 
true  that  she  may  have  been  drinking  for 
over  29  years,  although  I doubt  that,  but 
she  still  is  rather  young  to  develop  cirrhosis. 

DR.  SHULL:  Dr.  France  says  that  they 
have  a fair  number  of  instances  on  the 
Thayer  Service  of  people  in  this  age  group 
who  have  advanced  cirrhosis.  At  least  they 
have  big  fatty  livers. 

Case  II 

DR.  CARL  LUCKEY:  This  70-year-old  patient 
was  first  seen  in  the  clinic  in  1935  because  of  difFi- 

*The  biochemists  tell  us  that  the  average  oxida- 
tion rate  of  alcohol  in  man  is  1.7  mgm.  per  kilo  per 
minute.  This  represents  an  oxidation  per  hour  of 
8.94  cc.  (1/3  oz.)  of  pure  alcohol  for  a 70  kilo  (154 
pound)  man.  If  whiskey  wrere  absorbed  in  two 
hours  and  this  is  possible  on  an  empty  stomach,  the 
concentration  may  reach  400  mgm.  per  cent  of  alco- 
hol in  the  blood  and  this  level  may  be  fatal.  (Jetter 
states  that  0.5  per  cent  in  the  blood  is  always  fatal.) 
The  total  amount  of  100  proof  whiskey  for  a 70  kilo 
man  to  have  a concentration  of  400  mgm.  per  cent 
in  the  blood  would  be  1.015  pints.  Since  during  the 
two-hour  period  only  18  cc.  of  alcohol  (45.6  cc.  of 
whiskey)  may  be  oxidized,  plus  allowing  for  alcohol 
elimination  via  the  urine,  sweat  and  pulmonary 
ventilation  (3-5  per  cent  of  total  dose),  a total  of 
1.17  pints  may  thus  be  fatal  in  a two-hour  period. 
— Editor. 


August,  1950 


PERIPHERAL  NEURITIS 


281 


culty  on  urination  and  was  found  to  have  a large 
cyst  of  the  ovary.  She  refused  operation  though 
she  returned  at  intervals  because  of  this  complaint. 
In  May,  1938,  the  cyst  was  removed  at  another  hos- 
pital. 

She  was  admitted  to  Vanderbilt  University  Hos- 
pital in  May  with  a story  that  her  health  and 
strength  were  excellent  until  about  six  months  ago 
when  she  had  a severe  head  and  chest  cold  with 
fever  and  a cough  productive  of  foul  sputum. 
Three  months  ago  she  noted  the  onset  of  numbness 
and  tingling  of  both  feet,  increasing  difficulty  in 
walking  and  then  swelling  of  her  feet  but  no  stiff- 
ness. Her  ankles  and  right  elbow  were  red,  stiff 
and  sore.  Within  a week  the  joint  symptoms  sub- 
sided but  her  feet  had  become  so  tender  that  the 
pressure  of  overlying  bed  clothes  was  unbearable. 
The  feet  “feel  like  fishing  worms  are  crawling  un- 
der the  skin.”  Her  appetite  had  been  poor  for 
years,  and  she  could  not  eat  meat  without  heart 
burn  and  gaseous  eructation. 

Examination  revealed  a querulous,  garrulous, 
senile  woman  who  cried  like  a child  if  one  touched 
her  foot  lightly.  She  was  emaciated  and  presented 
the  picture  of  chronic  pain  and  disease.  Her  fundi 
revealed  only  arteriosclerotic  change.  Both  feet 
were  exquisitely  sensitive  even  to  light  palpation 
which  produced  withdrawal  and  a flood  of 
tears.  There  was  loss  of  vibratory  sensation  of 
both  feet.  The  reflexes  were  apparently  physiolog- 
ical. X-ray  studies  of  the  upper  gastrointestinal 
tract,  colon,  chest,  kidneys  and  spine  were  negative. 

Laboratory  Studies.  Urinalysis  showed  1 plus 
albuminuria,  the  catheterized  specimen  showed  6 
WBC  and  3 RBC  per  field.  The  blood  showed  3.7 
million  RBC,  a Hgb.  of  8.5  gm.,  8,800  WBC  and  a 
normal  differential  count.  The  MCV  was  68  and 
the  MCHC  34  by  calculation.  Blood  chemical  and 
liver  function  tests  were  within  normal  limits. 
Gastric  analysis  revealed  no  free  acid.  Lumbar 
bone  marrow  biopsy  was  normal.  The  spinal  fluid 
revealed  no  abnormality.  Stool  was  negative  for 
occult  blood  on  two  occasions  and  for  parasites  on 
one. 

UR.  DARBY : What  were  her  thiamin 
excretions? 

DR.  LUCKEY : They  were  not  done. 

DR.  FURMAN:  Dr.  Ferber,  would  you 
care  to  comment  on  this  case? 

DR.  LEON  FERBER  : It  seems  that  here 
we  have  from  a clinical  viewpoint  a sensory 
neuritis  with  one  or  more  deficiencies.  I 
think  there  are  other  factors.  I wonder 
about  the  arteriosclerotic  condition  which 
contributes  not  infrequently  to  such  cases, 
— this  is  probably  peripheral  neuritis  due 
to  arteriosclerosis.  Whether  that  is  nutri- 
tional or  not,  I do  not  know. 

DR.  LUCKEY : She  is  arteriosclerotic 
and  has  pretty  far-advanced  senility. 


I)R.  FERBER:  There  are  changes  in  the 
spinal  cord  which  stand  out.  They  have  to 
do  with  such  things  as  loss  of  vibration  and 
even  to  anesthesia. 

DR.  YOUMANS  : It  is  worth  while  point- 
ing out  that  some  of  the  earliest  manifesta- 
tions of  presumed  peripheral  neuritis  (and 
again  one  would  have  to  exclude  thiamin 
deficiency)  in  prisoners  of  war  held  by  the 
Japanese  were  very  severely  painful  feet. 
Incidentally,  they  didn’t  always  respond  to 
thiamin,  but  of  course  the  evidence  with 
regard  to  dosage  is  not  too  good. 

DR.  FERBER:  I wonder,  Dr.  Youmans, 
if  the  fact  that  not  infrequently  when  you 
put  patients  on  an  adequate  level  of  the  defi- 
cient factor  and  yet  the  neuritis  will  not  be 
corrected  clinically,  doesn’t  indicate  that 
toxic  factors  really  are  operating.  Not  in- 
frequently, in  alcoholic  neuritis,  when  pa- 
tients are  put  on  large  supplements,  the 
peripheral  neuritis  gets  worse. 

DR.  YOUMANS:  It  is  well  known  that 
in  several  of  the  nutritional  deficiencies, 
particularly  vitamin  deficiencies  the  first 
stage  of  treatment  may  cause  an  increase  of 
symptoms.  It  could  be  due  to  toxic  influ- 
ences but  not  necessarily,  but  be  due  to 
changes  in  the  metabolism  deficiency,  re- 
lated to  the  resumption  of  normal  physiol- 
ogy. 

I)R.  DARBY : Dr.  Youmans,  in  the  war 
prisoners  the  deficiency  neuritides  were  fre- 
quently associated  with  optic  neuritis  with 
severe  and  sometimes  irreparable  damage. 
Isn’t  it  peculiar  that  we  see  none  of  that, 
seemingly  at  least,  in  the  cases  that  are 
classified  as  peripheral  neuritis  of  nutri- 
tional origin  in  this  country? 

DR.  YOUMANS:  Actually  I have  almost 
never  seen  cases  where  deficient  nutrition 
existed  over  a long  period  as  in  prisoners  of 
war.  Almost  always  they  are  treated  before 
getting  to  that  stage.  I saw  a case  here  in 
about  1938,  my  first  patient  with  optic  neu- 
ritis, presumably  due  to  thiamin  deficiency, 
or  at  least  due  to  a nutritional  deficiency, 
and  one  or  two  since  then.  I think  it  is 
largely  a matter  of  the  severity  of  deficiency 
and  of  its  length. 

DR.  DARBY : Sometimes  the  optic  neu- 
ritis was  the  first  manifestation  of  the  dis- 
ease in  the  prisoners,  was  it  not? 
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DR.  YOUMANS:  I don’t  know. 

DR.  MORGAN:  I don’t  think  that  is 

right,  Bill.  It  did  occur,  but  in  relation  to 
the  number  of  people  who  had  nutritional 
deficiency  in  the  prison  camps  in  the  Pacific, 
I think  optic  neuritis  was  relatively  infre- 
quent. That  has  been  reported,  but  we  can- 
not answer  the  question  without  going  back 
to  the  reports.  I was  under  the  impression 
it  was  an  infrequent  thing  in  relation  to  the 
other  neuropathies  which  occurred. 

DR.  YOUMANS:  There  were  some  very 
definite  visual  symptoms.  Whether  they 
were  related  to  optic  neuritis  or  actually  to 
other  evidence  of  neuritis,  I rather  doubt. 

DR.  FURMAN : Is  there  any  other  com- 
ment? The  next  case  is  a private  patient 
of  Dr.  Weinstein’s,  who  you  may  recall  was 
presented  here  several  weeks  ago  in  con- 
nection with  cases  of  periarteritis  treated 
with  cortisone.  She  has  manifested  as  part 
of  this  disease  a peripheral  neuritis,  and 
because  it  is  an  unusual  form,  we  thought 
we  would  present  her  along  with  the  other 
patients.  Her  case  will  be  briefly  reviewed 
to  refresh  your  memory. 

Case  III 

DR.  ALPER:  This  47-year-old  woman  had  a 

five-year  history  of  asthma  preceding  her  other 
symptoms  which  began  about  ten  months  ago.  Then 
she  developed  aching  and  tiredness  of  the  muscles 
of  her  extremities  which  she  passed  off  as  due  to 
overexertion.  About  five  months  ago  the  weakness 
and  tiredness  became  of  a more  painful  nature,  first 
in  her  shoulders  with  radiation  to  her  hands.  Then 
about  four  months  ago  she  noted  numbness  first  in 
one  foot  and  then  in  the  other  with  gradual  loss  of 
function  of  both  feet.  Within  a period  of  several 
days  one  of  her  hands  became  numb  and  she  lost 
all  use  of  the  hand  and  then  the  other  hand  became 
similarly  involved.  This  all  occurred  within  a pe- 
riod of  two  weeks. 

She  was  admitted  to  a hospital  elsewhere  and  was 
found  to  have  a leukocytosis  with  an  eosinophilia 
up  to  25  to  50  per  cent  and,  as  you  recall,  a biopsy 
from  the  gastrocnemius  revealed  the  changes  of 
periarteritis  nodosa. 

She  was  referred  here  for  cortisone  therapy. 
Shortly  after  admission  to  the  hospital  she  devel- 
oped an  acute  febrile  episode  and  was  found  to 
have  a pneumonitis  which  responded  to  penicillin, 
streptomycin  and  whole  blood.  She  was  on  corti- 
sone therapy  simultaneously.  She  received  physical 
therapy.  The  findings  on  admission  of  complete 
absence  of  deep  reflexes  and  a picture  of  emaci- 
ation and  chronic  pain  have  improved  now  to 
where  she  is  free  of  pain  and  needs  no  narcotics. 
There  is  a slight  return  of  function  of  her  hands 


so  that  she  can  close  with  some  discomfort  her  first 
finger  and  thumb,  and  there  is  slight  return  of  the 
ability  to  extend  the  wrist  bilaterally.  Her  feet 
have  improved  to  the  extent  that  she  can  raise  her 
left  foot,  but  the  foot-drop  on  the  right  still  per- 
sists. There  is  a return  of  weak  knee  jerks  bilat- 
erally, which  are  not  sustained.  She  wears  out 
after  a few  attempts. 

DR.  FURMAN : Dr.  Weinstein,  would 
you  like  to  comment? 

DR.  WEINSTEIN:  I would  like  to  make 
a couple  of  points  about  this  lady.  One  is 
the  fact  that  we  still  are  uncertain  as  to  the 
etiology  of  the  pneumonia  as  was  pointed 
out  a couple  of  weeks  ago  when  we  present- 
ed her.  It  is  possible  that  the  pneumonia 
was  part  of  the  picture  of  periarteritis  and 
not  due  to  a primary  bacterial  infection 
alone,  but  we  still  don’t  know  the  answer 
to  that.  I am  inclined  to  believe  it  was  an 
ordinary  bacterial  type  of  pneumonia  un- 
related to  periarteritis.  When  I presented 
her  before  I was  impressed  by  the  bilateral 
nature  of  the  weakness  and  atrophy  of  the 
muscles  of  the  upper  extremities  and  be- 
cause she  was  having  some  difficulty  in 
swallowing,  I wondered  whether  or  not  she 
might  have  a cervical  cord  lesion.  The 
next  day  I happened  to  read  in  the  An- 
nals of  Internal  Medicine  a review  of  50 
or  60  patients  with  periarteritis  nodosa, 
and  one  of  the  characteristic  neurological 
manifestations  is  a bilateral  involvement 
of  both  upper  extremities  with  atrophy, 
weakness  and  loss  of  peripheral  reflexes 
due  to  changes  in  the  blood  supply  of  the 
brachial  plexus.  In  other  words,  the  is- 
chemia, as  part  of  the  picture  of  periar- 
teritis, characteristically  involves  the  bra- 
chial plexus,  so' that  this  is  not  an  unusual 
manifestation  of  periarteritis.  Finally,  I 
would  like  to  say  that  cortisone  has  effected 
a remarkable  relief  from  pain  in  this  pa- 
tient. The  thing  that  prompted  her  doctor 
to  attempt  to  get  cortisone  for  her  was  the 
fact  that  this  lady  was  rapidly  becoming  a 
narcotic  addict,  because  of  the  extreme  pain. 
Now  it  has  been  about  two  and  a half  weeks 
since  she  has  had  any  narcotic  at  all  and 
she  is  comfortable  and  feeling  quite  well. 
I suppose  a doubting  Thomas  might  say  that 
the  nonspecific  effect  of  fever,  which  she 
had  for  about  a week  or  ten  days  with  her 
pneumonia,  or  perhaps  the  large  amounts 
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of  streptomycin  and  penicillin  which  she 
received,  might  have  had  something  to  do 
with  her  improvement.  I certainly  feel 
quite  confident  in  my  own  mind  that  it  was 
cortisone  which  in  some  way  or  other  has 
caused  her  relief  of  pain. 

I)R.  MORGAN : Dr.  Weinstein,  her  cor- 
tisone was  withdrawn  about  some  ten  days 
ago,  wasn’t  it? 

DR.  WEINSTEIN:  Yes,  sir. 

DR.  MORGAN : And  all  of  this  came 
about  before  that  and  she  has  sustained  the 
improvement  since  this  was  discontinued? 
She  was  on  cortisone  about  two  weeks? 

DR.  WEINSTEIN:  Fourteen  days. 

DR.  MORGAN : There  is  another  thing 
which  has  happened  in  relation  to  cortisone 
therapy.  I remember  seeing  her  and  went 
over  her  chart  the  other  day,  in  relation  to 
her  improvement  both  from  the  point  of 
view  of  pain  and  with  relation  to  movement 
of  the  extremities.  Wasn’t  there  a very 
striking  decrease  in  the  eosinophil  count? 

DR.  WEINSTEIN : The  eosinophil  count 
has  dropped  from  50  to  8 per  cent. 

DR.  MORGAN : I think  that  is  quite  a 
significant  thing. 

DR.  FURMAN : Dr.  Towery,  what  about 
ACTH  and  cortisone  in  peripheral  neuritis? 

DR.  TOWERY : I think  Dr.  Weinstein 
made  a very  pertinent  comment,  that  the 
perineural  vessels  are  presumably  involved 
in  this  individual  and  that  with  healing  it 
is  perfectly  conceivable  further  maintenance 
of  vascular  insufficiency  will  remain.  Ap- 
parently that  is  not  taking  place  at  the 
moment,  and  we  have  to  have  a long  period 
of  time  before  the  healing  and  scarring  end 
stages  in  the  nerves  come  about.  Actually, 
probably  you  can  anticipate  a better  out- 
come when  the  peripheral  nerve  is  involved 
rather  than  in  the  cord,  provided  that  heal- 
ing does  not  lead  to  further  contracture  and 
blood  loss.  I think  the  question  which  Dr. 
Weinstein  hinted  at  is  of  interest.  The 
patient  was  extremely  ill  when  cortisone 
was  started  in  desperation  along  with  the 
chemotherapy.  We  cannot  say  that  this 
enormous  upheaval  did  not  call  forth  a con- 
siderable adrenal  response.  This  may  be 
actually  what  happens  in  some  people  with 
rheumatoid  arthritis  after  an  operation,  for 
example,  in  which  the  adrenal-pituitary 


mechanisms  are  stimulated.  Actually  I 
think  that  is  perhaps  not  the  case  here,  but 
we  have  to  consider  it  as  a contingent  pic- 
ture. 

DR.  MORGAN : About  that  last  point,  I 
think  you  are  being  excessively  conserva- 
tive. The  accumulated  experience  with  cor- 
tisone and  ACTH  in  periarteritis  and  dis- 
seminated lupus  is  that  both  of  them  do 
just  what  occurred  here.  A remission  is 
induced.  This  was  to  have  been  antici- 
pated ; we  did  anticipate  this  would  happen, 
and  it  happened.  I am  just  not  going  to 
be  deprived  of  that  satisfaction.  How 
long  it  remains  is  something  else  again. 
There  is  no  question  that  you  can  lay  your 
money  on  the  line  that  this  will  happen  in 
this  disease.  George  Baehr  had  the  ex- 
perience too  many  times  with  periarteritis 
and  also  with  disseminated  lupus,  and  others 
have  too.  And  I thought  in  her  case  that 
the  fact  that  she  had  such  a high  eosinophil 
count  was  a mighty  good  sign,  an  indicator 
that  she  probably  would  do  well. 

DR.  TOWERY:  Why,  Dr.  Morgan? 

DR.  MORGAN : Well,  now,  that  is  some- 
thing else  again,  but  it  certainly  seems  to 
happen.  In  light  of  the  experience  that 
Mac  Harvey  had  with  his  very  severe  asth- 
matics, the  worse  they  were,  the  higher  the 
eosinophil  count,  the  quicker  and  the  more 
dramatic  was  the  response. 

DR.  WEINSTEIN:  Will  cortisone  and 
ACTH  make  the  eosinophil  count  fall,  Dr. 
Morgan,  within  a couple  of  days? 

DR.  MORGAN:  Yes,  just  as  her  eosino- 
phil count  came  down. 

DR.  WEINSTEIN:  Well,  maybe  corti- 
sone is  correcting  the  altered  activity  of  the 
patient  and  striking  at  the  seat  of  the  dis- 
ease. 

DR.  MORGAN : That’s  right.  It  is  in- 
teresting that  it  looks  as  though  cortisone, 
aside  from  all  the  other  things  it  has  done, 
has  been  related  at  least  to  some  very  defi- 
nite improvement  in  this  lady’s  symptom- 
atology due  to  her  peripheral  neuritis. 

DR.  FURMAN : We  planned  to  present 
a fourth  patient  who  had  a post-diphtheritic 
polyneuritis,  but  she  failed  to  appear,  and 
since  the  hour  is  late  we  will  not  present 
her.  We  would  like  to  ask  Dr.  Christie 
whether  or  not  he  would  like  to  comment  on 
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peripheral  neuritis  in  children.  I suppose 
that  the  post-diphtheritic  neuritis  is  as  com- 
mon as  any  other  type  of  neuritis  one  sees 
in  children. 

DR.  AMOS  CHRISTIE:  Yes,  by  far  the 
most  common  type  that  we  see  in  the  pedi- 
atric age  group.  We  recently  had  an  in- 
stance of  post-diphtheritic  peripheral  neu- 
ritis with  paralysis  and  bulbar  manifesta- 
tions requiring  a respirator  to  keep  her 
alive  for  about  a week.  She  finally  died 
with  bulbar  symptomatology  almost  indis- 
tinguishable from  polio. 

DR.  FURMAN : We  haven’t  said  very 
much  about  treatment  this  morning.  Dr. 
Ferber,  would  you  like  to  wind  things  up? 

DR.  FERBER:  Usually  treatment  of  pe- 
ripheral neuritis  has  not  been  very  prom- 
ising. Treatment  with  physiotherapy  and 
splints  have  been  almost  hoary  traditions  in 
peripheral  neuritis.  Vitamin  supplements, 
adequate  nutrition  and  the  removal  of  toxic 
agents  are  essential.  I think  the  most  en- 
couraging work  that  has  come  out  in  the 
last  couple  of  years  in  the  treatment  of  pe- 
ripheral neuritis  has  been  the  discovery  of 
the  interference  with  certain  enzyme  sys- 
tems in  the  function  of  the  neurone.  An 
article  published  two  years  ago,  I think, 
indicated  that,  even  though  there  may  be 
clinical  peripheral  neuritis  or  neuropathy, 
it  does  not  necessarily  mean  structural  dam- 
age ; that  even  long-standing  cases  of  pe- 
ripheral neuropathy  could  be  related  to  me- 
tabolic dysfuncions  of  the  nerve  cell  and 
some  interference  with  the  enzyme  system. 
Because  of  this,  this  man  utilized  BAL  in 
the  treatment  of  several  cases  of  peripheral 
neuritis  or  neuropathy  which  were  not  due 
to  heavy  metal  poisoning.  One  of  his  cases 
was  an  alcoholic  neuritis  patient.  Another 
of  his  cases  probably  was  one  of  post-diph- 
theritic neuritis,  one  with  a deficiency  condi- 
tion, another  one  probably  was  an  instance 
of  Guillan-Barre  syndrone.  He  noticed  that 
these  people  showed  marked  improvement 
after  he  started  therapy  with  BAL.  Thus 
I think  the  first  case  presented  this  morning 
should  have  the  benefit  of  BAL  therapy. 
Last  week  in  the  J.A.M.A.  there  was  an 
article  on  the  treatment  of  Guillan-Barre 
syndrome  with  BAL.  This  man  also  had 
excellent  results,  and  so  it  seems  that  one 


can  reverse  the  metabolic  deficiency  with 
the  utilization  of  BAL  therapy.  I think 
that  is  the  most  promising  thing  we  have 
seen  in  the  treatment  of  peripheral  neuritis. 

DR.  SAM  RIVEN:  William  Bean  report- 
ed the  treatment  of  peripheral  neuritis  last 
year  at  the  Central  Society,  and  it  is  inter- 
esting that  he  used  B-12  in  all  types  of  pe- 
ripheral neuritis  whether  the  patient  was 
a diabetic,  alcoholic  or  whatnot.  I believe 
he  indicated  that  he  didn’t  know  why  B-12 
was  useful  but  that  it  pointed  a way. 

DR.  SHULL:  Is  it  true  though  that  he 
got  results  only  in  the  nutritional  group, 
Dr.  Riven,  as  opposed  to  other  groups? 

DR.  FURMAN : He  treated  three  pa- 
tients with  a clear-cut  nutritional  disease 
who  responded  very  favorably  with  disap- 
pearance of  pain  within  a matter  of  hours 
following  injection  of  vitamin  B-12  almost 
like  after  opiates.  Other  than  that  in  a 
variety  of  neuropathies,  multiple  sclerosis, 
etc.,  results  were  not  impressive. 

DR.  MORGAN  : Well,  in  connection  with 
Dr.  Ferber’s  comment  about  BAL  I am  glad 
he  brought  that  up.  I get  the  feeling  that 
we  don’t  think  about  that  often  enough  in 
so-called  toxic  conditions.  Last  spring 
while  I was  on  the  west  coast  Verne  Mason 
carried  me  to  see  a lady  who  was  in  hepatic 
insufficiency.  She  was  comatose  and  jaun- 
diced. She  had  a history  of  alcoholism  for 
many  years  and  cirrhosis  gradually  had  de- 
veloped. Nobody  thought  there  was  a ghost 
of  a chance  that  she  would  recover  from 
coma.  They  gave  her  BAL  and  48  hours 
later  the  woman  was  sitting  up.  I saw  her 
one  day  and  I thought  surely  she  would  be 
dead  in  24  hours.  Next  day  she  was  sitting 
up  eating  breakfast  and  carrying  on  a very 
cheerful  conversation  with  Dr.  Mason.  Now 
of  course  I don’t  know  how  it  works,  but  we 
have  got  something  important.  It  gets  right 
down  to  the  chemistry  of  the  body  about 
which  I for  one  know  nothing.  There  is  no 
question  that  in  certain  toxic  conditions  it 
is  extremely  effective.  In  arsenic  poison- 
ing it  works  and  we  think  we  understand 
how  it  works — at  least  some  people  under- 
stand how  it  works.  In  this  state  of  hepatic 
coma,  about  which  we  know  very  little,  it  is 
very  difficult  for  me  to  think  that  this  sub- 
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stance  didn’t  in  some  way  or  another  alter 
what  was  going  on  in  that  lady,  to  reverse 
a situation  that  seemed  to  be  irreversible. 
I think  in  this  first  case  it  might  very  well 
be  something  to  try. 

DR.  FERBER:  I wonder  what  would 
have  happened  in  the  “jake  paralysis,” 


where  we  know  the  chemical  that  was  re- 
sponsible, that  is  we  think  we  do  now,  if 
we  had  exhibited  BAL.  It  might  very  well 
have  done  the  trick. ' I think  that  in  cases 
of  botulism  where  the  toxin  is  so  very  pow- 
erful, it  would  be  very  interesting  to  see 
what  BAL  would  do. 


Postoperative  Strieture  and  Periostitis  Pubis  Fol- 
lowing: Retropubic  Prostatectomy.  Wilhelm,  S. 
F„  and  Freed,  S.  Z.,  J.  Urol,  1949. 

Retropubic,  or  extravesical  suprapubic  prosta- 
tectomy, was  introduced  into  this  country  in  1947 
by  Millin,  who  told  of  excellent  results  and  a 
remarkably  short  period  of  convalescence.  This 
author  in  a subsequent  monograph,  based  on  an 
experience  of  over  375  cases,  again  emphasized  the 
strikingly  low  incidence  of  complications.  Later 
publication  by  Bacon  and  others  apparently  con- 
firmed the  value  of  the  retropubic  operation  and 
stressed  its  desirability  in  most  cases  of  major 
prostatic  hypertrophy.  The  Gallic  enthusiasm  of 
Duvergey  has  prompted  him  to  call  this  “the  oper- 
ation of  the  future.”  As  a result  of  these  reports, 
a considerable  number  of  retropubic  operations 
have  now  been  done  in  the  United  States,  and  I 
believe  that  the  time  has  come  to  evaluate  our 
results. 

This  report  is  based  on  33  retropubic  prostatect- 
omies which  were  done  at  our  hospital  by  5 sur- 
geons, including  residents.  There  was  1 death  due 
to  acute  pulmonary  edema  (Table  1).  A moderate 
amount  of  bleeding  was  observed  in  9 of  our  cases, 
but  none  of  these  required  surgical  measures  other 
than  blood  transfusion.  In  contrast  to  intravesical 
suprapubic  enucleation,  these  patients  were  quite 
comfortable  after  operation. 

In  this  small  series,  however,  we  have  encoun- 
tered with  appalling  frequency  two  distressing 
complications — postoperative  stricture  and  perios- 
titis pubis. 

Postoperative  Stricture 
Post-prostatectomy  obstruction  occurred  5 times 
in  Millin’s  first  75  cases.  Subsequently,  the  tech- 
nique was  so  modified  that  either  a wedge  of  the 
posterior  lip  of  the  bladder  neck  was  excised  or  the 
bladder  neck  was  sutured  to  the  floor  of  the  pros- 


tatic bed.  Since  Millin  adopted  this  revised  method, 
no  further  strictures  occurred. 

The  technique  followed  by  us  at  the  Beth  Israel 
Hospital  was  substantially  the  same  as  that  de- 
scribed by  Millin  and  Bacon,  a V-shaped  wedge 
being  excised  from  the  posterior  lip  of  the  bladder 
neck  in  every  instance.  Despite  this  precaution, 
late  stricture  at  the  bladder  neck  was  encountered 
in  9 of  the  33  cases.  Five  responded  favorably  to 
urethral  dilatation  with  bougies  and  sounds,  2 
required  secondary  cystostomy  and  internal  ure- 
throtomy, and  the  remaining  2 needed  transure- 
thral resection. 

Periostitis  Pubis 

Being  well  aware  of  the  occasional  occurrence 
of  aseptic  periostitis  pubis,  described  by  Beer  in 
1924,  we  were  initially  apprehensive  that  the  wide 
exposure  of  the  space  of  Retzius  might  predispose 
to  this  unpleasant  complication.  Therefore,  special 
effort  was  made  to  avoid  injury  of  the  periostium 
of  the  pubis  either  by  needle  or  by  retractors. 

Periostitis  pubis  occurred  in  5 of  our  32  cases. 
This  painful  condition  incapacitated  these  patients 
for  from  4 to  8 weeks,  and  its  course  was  appar- 
ently not  influenced  by  any  type  of  therapy.  All 
eventually  recovered.  Our  high  incidence  of  peri- 
ostitis pubis  is  in  accord  with  the  observations  of 
Rosenberg  and  Vest,  and  also  of  Moore,  though  at 
complete  divergence  from  the  experience  of  Millin, 
who  had  never  encountered  this  complication  after 
a retropubic  prostatectomy. 

Summary 

A high  incidence  of  postoperative  stricture  at  the 
bladder  neck  and  of  aseptic  periostitis  pubis  has 
been  observed  in  a series  of  33  consecutive  retro- 
pubic prostatectomies.  These  distressing  compli- 
cations constitute  a serious  deterrent  to  the  routine 
application  of  the  retropubic  operation. 

(Abstracted  by  Dr.  Oscar  W.  Carter,  Nashville.) 
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A 14-month-old  colored  female  infant  was  ad- 
mitted to  the  John  Gaston  Hospital  because  of 
wheezing.  She  had  had  a cold  for  about  ten  days. 
Wheezing  and  crowing  respiration  had  been  noted 
for  about  six  days;  respiratory  distress  was  con- 
tinuous day  and  night.  There  had  been  slight 
cough  but  no  fever.  The  child’s  development,  so 
far  as  was  known,  had  been  normal  both  mentally 
and  physically. 

Examination.  The  temperature  was  101.3  de- 
grees F.,  pulse  98  per  minute,  and  respiratory  rate 
32  per  minute.  Inspiratory  crowing  with  retraction 
of  the  lower  sternum  and  suprasternal  notch  was 
observed.  The  breath  sounds  were  coarse  and 
harsh  over  the  entire  thorax.  No  cyanosis  was 
seen.  The  pharynx  was  mildly  injected. 

Laboratory  Data.  Hgb.  was  13  grams  per  100 
cc.  The  red  cell  count  was  4,710,000  and  white  cell 
count  was  12,850  per  cu.  mm.  There  were  77  per 
cent  filamented  neutrophiles,  5 per  cent  nonfila- 
mented  neutrophiles,  15  per  cent  lymphocytes,  1 
per  cent  monocytes  and  1 per  cent  basophiles  on 
the  stained  smear.  The  urine  had  a specific  gravity 
of  1.020.  a trace  of  albumin,  2 plus  sugar  and 
no  significant  abnormalities  in  the  sediment.  A 
culture  of  material  from  the  larynx  and  trachea 
was  positive  for  hemolytic  streptococci  and  pneu- 
mococci. 

Course.  Seven  hours  after  admission,  the  marked 
respiratory  difficulty,  supra-,  substernal  and  inter- 
costal retraction,  restlessness  and  apprehension  had 
progressed  so  that  a tracheotomy  was  done.  There 
was  relief  from  the  respiratory  difficulty  after  the 
tracheotomy.  After  about  ten  days  the  tracheot- 
omy tube  was  removed.  However,  recurrence  of 
respiratory  symptoms  a week  later  again  made 
tracheotomy  necessary. 

Roentgenological  examination  of  the  chest,  six 
months  after  admission,  showed  patchy  consolida- 
tion in  the  left  lung  field  and  homogeneous  density 
in  the  right  cardiophrenic  angle,  thought  to  be  ate- 
lectasis of  the  right  middle  lobe.  On  another  occa- 
sion two  weeks  later  the  chest  was  clear.  Ten 
months  after  admission,  X-ray  examination  of  the 
chest  demonstrated  patchy  consolidation  at  the 
right  base  and  to  a lesser  extent  in  the  left  base. 

Two  weeks  after  admission  direct  laryngoscopy 
revealed  multiple,  pale,  edematous,  papillary  pro- 
jections on  both  vocal  cords.  The  tumors  were 
exuberant,  of  an  irregular  surface  and  covered 
both  the  true  and  false  cords  as  well  as  the  laryn- 
geal ventricles.  During  the  ensuing  months,  lar- 
yngeal and  bronchoscopy  was  done  nineteen  times 
with  the  removal  each  time  of  as  many  of  the  new 
growths  as  possible.  Six  months  after  admission, 
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bronchoscopy  demonstrated  the  presence  of  multiple 
greyish-pink,  irregular  nodules  covering  the  mucosa 
of  both  main  stem  bronchi  and  the  lower  trachea. 

Ten  months  after  admission,  aureomycin  was  giv- 
en parenterally  and  by  local  application  to  the 
lesions.  For  a short  time  there  seemed  to  be  a 
regression  of  the  lesion.  However,  the  growths  soon 
recurred  with  their  previous  exuberance.  Respira- 
tory distress  increased.  Mucus  accumulated  in  the 
tracheo-bronchial  tree  despite  repeated  aspiration. 
The  patient  expired  fifteen  months  after  admission 
with  dyspnea,  cyanosis  and  finally  respiratory  ar- 
rest. 

Clinical  Discussion 

DR.  C.  D.  BLASSINGAME:  The  factor 
requiring  immediate  consideration  in  this 
patient’s  condition  upon  admission  to  the 
hospital  was  the  respiratory  distress.  Prob- 
ably the  first  thing  to  suggest  itself  would 
be  a foreign  body  in  the  air  passages.  The 
cough  and  wheezing  might  further  suggest 
a foreign  body.  However,  the  entrance  of 
a foreign  body  into  the  air  passages,  wheth- 
er it  be  in  the  larynx,  the  trachea  or  bron- 
chi, is  usually  announced  by  a sudden  and 
paroxysmal  reaction  which  leaves  little 
doubt  even  in  the  minds  of  attendants  of  the 
patient  as  to  the  probability  of  a foreign 
body.  There  was  no  history  of  such  an 
episode. 

Bronchospasm  should  be  mentioned  for 
the  purpose  of  discussion  in  this  connection. 
Bronchospasm  is  brought  on  sometimes  as 
a reflex  phenomenon  caused  by  thick,  tena- 
cious secretions  in  the  bronchi.  It  would 
in  no  case,  however,  last  for  more  than  a 
short  period  of  time. 

Laryngotracheobronchitis  might  present 
a number  of  similarities  to  this  case.  The 
fever  in  laryngotracheobronchitis  may  be 
in  the  neighborhood  of  101  degrees,  as  in 
this  case,  although  it  is  frequently  much 
higher.  There  is  usually  a preceding  head 
cold,  as  appeared  in  the  history  of  this  case. 
Direct  examination  of  the  larynx  would  be 
necessary  to  rule  out  laryngotracheobron- 
chitis. Such  examination  would  show  the 
mucous  membrane  to  be  of  a deep  red  color, 
slightly  less  deep  on  the  cords.  Below  the 
cords,  there  is  one  semi-elliptical  fold  on 
each  side  usually  showing  an  intensely  red 
mound.  The  tracheal  mucosa  would  be  red- 
dened, its  color  deepening  and  swelling  pro- 
gressing. Later  an  exudate  forms ; at  first 
it  is  serous,  then  mucoid  and  finally  puru- 
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lent.  It  is  thick,  tenacious  and  exceedingly 
difficult  to  remove  by  coughing.  Death  may 
occur  from  the  inability  to  rid  the  air  pas- 
sages of  the  secretion  (the  patient  drowning 
in  his  own  secretions).  The  bronchi,  and 
even  the  trachea  itself,  may  be  occluded  by 
mucosal  swelling  or  edema  and  may  cause 
death  by  stenosis.  The  exudate  in  the  bron- 
chi forms  straw-colored  or  brownish  crusts. 

The  point  of  greatest  significance  in  dif- 
ferentiating laryngeal  diphtheria  in  a case 
like  this  is  greater  toxicity  in  relation  to  the 
degree  of  temperature.  The  general  ap- 
pearance of  the  patient  and  the  odor  asso- 
ciated with  the  diphtheric  membrane  are 
factors  of  importance  in  differential  diag- 
nosis. Early  in  laryngeal  diphtheria,  the 
mucosa  is  intensely  red,  including  the  cords, 
which  are  usually  pink.  Below  each  cord 
is  the  mounding,  swollen  subglottic  tissue. 
Later  this  intensely  red  mucosa  develops  a 
grayish  membrane  associated  with  necrosis 
of  epithelium  wThich  accounts  for  the  foul 
odor. 

Laryngeal  abscesses  occur  in  individuals 
of  low  resistance.  They  may  be  either  in 
the  soft  tissues  of  the  larynx  or  be  due  to 
necrosis  of  cartilage  secondary  to  perichon- 
dritis. The  appearance  of  the  larynx  is  a 
mounding  of  the  tissues  at  the  site  of  the 
abscess.  The  lesion  would  be  unilateral  and 
circumscribed  in  the  earlier  stages.  If  rup- 
ture had  already  occurred,  an  ulcer  oozing 
pus  is  usually  visible  at  some  location  on  the 
diminished  mound. 

Nocturnal  dyspneic  attacks  in  children 
may  be  of  two  types.  The  inflammatory 
acute  laryngitis  from  various  specific  micro- 
organisms such  as  streptococci  and  staphyl- 
ococci. It  sometimes  sets  in  suddenly  dur- 
ing the  night  with  an  attack  of  dyspnea  and 
croupy  cough  in  children.  The  second  type 
is  a non-inflammatory  nocturnal  dyspnea 
and  occurs  in  two  types  of  cases:  (1)  in 
normal  children  as  a physiological  reflex, 
and  (2)  as  a distinct  morbid  entity  known 
as  laryngismus  stridulus,  also  called  spas- 
modic croup.  The  first  group  of  cases  rep- 
resent those  in  which  secretions  enter  the 
larynx  of  normal  children,  while  they  are 
asleep  lying  on  the  back,  and  strangles  them. 
The  second  group,  laryngismus  stridulus, 
are  those  children  with  a hereditary  factor 
rendering  them  susceptible  to  attacks  in 


which  they  awaken  from  peaceful  sleep  with 
a peculiar  hollow  croupy  cough,  followed  by 
a crowing  inspiration  and  then  by  the  in.- 
spiratory  obstructive  laryngeal  dyspnea. 
These  conditions  are  usually  associated  with 
abnormal  calcium  metabolism  and  endocrine 
disorders. 

Finally,  we  must  consider  the  papillomas 
of  childhood.  We  know  these  were  present 
in  this  case  because  of  the  laryngoscopic 
and  bronchoscopic  findings  plus  the  biopsy 
specimens.  Papillomas  are  the  most  com- 
mon of  all  benign  growths  of  the  larynx. 
They  occur  earlier  than  any  other  and  near- 
ly all  cases  of  laryngeal  growth  met  with 
in  infancy  and  up  to  the  age  of  ten  years  are 
of  this  character.  They  may  be  congenital. 
Papillomata  generally  appear  at  about  the 
age  of  five  and  tend  to  disappear  before  the 
age  of  fourteen  years.  Any  part  of  the 
larynx  may  be  involved,  but  the  tumor  oc- 
curs chiefly  on  the  vocal  cords,  the  ventric- 
ular bands  and  the  parts  below  the  cords, 
rarely  on  the  epiglottis  and  hardly  ever  in 
the  interarytenoid  area.  The  growths  are 
closely  allied  to  warts  of  the  skin  and  are 
regarded  as  an  inflammatory  reaction  pro- 
duced by  an  invisible,  filterable  virus.  Like 
warts  elsewhere,  the  growths  tend  to  dis- 
appear spontaneously  after  existing  for  a 
few  years.  The  disease  is  self-limited,  but 
the  main  necessity  is  to  keep  the  patient 
free  from  obstruction  to  respiration.  The 
growths  may  be  single  or  multiple.  They 
may  be  broad-based,  flat  and  firm,  varying 
in  size  from  millet  seed  to  a walnut,  but 
averaging  the  dimensions  of  a large  split 
pea.  In  other  instances  the  growth  may  be 
more  or  less  pedunculated  and  heaped  up 
into  soft  cauliflower-like  masses.  The  color 
is  white,  pinkish  or  even  bright  red.  The 
surface  is  irregularly  warty  or  mammillated 
like  a raspberry.  It  is  not  ulcerated  and 
does  not  invade  the  tissue  from  which  it  has 
sprung.  Papillomas  large  enough  to  ob- 
struct any  part  of  the  lung  might  easily  be 
associated  with  pathology  in  the  lung  tissue 
which  results  from  a blocking  of  the  air 
passage  to  the  involved  area.  Hence,  ate- 
lectasis, pneumonitis,  lung  abscess  and  bron- 
chiectasis, with  varying  degrees  of  involve- 
ment might  be  expected  in  the  involved 
areas. 

Clinical  Diagnoses:  (1)  Episodes  of  lar- 
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yngotracheobronchitis ; (2)  papillomatosis 
of  larynx  and  trachea  with  obstruction  and 
asphyxiation. 

Pathologic  Diagnosis:  (1)  Papillomatosis 
of  larynx,  trachea,  bronchi  and  pulmonary 
alveoli. 

Discussion  of  the  Pathological  Findings 

DR.  RUSSELL  JONES:  The  significant 
pathological  changes  are  limited  to  the  air- 
ways and  lungs.  As  demonstrated  by  the 
gross  photographs,  there  are  innumerable 
papillomas  over  the  epiglottis,  larynx,  tra- 
chea and  bronchi.  (Fig.  1.)  The  irregular 


FlG.  1.  The  larynx,  trachea  and  main  stem  bronchi 
have  been  opened,  revealing  the  numerous  large  and 
small  papillomata. 


surfaces  with  the  many  nipple-like  or  finger- 
like projections  suggests  the  origin  of  the 
term  “papilloma”  as  contrasted  to  “polyp.” 
One  interesting  feature  is  the  marked  irreg- 
ularity of  the  tracheal  mucosa  between  the 
large  and  small  papillomas.  This  irregu- 
larity suggests  there  are  all  gradations  of 
mucosal  changes  and  all  stages  of  papillo- 
matous transformation. 

Microscopic  examination  reveals  only  a 
few  areas  where  normal  ciliated  columnar 
epithelial  mucosa  remains.  Even  the  ducts 
of  the  tracheobronchial  mucous  glands  may 
appear  as  multi-layered  structures  resem- 


bling transitional  epithelium.  The  papillo- 
mas have  a delicate  edematous  stroma  con- 
taining many  thin-walled  dilated  vessels 
while  their  mucosal  surfaces  vary  from 
thick  stratified  squamous  epithelium  to  sev- 
eral layers  of  elongated  cells  resembling 
distorted  columnar  epithelium.  There  is 
little  keratohyaline  formation.  In  general 
all  mucosal  cells  are  uniform  although  some 
hyperchromatic  nuclei  are  encountered.  No 
inclusion  bodies  are  seen,  in  an  occasional 
papilloma  irregular  pigmented  cells  are 
present  between  the  mucosal  cells. 

The  most  unusual  aspect  of  this  case  is 
the  occurrence  of  the  papillomas  in  the  pul- 
monary tissue.  Macroscopically  they  are 
rounded  nodules  with  soft  expressable  cen- 
ters and  a firmer  periphery.  They  measure 
from  one  to  six  millimeters  in  diameter. 
The  photographs  demonstrate  these  lesions 
throughout  the  lung  and  even  in  the  subpleu- 
ral  alveoli.  (Fig.  2.)  While  it  is  obvious 
that  these  lesions  are  frequently  in  bronchi 
and  bronchioles,  it  also  is  apparent  that  they 
are  occupying  the  sites  of  alveoli.  This  may 
be  due  to  the  growth  of  the  epithelium  into 


FlG.  2.  The  low-power  photomicrograph  shows  the 
rounded  papillomatous  structures  in  the  pulmonary 
tissue.  Some  are  located  immediately  beneath  the 
pleura. 
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any  site  of  least  resistance;  in  the  bronchi 
this  would  be  the  lumen  while  in  the  respir- 
atory bronchioles  it  would  be  the  atria  and 
alveoli.  The  little  nests  of  epithelial  cells 
in  the  alveolar  areas  have  the  same  mor- 
phology as  the  cells  of  the  tracheal  papillo- 
mas. Usually  the  nests  of  cells  seem  to  be 
connected  with  one  another  as  though  a 
potentially  long  band  of  mucosa  had  been 
pressed  into  the  alveolar  mold.  The  stroma 
or  remnants  of  the  alveolar  walls  is  delicate ; 
there  is  no  desmoplasia.  When  a macro- 
scopic nodule  is  formed,  the  central  softer 
area  consists  of  cellular  debris  in  which 
remnants  of  leukocytes  and  epithelial  cells 
are  discernible. 

There  are  only  a few  reported  cases  of 
papillomatosis  of  the  lungs  as  well  as  of  the 
respiratory  tree,  the  last  being  in  1932  by 
Hitz  and  Oesterlin.1  He  considered  aerial 
metastases  or  implants  as  the  source  of  the 
pulmonary  lesions.  While  this  may  be  true, 
it  appears  more  probable  that  all  of  the 
respiratory  epithelium,  even  the  alveolar 
lining  cells,  respond  to  the  papilloma-pro- 
ducing agent.  The  most  popular  concept 
of  the  etiological  agent  is  a virus.  Certainly 
there  is  the  well-known  Shope  papilloma 
virus  of  rabbits,  another  virus  which  pro- 
duces oral  papillomas  in  rabbits  and  still 
another  in  dogs.  The  verruca  of  man  are 
also  thought  to  be  due  to  a virus  in  some 
way.  Thus  epithelial  proliferation  can  be 
produced  by  viruses.  There  are  other  causes 
of  epithelial  hyperplasias  ranging  from 
fungi  to  dyes.  Perhaps  the  virus  theory 
is  most  attractive  since  one  shares,  with 
the  early  workers  with  he  Shope  virus, 
the  hope  that  some  clue  to  neoplasias  and 
especially  carcinomas  may  be  found.  In 
this  regard  it  is  interesting  to  speculate 
upon,  but  impossible  to  resolve,  the  rela- 
tion of  the  papillomas  in  this  case  to  the 
jagziekte  of  sheep,  alveolar-cell  carcinoma 
of  the  lungs  and  the  papillomatosis  of  the 
urinary  tract  epithelium. 

Dr.  Blassingame,  could  you  answer  sev- 
eral questions  about  this  case.  (1)  What 
are  the  general  therapeutic  procedures  em- 
ployed in  laryngeal  and  tracheal  papillo- 


‘Hitz,  Henry  B.,  and  Oesterlin,  E.:  A Case  of 
Multiple  Papillomata  of  the  Larynx  with  Aerial 
Metastases  to  Lungs.  Am.  J.  Path.  8:333,  1932. 


matosis?  (2)  Could  the  aureomycin  have 
had  a temporary  beneficial  effect,  possibly 
reducing  any  complicating  infections,  then 
become  an  accelerating . factor  in  growth 
of  the  papillomas?  (3)  What  effect  does 
tracheotomy  have  on  the  growth  of  the 
papillomas  at  the  site  of  such  tissue  in- 
jury? 

DR.  BLASSINGAME:  There  is  no  sat- 
isfactory treatment  for  the  laryngeal 
papillomas  of  childhood.  In  many  cases 
they  disappear  at  the  age  of  puberty.  For 
that  reason  estrogenic  substances  have 
been  used  for  the  purpose  of  altering  their 
course  in  the  early  stages.  The  result  of 
this  treatment,  however  has  been  uncer- 
tain. X-ray  radiation  has  been  used  and 
some  beneficial  results  have  been  claimed 
for  this  method  of  treatment.  Repeated 
removal  of  the  tumors  is  practiced  by  one 
group  of  clinicians  and  in  some  cases  the 
tumors  are  controlled  with  a degree  of 
success.  In  other  cases,  it  seems  to  have 
no  influence  upon  their  progress  or  recur- 
rence. In  the  pedunculated  type  of  papillo- 
ma, I think  it  is  the  treatment  of  choice  to 
remove  the  tumor  and  repeat  the  procedure 
as  long  as  it  recurs  in  the  pedunculated 
form.  However,  in  the  group  of  tumors 
that  are  broad  and  flat,  it  is  our  practice 
to  perform  a tracheotomy  and  allow  the 
tube  to  remain  over  an  indefinite  period  of 
time,  giving  the  tumor  an  opportunity  to 
involute  and  disappear.  The  patient  or 
members  of  the  family  learn  to  manage  the 
tracheotomy  tube  with  surprising  pro- 
ficiency. We  have  a case  that  has  been 
wearing  a tracheotomy  tube  for  10  years. 

In  regard  to  the  value  of  aureomycin  it 
was  thought,  in  this  case,  that  no  benefi- 
cial effect  was  observed.  It  is  uncertain 
as  to  whether  it  had  any  effect  on  the 
growth  of  the  papillomas  one  way  or  an- 
other. 

The  effect  of  the  tracheotomy  on  the 
growth  of  the  papilloma  is  somewhat 
problematical.  It  is  conceivable  that  the 
manipulation  of  tissue  in  this  area  might 
result  in  the  spread  of  the  papillomatous 
material.  I think  that  every  care  should 
be  taken  to  avoid  contamination  of  the 
operative  field  with  the  papillomatous  tis- 
sue, but  in  the  case  of  obstructive  growth 
in  the  larynx,  there  is  no  choice  in  the  mat- 
ter of  doing  the  tracheotomy. 
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President's  Message 


SOME  REASONS  WHY  WE  SHOULD  NOT  HAVE  COMPULSORY  HEALTH  INSURANCE 


Every  American 
believes  that  every- 
one— regardless  of 
financial  condition 
— is  entitled  to  re- 
ceive the  best  med- 
ical care.  Opin- 
ions differ,  how- 
ever, on  how  this 
can  be  obtained, 
particularly  so  that 
those  who  need 
such  care  most  may  receive  it. 

Some  people  think  that  everyone  will  be 
able  to  obtain  the  best  medical  care  possible 
if  private  medical  practice  is  abolished  and 
the  government  pays  the  costs  for  all  its 
citizens.  They  are  wrong,  principally  for 
the  following  reasons: 

1.  Compulsory  health  insurance  will 
make  present  medical  standards  worse  and 
not  better. 

2.  Such  a project  is  called  insurance. 
Actually  it  is  not  insurance  but  financial 
waste. 

3.  It  will  not  reduce  sickness  nor  will  it 
reduce  the  death  rate. 

Taking  up  the  first  point,  we  know  Amer- 
icans like  service — whether  they  pay  for  it 
or  whether  the  government  foots  the  bill. 
Americans  complain  now  of  long  waits  in 
the  doctor’s  office  and  the  difficulty  of  get- 
ting into  a hospital  or  staying  there  as  long 
as  they  think  they  should.  The  problem 
will  be  multiplied  many  times  as  appoint- 
ments will  be  made  for  minor  ailments  and 
unnecessary  repeat  “check  ups”  under  a 
“free  visit”  plan.  In  England,  Secretary 
Ernest  Bevin  complained,  “Because  things 
are  free  is  no  reason  why  people  should 
abuse  their  opportunities.” 

The  plan  is  called  insurance.  In  America 


we  understand  insurance  as  specified  pro- 
tection at  a definite  cost.  Every  country 
that  has  experimented  with  government 
medical  care  has  learned  that  the  costs  ex- 
ceed initial  estimates  and  eventually  exceed 
the  individual’s  ability  or  willingness  to  pay 
for  this  protection,  so  the  government  must 
make  up  the  difference  through  deficit 
financing.  These  additional  financial  bur- 
dens represent  waste  because  of  the  cost  of 
administration,  government  bookkeeping 
and  bureaus,  and  unnecessary  services  for 
those  who  are  in  no  actual  need  of  medical 
attention  and  who  abuse  their  privileges. 

Medical  experience  definitely  proves  that 
more  frequent  visits  to  a busy  doctor  will 
not  reduce  deaths  from  the  five  chief  killers, 
which  are  heart  disease,  cancer,  cerebral 
hemorrhages,  nephritis  and  accidents.  It 
will  not  reduce  sickness,  nor  loss  of  working 
time  due  to  sickness,  the  chief  cause  of 
which  is  the  common  cold  or  symptoms  re- 
ferable to  our  favorite  diagnosis,  influenza. 

Actual  experience  with  medical  insurance 
plans  shows  that  in  most  cases  ailments  are 
prolonged  as  most  patients  do  not  take  as 
good  care  of  themselves  as  they  do  when 
they  have  to  pay  for  each  additional  visit 
of  the  doctor. 

These  are  just  a few  of  the  many  good 
reasons  why  the  United  States  should  not 
adopt  a program  contrary  to  traditional 
American  democratic  government  and  eco- 
nomic independence  under  a system  of  free 
enterprise. 
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EDITORIAL 


PHYSICIANS  AND  MEDICAL  CARE 

Elsewhere  in  this  issue  appears  a re- 
port from  the  Tennessee  Department  of 
Public  Health  upon  the  number  of  physi- 
cians practicing  in  the  state.  This  infor- 
mation was  gathered  from  the  certificates 
of  annual  registration  for  1950. 

The  total  is  2805  (as  of  July  24,  1950 
this  figure  has  been  revised  up  to  3100) 
physicians  of  whom  1456  or  51.9  per  cent 
are  in  general  practice.  The  latter  figures 
probably  do  not  reflect  the  true  picture  as 
regards  the  matter  of  general  practice.  To 
be  sure,  the  physicians  of  the  sharply  de- 
limited specialties  commonly  do  limit  their 
practice.  Your  editor  being  interested  in 
Internal  Medicine  feels  free  to  say  that  the 
internist  is  a general  practitioner  who 
eliminates  surgery  and  obstetrics  from  his 
activities.  (The  same  might  be  said  of  the 
pediatrician.)  Furthermore,  many  a gen- 
eral surgeon  gives  an  injectibn  of  penicil- 
lin for  pneumonia  or  pharyngitis,  treats 
the  patient  with  peptic  ulcer  medically  and 
provides  hormone  therapy  to  the  woman  in 
menopause.  At  least  some  of  the  173  gen- 
eral surgeons  (6.2  per  cent),  the  155  intern- 
ists (5.5  per  cent)  and  the  98  pediatricians 


(3.5  per  cent)  of  Tennessee  contribute  some 
degree  of  family  doctor  type  of  medical 
attention.  Thus  a good  60  per  cent  of  the 
physicians  of  the  state  no  doubt  play  the 
role  of  the  family  doctor. 

The  1950  census  figures  indicate  that 
the  population  of  Tennessee  is  in  the 
neighborhood  of  3,250,000  a gain  in  the 
last  decade  of  about  12  per  cent.  Though 
your  editor  was  unable  to  get  figures  for 
the  number  of  physicians  in  the  state  in 
1940  for  comparative  purposes,  a rough 
index  may  be  drawn  from  membership  in 
the  Tennessee  State  Medical  Association. 
The  membership  has  increased  by  about 
15  per  cent.  Using  the  latest  tabulation 
of  3100  physicians  in  the  state  the  ratio 
of  doctors  to  population  is  1 to  1050. 

The  new  Directory  published  by  the 
American  Medical  Association  makes 
available  some  comparative  statistics.  The 
1950  edition  lists  201,277  physicians,  an 
increase  of  20,781  or  11  per  cent  over  the 
listing  in  1942.  Almost  2 of  every  3 phy- 
sicians in  private  practice  in  the  United 
States  are  listed  as  family  doctors.  (This 
figure  does  not  differ  greatly  from  those 
from  Tennessee.)  On  the  basis  of  the  ex- 
pected total  of  the  1950  census  an  esti- 
mated gain  of  12  per  cent  in  population, 
the  United  States  will  be  provided  with  1 
physician  per  740  persons.  (The  gain  in 
physician  population  is  14  per  cent.) 

The  oracle  of  Washington,  Oscar  Ewing, 
chose  for  his  purposes  the  “12-State  yard- 
stick” for  the  estimated  needs  of  the  nation 
in  terms  of  physicians.1  On  this  basis 
he  came  out  with  the  figure  of  the  need  of 
1 doctor  per  667  persons.  Even  if  his 
figures  are  accepted  that  there  is  a short- 
age of  physicians,  the  gap  seems  to  be 
closing. 

It  probably  is  presumptious  for  your 
editor  to  question  the  pontifical  utterances 
of  the  Man  in  Washington.  Nevertheless, 
your  editor  has  wondered  by  what  justifi- 
cation the  top  quarter  of  the  states,  rated 
on  the  basis  of  medical  manpower,  have 
been  used  to  set  the  level  of  ideal  distri- 
bution of  doctors.  These  states  have  in- 


1Ewing,  Oscar:  The  Nation’s  Health:  A Report 
to  the  President.  Washington:  U.  S.  Government 
Printing  Office,  1948. 
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eluded:  New  York,  Massachusetts,  Illinois, 
Connecticut,  California,  New  Jersey,  Penn- 
sylvania, Missouri,  Maryland  and  District 
of  Columbia, — states  with  a high  percent- 
age of  urban  population  and  a resulting 
concentration  of  physicians.  This  concen- 
tration represents  a high  percentage  of 
specialists.  These  urban  areas  with  the 
concentration  of  specialists  should  be  re- 
lated by  Ewing  to  the  adjacent  states  of 
lower  medical  manpower  for  they  serve 
these  areas.  This  is  beautifully  shown  in 
the  case  of  Colorado  which  is  listed  by 
Ewing  as  a state  of  more  than  adequate 
medical  manpower.  (Your  editor  is  well 
acquainted  with  circumstances  involved.) 
Denver  and  the  modest  sized  cities  of 
Pueblo  and  Colorado  Springs  have  a high 
concentration  of  physicians.  But  these 
cities  in  addition  to  serving  the  State  of 
Colorado  are  the  medical  centers  of  a 
radius  of  up  to  500  or  more  miles,  serving 
most  of  New  Mexico,  the  Panhandle  of 
Texas,  western  Oklahoma,  Kansas,  Ne- 
braska and  at  least  the  eastern  half  of 
Wyoming.  These  sparsely  populated  areas 
turn  to  the  cities  of  Colorado  for  special 
medical  attention.  (The  distances  may 
seem  great  to  persons  living  in  more  dense- 
ly populated  areas,  but  not  to  those  liv- 
ing in  the  wide-open  spaces  with  good 
roads.  There  they  think  nothing  of  driv- 
ing to  Denver  120  miles  and  the  theater.) 

It  seems  to  your  editor  it  might  be  more 
fair  as  a yardstick  to  choose  those  states 
in  an  intermediate  group,  in  which  the 
urban  percentage  is  not  so  predominant,  in 
which  the  economic  situation  is  good  and  in 
which  there  is  no  evidence  of  lack  of  med- 
ical care  or  at  least  a minimum  of  it- — 
states  such  as  Kansas,  Nebraska,  Iowa, 
Michigan,  Minnesota,  Maine,  New  Hamp- 
shire, Washington,  Oregon,  Texas,  Louis- 
iana, Virginia,  etc.  Such  a yardstick 
would  probably  give  us  one  physician  per 
800-900  persons.2  The  United  States  still 
has  a population  of  doctor  to  population 
not  equalled  elsewhere  in  the  World. 

“Leland,  R.  G.:  Distribution  of  Physicians  in  the 
United  States,  Chicago,  American  Medical  Asso- 
ciation, 1936;  Medical  Care  in  the  United  States, 
Chicago,  American  Medical  Association,  1940. 


One  can  not  accept  the  gloomy  picture 
painted  by  officialdom  concerning  inade- 
quate medical  attention  in  the  United  States. 
There  is  no  one  answer  to  admitted  inequal- 
ities of  medical  care  available  in  some  areas. 
One  need  not  become  perturbed  about  care 
in  rural  areas  where  roads  are  excellent  and 
where  practically  every  family  has  a car 
making  medical  attention  a matter  of  min- 
utes to  an  hour.  It  is  granted  that  in  cer- 
tain areas  of  this  State,  lack  of  transporta- 
tion coupled  with  remoteness  from  medical 
centers  makes  care  in  some  rural  areas  a 
problem  under  certain  circumstances.  The 
latter  problem  will  be  met  in  time  by  the 
hospital  distribution  plan  which  the  Ten- 
nessee Department  of  Public  Health  hopes 
to  effect  in  the  western  portion  of  the  State 
with  similar  plans  for  the  other  portions 
of  the  State.  With  such  medical  centers, 
younger  physicians  will  be  attracted  to  these 
communities  and  as  roads  are  improved  only 
a few  isolated  areas  may  not  be  available  to 
immediate  medical  attention. 

A corollary  to  the  development  of  hos- 
pitals in  smaller  communities  as  a stimulus 
to  practice  in  such  areas  is  the  proper  post- 
graduate training  of  medical  graduates. 
Those  in  high  places  who  complain  of  a lack 
of  adequate  medical  care  in  the  United 
States  are  often  those  who  have  no  interest 
in  training  graduates  in  other  than  the 
specialties  of  medicine.  The  general  prac- 
titioner needs  the  most  careful  attention  in 
his  hospital  training;  the  specialist  a lesser 
amount.  What  happens?  The  one  plan- 
ning for  a specialty  obtains  coveted  house 
staff  appointments,  and  money  and  time  is 
lavished  on  him ! The  one  who  wishes  to 
enter  general  practice,  and  the  one  who 
often  has  to  make  the  decision  having  to  do 
with  life  or  death  and  the  one  who  supplies 
the  major  portion  of  medical  attention  in 
this  country  is  prepared  in  hospitals  of  less 
favorable  standing.  Fortunately,  a few  of 
the  University  Hospitals  in  the  Country  are 
beginning  to  see  the  light  and  have  the 
vision  to  develop  training  programs  for  the 
graduate  who  plans  to  enter  general  prac- 
tice— the  most  balanced  phase  of  medicine. 

R.  H.  K. 
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THE  PRESENT-DAY  TREATMENT  OF 
SYPHILIS 

The  Tennessee  Department  of  Public 
Health  within  the  past  several  weeks  has 
supplied  the  physicians  of  the  state  with  a 
new  schedule  of  suggested  treatment  of 
syphilis  on  an  ambulatory  basis. 

To  those  physicians  who  were  actively 
engaged  in  former  years  in  the  management 
of  this  most  serious  infectious  disease,  it 
seems  almost  inconceivable  that  therapy 
could  be  so  simple.  In  fact  it  seems  to  be 
almost  too  simple,  when  one  recalls  the 
weekly  injections  of  an  arsenical  or  of  bis- 
muth for  sixty  or  seventy  weeks  or  longer, 
not  to  mention  the  occasional  serious  re- 
actions to  arsenic.  Such  a tedious  course  of 
treatment  was  completed  under  the  best 
circumstances  of  patient  intelligence  and 
cooperation  in  probably  less  than  fifty  per 
cent  of  instances.  It  was  the  group  who 
failed  to  take  at  least  a minimum  of  twenty 
injections  of  an  arsenical  and  an  equal  num- 
ber of  bismuth  regularly  that  contributed 
so  greatly  to  the  infectious  reservoir  of  the 
disease  through  infectious  relapse — a major 
public  health  problem.  This  inadequately 
treated  group  also  suffered  in  later  years 
with  a higher  incidence  of  cardiovascular, 
neuropsychiatric  and  gummatous  manifes- 
tations. 

Today  the  sixty  and  more  weeks  of  treat- 
ment can  be  telescoped  to  several  injections 
in  at  most  a few  weeks.  This  makes  it 
practically  certain  that  every  patient  will 
receive  the  treatment  indicated — the  time 
interval  being  so  short  that  interest  in 
treatment  will  be  sustained.  This  certainly 
reduces  the  percentage  of  inadequately 
treated  patients  and  as  certainly  minimizes 
infectious  relapses  and  thereby  spread  of 
the  infection.  Future  decades  should  show 
a decreased  incidence  of  the  late  incapacita- 
ting and  fatal  results  of  the  disease  also. 

Aluminum  monostearate  added  to  pro- 
caine penicillin  delays  absorption  of  the 
antibiotic  so  that  a prolonged  adequate 
blood  level  is  maintained  even  up  to  ninety- 
six  hours.  This  is  the  basis  for  the  recom- 
mendation of  two  injections  of  such  peni- 
cillin weekly  for  two  weeks.  Since  each 
dose  contains  1,200,000  units,  the  total  dos- 
age is  4,800,000  units.  The  clinical  back- 


ground for  the  adequacy  of  such  treatment 
has  been  supplied  by  the  cooperative  exper- 
imental study  which  has  been  carried  on  for 
the  past  two  years  by  the  “Volunteer  Study” 
group  consisting  of  the  clinics  at  the  medi- 
cal colleges  of  the  Universities  of  Alabama, 
Columbia,  Emory,  Johns  Hopkins,  New 
York,  Pennsylvania,  Vanderbilt,  Virginia 
and  Washington  (St.  Louis)  and  the  South- 
western Medical  Foundation.  All  cases  and 
their  follow-up  records  were  pooled  for 
study.  Only  acute  (darkfield  positive)  cases 
were  studied.  Three  treatment  schedules 
were  used:  (1)  one  injection  of  1,200,000 
units;  (2)  two  injections  of  1,200,000  units 
at  a week’s  interval, — total  2,400,000  units; 
and  (3)  four  injections  of  1,200,000  units  at 
weekly  intervals, — total  4,800,000  units. 

Since  seronegative  primary  cases  of 
syphilis  can  be  cured  in  such  a high  per- 
centage of  instances,  (in  100  per  cent  of 
instances  for  practical  circumstances)  sec- 
ondary syphilis  offers  the  real  test  in  the 
experimental  treatment  of  early  syphilis. 

With  previously  untreated  secondary 
syphilis  162  patients  were  treated  with  the 
one  injection  schedule,  192  with  the  two 
injection  and  199  with  the  four  injection 
schedules.  About  one  third  of  each  group 
were  followed  for  more  than  one  year  at  the 
time  of  the  last  summary.  The  cumulative 
re-treatment  rate  in  the  one  injection 
(1,200,000)  group  was  32  per  cent  with  a 
seronegativity  rate  of  only  56  per  cent. 
In  the  four  injection  group  (1,200,000  units 
weekly)  the  re-treatment  rate  was  only  8.7 
per  cent  with  a seronegativity  rate  of  72.2 
per  cent.  Re-treatment  was  necessary  in 
the  first  group  because  of  infectious  relapse 
in  about  14  per  cent  and  serologic  failure 
in  15  per  cent;  in  the  four  injection  group 
the  infectious  relapse  rate  was  4 per  cent 
and  serologic  failure  rate  2 per  cent. 

After  the  above  study  was  begun,  a series 
of  cases  of  secondary  syphilis  were  collected 
at  five  rapid  treatment  centers  conducted 
by  the  U.  S.  Public  Health  Service.  These 
were  treated  on  a unitage  per  kilo  of  weight 
basis,  ranging  from  5,000  to  80,000  units 
per  kilo, — the  total  dose  being  given  in  one 
injection.  A comparison  of  these  cases 
with  those  of  the  first  study  shows  that  the 
20,000  per  kilo  dose  (one  injection)  has  a 
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high  failure  rate  comparable  to  the  one  in- 
jection dosage  schedule  of  1,200,000  units. 
On  the  other  hand,  the  80,000  units  per  kilo 
(one  injection)  dose  is  quite  comparable  in 
effectiveness  to  the  weekly  injection  (for  4 
weeks)  of  1,200,000  units.1'2 

This  background  of  clinical  experience 
indicates  that  the  s chedule  offered  to  the 
profession  of  Tennessee  by  the  State 
Health  Department  is  adequate.  The  sched- 
ule certainly  may  be  applied  to  the  treat- 
ment of  primary  and  secondary  syphilis, 
to  infectious  and  serologic  relapse,  to  early 
latent  syphilis  and  syphilis  in  pregnancy  as 
well  as  to  prenatal  syphilis  in  young  chil- 
dren. 

The  dosage  for  late  latent  and  late  be- 
nign syphilis  are  also  outlined  in  the 
schedule.  These  no  doubt  were  arrived  at 
by  analogy.  Obviously,  nothing  is  known 
to  date  of  the  effectiveness  of  penicillin  in 
quiescent  and  probably,  at  times,  well 
walled-off  foci  such  as  may  obtain  in  late 
latency.  The  observation  of  treated  patients 
in  this  category  must  extend  over  ten  to 
twenty  years  to  answer  the  question.  Cer- 
tainly the  serologic  reactions  in  this  group 
are  influenced  little  by  treatment  though  ad- 
mittedly this  may  not  be  significant.  With 
regard  to  late  benign  disease,  instances  of 
penicillin  resistant  gummas  have  been  re- 
ported, and  some  of  the  successfully  treated 
cases  have  shown  Kahn  tests  persisting  at 
high  levels.  What  this  means  is  not  known 
at  the  present  writing.  (The  subject  of 
neurosyphilis  will  be  reserved  for  another 
editorial  at  a later  date.) 

Your  editor  feels  strongly  that  he  should 
emphasize  an  item  not  mentioned  in  the 
treatment  schedule.  This  is  the  adequate 
follow-up  of  the  treated  patient.  The  phy- 
sician’s responsibility  does  not  cease  with 
the  last  of  the  four  or  more  injections  of 
penicillin  given.  About  one  in  fifteen  pa- 

\Aufranc,  W.  H. : Procaine  Penicillin  with  Alum- 
inum Monostearate  in  the  Treatment  of  Secondary 
Syphilis,  read  at  the  meeting  of  the  American 
Public  Health  Association,  Portland,  Oreg.,  May  29, 
1950. 

Thomas,  E.  W.,  Rein,  C.  R.,  Landy,  S.,  Kitchen, 
D.  K. : Results  of  Single  and  Multiple  Injection 

Schedules  for  the  Treatment  of  Early  Syphilis  with 
Penicillin  in  Oil  and  Aluminum  Monostearate,  Am. 
J.  Syph.,  Conor.  & Ven.  Dis.,  34:331,  1950. 


tients  treated  for  secondary  syphilis  may 
be  expected  to  have  an  infectious  relapse 
and/or  a sero-relapse.  (The  Cooperative 
study  of  over  25,000  cases  of  darkfield  posi- 
tive syphilis  treated  with  penicillin  demon- 
strated that  if  re-treatment  was  delayed 
some  weeks  in  patients  having  a rising 
Kahn  titer  after  a previous  fall,  40  per  cent 
would  develop  infectious  relapse  lesions.) 
It  is  therefore  imperative  that  every  patient 
treated  for  acute  syphilis  be  followed  at 
suitable  and  not  too  long  intervals  for  a 
year,  and  less  frequently  in  the  second  year 
in  serofast  cases.  A clear-cut  rising  titer 
in  one  not  yet  negative,  or  a recurrence  of 
positivity  in  one  who  had  become  negative 
demands  another  spinal  fluid  investigation 
(the  first  having  been  done  at  the  time  of 
the  first  course  of  treatment)  because  of 
the  hazard  of  neurorelapse,  observation  of 
the  sexual  contacts  for  some  six  to  eight 
weeks,  and  re-treatment. 

Your  editor  feels  that  any  clinician  who 
has  treated,  and  observed  subsequently  a 
goodly  number  of  penicillin  treated  syphi- 
litic patients  will  agree  that  the  insistance 
upon  follow-up  observations  is  not  only 
justified,  but  essential. 

R.  H.  K. 


Robert  Sims  Pearce,  M.D. 

Robert  Sims  Pearce,  M.D.,  Memphis; 
University  of  Tennessee  College  of  Medi- 
cine, Memphis,  1915;  aged  56;  died  May  9, 
1950. 

* 

Harold  B.  Damron,  M.D. 

Harold  B.  Damron,  M.D.,  Elizabethton ; 
Medical  College  of  Virginia,  Richmond, 
1932;  aged  43;  died  July  24,  1950. 

* 

Arthur  Otis  Parker,  M.D. 

Arthur  Otis  Parker,  M.D.,  Brush  Creek; 
Chattanooga  Medical  College,  1905;  aged 
66 ; died  July  28,  1950. 

* 

Allen  Woodward  Deane,  M.D. 

Allen  Woodward  Deane,  M.D.,  Pulaski; 
University  of  Nashville  Medical  Depart- 
ment, 1900;  aged  77;  died  July  28,  1950. 
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(The  following  unsolicited  letter  is  from  the  Director  of 
the  State  Journal  Advertising  Bureau  of  the  AMA,  who  ob- 
tains for  us  most  of  the  advertising  published  in  the  Journal. 
He  also  heads  a committee  which  ranks  Journals  of  State 
Medical  Associations  and  Societies.  These  rankings  are  an- 
nounced at  the  fall  AMA  meeting  of  Secretary-Editors.) 

Mr.  V.  O.  Foster 

Managing  Editor  and  Executive  Secretary 
Journal  Tennessee  State  Medical  Assn. 

Dear  Mr.  Foster : 

I have  been  reviewing  the  June  issue  of 
your  journal  and  want  to  compliment  you 
on  the  new  features — Organizational  News 
and  Public  Service.  The  use  of  colored 
stock  makes  this  section  stand  out  and  adds 
something  to  the  publication.  The  reading 
matter  is  most  interesting  and  I am  sure 
your  members  find  it  most  enjoyable. 

Incidentally,  your  new  cover  is  attractive 
— the  present  color  scheme  being  quite  an 
improvement. 

The  editorial  in  this  issue  is  excellent.  I 
was  pleased  to  note  the  emphasis  on  several 
points  which  I stress  when  presenting  ths 
State  Journal  Group  to  advertisers  and 
agencies — the  fact  that  some  doctors  find 
time  to  read  only  their  own  state  journal; 
also  that,  as  the  official  publication  of  the 
state  society,  it  is  a means  of  distributing 
information  on  scientific  medicine,  econom- 
ics, personal  news  items,  etc.,  and  hence  is 
a fine  medium  for  the  advertiser’s  message 
to  the  medical  profession. 

Sincerely  yours, 

Alfred  J.  Jackson,  Director  SJAB 

* 

Dear  Mr.  Foster: 

I have  your  telegram  regarding  Reorgan- 
ization Plan  27.  I,  too,  am  opposed  to  this 
plan  which  would,  in  effect,  promote  Oscar 
Ewing,  the  country’s  chief  advocate  of 
socialized  medicine,  to  cabinet  status.  I am 
not  in  favor  of  either  Mr.  Ewing  or  his 
policies  without  any  real  promise  of  more 
efficiency  or  economy. 

Moreover,  the  Reorganization  Plan  would 


make  for  more  bureaucracy,  not  less — more 
expense,  not  less. 

This  plan  would  permanently  tie  together 
health  agencies  and  medical  services  with 
purely  social  welfare  functions  and  agen- 
cies. Experience  has  taught  us  that  such 
a procedure  demotes  the  professionally 
trained  people  and  promotes  lay  administra- 
tive personnel. 

Sincerely, 

Albert  Gore 
Member  of  Congress 

* 

Gentlemen : 

Your  appreciated  letter  expressing  appre- 
ciation for  my  stand  against  the  President’s 
Reorganization  Plan  No.  27,  has  just  been 
received  by  me. 

I was  only  too  glad  tc  ffy  back  to  Wash- 
ington for  the  special  purpose  of  doing 
everything  possible  to  bring  about  the  de- 
feat of  Plan  No.  27,  and  I am  so  happy  that 
it  was  overwhelmingly  defeated.  The  House 
Post  Office  and  Civil  Service  Committee,  of 
which  I am  Chairman,  recently  made  an 
exhaustive  investigation  of  the  Federal 
Security  Agency  under  the  Administrator, 
Oscar  Ewing.  Our  report  was  rather  crit- 
ical of  this  agency,  due  to  its  faulty  set  up, 
lack  of  coordination,  duplication  of  activi- 
ties, and  the  overstaffing  of  many  of  the 
Departments.  Our  report,  which  was  quite 
critical  of  the  Administrator,  Oscar  Ewing, 
was  sent  to  every  member  of  the  House  a 
few  days  before  we  voted  on  Plan  No.  27. 
“Dr.”  Oscar  Ewing  has  been  too  busy  run- 
ning for  Governor  of  New  York  and  galli- 
vanting over  Europe  and  the  United  States 
in  behalf  of  Socialized  Medicine  to  look  after 
the  Federal  Security  Agency  properly.  If 
Reorganization  Plan  No.  27  had  not  been 
rejected,  Oscar  Ewing  would  have  been 
made  Secretary  of  the  new  Department  of 
Health  and  Welfare  with  the  rank  of  a cabi- 
net member.  I am  vigorously  opposed  to 
any  form  of  Socialized  Medicine  or  National 
Compulsory  Health  Insurance  and  I am  glad 

to  stand  with  the  doctors  and  dentists  in 

* 

their  fight  against  the  proposal. 

I would  appreciate  you  advising  the  doc- 
tors in  my  Congressional  District  of  my 
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active  opposition  to  Reorganization  Plan 
No.  27,  and  my  vigorous  opposition  to  all 
forms  of  Socialized  Medicine. 

Sincerely  yours, 

Tom  Murray 
Member  of  Congress 


Effect  of  ACTH  on  Wound  Healing  in 
Humans 

One  of  the  authors  had  made  a chance 
observation  some  months  before  that  the 
healing  of  a wound  was  delayed  in  the 
presence  of  ACTH  therapy.  This  was  con- 
firmed in  rabbits. 

This  was  studied  further  in  two  patients 
while  on  ACTH  therapy.  In  one  patient 
with  periarteritis  nodosa  and  one  with  rheu- 
matoid arthritis  skin  biopsies  were  made 
on  the  first  day  of  treatment.  The  wounds 
were  closed  with  silk.  Normally,  such 
wounds  would  be  healed  in  a week  or  at 
least  would  show  advanced  granulation  tis- 
sue. At  the  end  of  a week  the  wounds  were 
rebiopsied.  There  was  no  evidence  of  heal- 
ing of  mesenchymal  tissues.  There  were  no 
leucocytes,  proliferating  blood  vessels  nor 
fibroblasts.  A week  after  cessation  of 
ACTH  therapy  the  wounds  were  healed  as 
shown  by  re-biopsy. 

Since  the  question  of  ACTH  influencing 
hyaluronidase  has  been  raised,  the  authors 
supplied  this  (obtained  from  bull  testes)  by 
irrigation  in  an  incision  made  in  the  skin 
and  subcutaneous  tissue  of  a patient  with 
rheumatoid  arthritis  and  under  treatment 
with  ACTH.  A control  wound  irrigated 
with  penicillin  showed  no  healing  as  was 
described  above.  In  the  wound  irrigated 
with  hyaluronidase  it  seemingly  healed. 
However,  biopsy  showed  merely  a bridge 
of  epithelium.  No  mesenchymal  reaction 
had  occurred ; there  was  no  granulation  tis- 
sue. (Creditor,  Bevans,  Mundy  and  Ragan. 
Proc.  Soc.  Exper.  Biol.  & Med.,  74:245, 
1950.) 

Reduction  „of  Mortality  from  X-Radiation 
by  Use  of  Antibiotics 

Previously  Miller,  Hammond  and  Tomp- 
kins showed  that  bacteremia  was  probably 


an  important  factor  in  death  from  radiation 
injury  (see  J.  Tenn.  M.  A.,  43:213).  These 
authors  proceeded  to  study  the  effect  of 
antibiotics  under  these  circumstances 
(Science  111:719,  1950). 

The  irradiated  mice  were  divided  into  two 
groups,  one  as  a control  group,  the  other 
in  which  the  mice  were  injected  at  from  4 
to  28  days  after  irradiation  with  strepto- 
mycin in  different  doses,  with  streptomycin 
and  penicillin  and  with  chloramphenicol. 
The  use  of  6,000  micrograms  of  strepto- 
mycin reduced  the  mortality  in  a 30  day 
observation  period  to  16  per  cent  as  against 
81  per  cent  in  the  control  group.  In  those 
treated  with  10,000  units  of  penicillin  plus 
5,000  micrograms  of  streptomycin  the  mor- 
tality was  25  per  cent  as  compared  with  66 
per  cent  in  the  controls.  The  results  with 
chloramphenicol  and  aureomycin  were  less 
striking. 

Fat  Absorption  and  Arteriosclerosis 

The  so-called  chylomicron  darkfield  tech- 
nic permits  the  study  of  particles  of  emulsi- 
fied fat  (about  1 micron  in  diameter)  in  the 
blood  following  the  ingestion  of  fat.  Be- 
cause of  the  relationship  of  cholesterol  to 
arteriosclerosis  Becker,  Meyer  and  Necheles 
(Science  110:529,  1949)  studied  fat  absorp- 
tion as  related  to  age. 

They  examined  the  blood  in  30  young  sub- 
jects averaging  18  years  and  in  30  old  sub- 
jects averaging  76  years.  A standard  fat 
meal  of  0.5  Gm.  of  oleomargarine  per  kilo- 
gram of  body  weight  on  2 oz.  of  white  toast 
were  given  with  a cup  of  tea.  Frequent 
chylomicron  counts  were  made  from  finger 
blood.  In  the  young  subjects  the  peak  ap- 
peared at  about  3 hours  returning  to  fasting 
levels  by  the  fifth  hour.  In  the  old  subjects 
the  peak  was  not  reached  until  8-12  hours 
and  the  return  to  the  fasting  level  did  not 
occur  until  the  end  of  a 24  hour  period. 

Since  everyone  eats  some  fat,  it  appears 
that  the  older  person  may  have  fat  almost 
constantly  in  the  blood.  This  rarely  occurs 
under  the  age  of  50  years.  It  seems  that 
there  is  a change  in  fat  absorption  and  di- 
gestion in  older  subjects. 

The  obvious  question  which  this  study 
raises  is  whether  this  change  in  the  handling 
of  fat  is  a factor  in  the  development  of 
arteriosclerosis. 
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Repository  Penicillin  in  the  Treatment  of 
Pneumococcus  Pneumonia 

A study  was  conducted  with  the  objective 
of  learning  whether  large  doses  of  a depot 
penicillin  offered  any  better  outlook  in 
pneumonia  than  the  use  of  aqueous  peni- 
cillin at  three  hour  intervals.  A total  of 
686  patients  having  a typical  pneumococ- 
cus pneumonia  were  included  in  the  study. 
The  study  was  begun  by  giving  600,000 
units  of  penicillin  in  oil  and  beeswax 
twice  daily.  This  was  used  in  238  pa- 
tients. Procaine  penicillin  in  oil  of  the 
same  dosage  was  used  in  45  patients.  The 
control  group  consisted  of  403  patients 
treated  with  other  plans  of  administering 
penicillin.  The  results  were  identical.  The 
fatality  rate  among  the  repository  penicillin 
group  was  5 per  cent,  and  was  5.4  per  cent 
in  the  403  patients  receiving  other  forms 
of  penicillin.  The  rates  were  also  the 
same  in  patients  having  complicating  dis- 
eases and  in  the  several  age  groups. 

The  authors,  Dowling,  Lepper  and  Hirsch 
(Am.  J.  M.  Sc.  220:17,  1950)  suggest  that 
the  mortality  rate  in  pneumococcus  pneu- 
monia has  probably  reached  an  irreducible 
minimum.  An  analysis  of  their  cases  shows 
that  the  fatal  cases  were  those  in  whom  a 
variety  of  complications  were  present, — 
diabetes,  heart  disease,  hepatic  cirrhosis, 
chronic  alcoholism  and  the  like.  Several 
uncomplicated  cases  but  moribund  on  ad- 
mission also  were  in  the  fatal  group. 


. 
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Not  a single  Tennessee  Congressman 
voted  for  President  Truman’s  Reorganiza- 
tion Plan  27  when  it  reached  a last  ditch 
fight  on  the  House  floor  last  month. 

The  Plan  would  have  lumped  health 
functions  into  a ponderous  new  federal  de- 
partment with  education  and  security,  with 
Oscar  Ewing  as  the  Czar. 

Congressmen  Jennings,  Murray,  Gore 
and  Davis  voted  against  the  Plan.  The 
remaining  six  Congressmen  did  not  vote. 
All  ten  are  campaigning  for  re-nomination. 

Individual  physicians  have  expressed 
their  appreciation  to  Representatives  Gore, 


Davis,  Murray  and  Jennings.  The  Journal 
wishes  to  publicly  do  the  same  and  commend 
these  men  as  champions  of  individual  rights 
and  protectors  of  the  highest  health  stand- 
ards in  the  world. 

* 

AMA  Membership  Dues 

Decisions  of  AMA  Board  of  Trustees  at 
AMA  Session  in  San  Francisco: 

1.  The  County  society  shall  determine 
when  the  payment  of  (AMA)  dues  is  a hard- 
ship, but  in  no  case  will  the  American 
Medical  Association  dues  be  remitted  unless 
the  county  and  state  dues  also  are  remitted. 

2.  A person  in  actual  training  for  not 
more  than  five  years  after  his  graduation 
from  medical  school  will  be  exempted,  pro- 
vided he  is  also  exempted  from  county  and 
state  dues. 

3.  The  dues  of  a physician  who  joins  his 
county  society  after  July  1 will  be  $12.50; 
if  he  joins  before  July  1 his  dues  will  be 
$25.00  for  that  year. 

4.  A physician  who  transfers  from  one 
state  or  county  to  another  will  not  be  ex- 
pected to  pay  the  dues  a second  time ; that 
is,  he  will  not  be  expected  to  pay  them 
in  the  state  or  county  to  which  he  has  re- 
moved if  he  paid  them  in  the  state  or  coun- 
ty from  which  he  moved. 
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New  Jackson  County  Hospital  Follows 
"Old  Hickory"  Spirit 

Jackson  County,  named  for  “Old  Hickory’’ 
and  one  time  home  of  Cordell  Hull,  followed 
faithfully  the  free  enterprise  philosophy  of 
those  two  men  in  building  the  hospital  dedi- 
cated at  Gainesboro  July  23. 

Rather  than  submit  to  regulations  of  the 
federal  hospital  construction  law,  the  build- 
ing committee  floated  bonds  to  erect  the 
thirty-bed,  model  plant  now  operating  with 
a full  staff  of  doctors  and  nurses. 

The  building  committee  announced  that 
the  hospital  was  constructed  for  $300,000 
less  than  the  federal  estimate,  if  it  had 
been  constructed  under  the  Hill-Burton  law. 
Bonds  were  issued  for  $175,000  and  the 
committee  turned  back  $10,000. 

The  hospital  exceeds  some  national 
standards.  The  national  standard  of  space 
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per  patient  is  70  square  feet.  The  Jackson 
County  hospital  has  90  square  feet  in  its 
wards  and  105  in  private  rooms. 

Dr.  Harrison  H.  Shoulders  of  Nashville, 
who  was  born  and  reared  in  Jackson  County 
and  later  became  President  of  the  Ameri- 
can Medical  Association,  returned  to  speak 
to  a dedication  ceremony  crowd  that  ex- 
ceeded 800  despite  a day-long  rain. 

Dr.  Shoulders  declared  that  “The  proper 
conduct  of  an  up  to  date  general  practice 
of  medicine  at  the  present  time  requires  the 
facilities  of  a community  hospital.’’ 

He  said  that  although  modern  medical  and 
hospital  care  costs  more  today,  the  improve- 
ment in  results  is  worth  the  increased  cost 
“a  thousand  times  over  again.’’ 

Dr.  Shoulders  said  he  hoped  that  con- 
tinued construction  of  hospitals  would  “shut 
the  mouths  of  those  who  have  clamored  so 
long  and  so  loud  for  the  construction  of  the 
greatest  medical  care  system  on  earth  in 
order  to  satisfy  their  greed  for  power  and 
patronage.” 

He  said  it  was  annoying  to  him  that  peo- 
ple who  would  not  think  of  being  without 
fire  insurance  would  still  fail  to  buy  health 
insurance. 

Following  up  this  theme,  Emerson 
Mitchell.  Chattanooga  insurance  executive 
said  that  prepaid  voluntary  health  coverage 
was  the  answer  to  the  number  one  health 
problem  of  the  nation. 

He  praised  the  Tennessee  State  Medical 
Association  for  developing  “The  Tennessee 
Plan”  under  which  twenty  insurance  com- 
panies sell  a prepaid  surgical  and  obstetri- 
cal coverage  policy. 

“If  we  are  to  preserve  our  American  way 
of  life,  our  free  enterprise  system  that  has 
made  us  the  greatest  nation  in  the  world, 
we  must  accept  our  own  obligations  to  so- 
ciety voluntarily,”  Mitchell  said. 

“I  know  of  no  better  way  than  to  start 
with  a good  program  of  voluntary  prepaid 
health  insurance  and  forestall  the  possibil- 
ities of  compulsory  socialization  of  medical 
hospital  services  so  that  we  can  continue  to 
have  the  finest  medical  care  available.” 

Congressman  Albert  Gore  said  the  medi- 
cal profession  was  solving  the  three  big 
health  problems  which  he  listed  as  (1)  in- 
adequate hospital  facilities,  (2)  proper  dis- 


tribution of  doctors  and  (3)  cost  of  medical 
care. 

Representative  Gore  said  “medical  science 
has  made  marvelous  progress  in  re- 
cent years.”  He  declared  that  socialized 
medicine  was  not  the  answer  to  any  medical 
problem. 

Governor  Gordon  Browning  warmly 
praised  Jackson  Countians  for  “personally 
attending  to  this  part  of  public  welfare.” 

He  said,  “I  believe  in  free  enterprise  in 
the  professions  as  well  as  in  everything 
else.  I can’t  blame  doctors  for  wanting  to 
work  where  the  facilities  are  available.  If 
others  do  as  you  have  done,  we’ll  have 
plenty  of  doctors  everywhere.” 

The  Jackson  County  High  School  Band, 
directed  by  Fowler  Stanton  and  organized 
this  year,  provided  the  musical  background 
for  the  dedication. 

Mayor  J.  M.  Draper  was  master  of  cere- 
monies, Hop  Anderson  was  chairman  of  the 
program,  Rev.  Frank  Suavely  of  the  Meth- 
odist Church  gave  the  invocation,  P.  J. 
Anderson  welcomed  the  audience  and 
Brother  Joe  K.  Alley  of  the  Church  of 
Christ  pronounced  the  benediction. 

The  hospital  building  committee  was  com- 
posed of  Herman  Smith,  Chairman,  Dr.  R. 
C.  Gaw,  J.  L.  McCarver,  and  L.  B.  Ramsey. 

The  operating  committee  was  composed 
of  Dr.  L.  R.  Anderson,  Chairman,  Clarence 
Hall  and  Hop  Anderson. 

Members  of  the  medical  staff  are  Drs.  C. 
E.  Reeves,  R.  C.  Gaw,  L.  R.  Anderson,  L.  R. 
Dudney,  W.  T.  Anderson  and  Tom  Clark. 

Miss  Milba  King  is  hospital  superintend- 
ent; S.  W.  Hickok,  general  manager;  Mrs. 
S.  W.  Hickok,  superintendent  of  nurses  and 
Miss  Virginia  McAlexander  is  operating 
room  supervisor. 

Mrs.  L.  R.  Dudney  assisted  the  dedication 
chairman  with  the  program  and  entertain- 
ment of  guests. 

* 

Postgraduate  Study 

The  postgraduate  courses  in  psychiatry 
have  been  completed  in  Northeast  Tennessee 
and  the  instructor,  Dr.  Ralph  P.  Townsend 
of  New  York,  re-opened  the  series  in  the 
Knoxville  area  this  month. 

The  Tennessee  State  Medical  Association 
committee  on  Postgraduate  Instruction 
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sponsors  the  program.  Financial  contribu- 
tions come  from  the  TSMA  treasury,  the 
State  Department  of  Health,  the  University 
of  Tennessee  and  Vanderbilt  Medical 
Schools  and  the  Commonwealth  Fund  of 
New  York. 

Dr.  Townsend  will  cover  the  state  in  two 
years  with  his  course  on  the  emotional  fac- 
tors in  disease,  giving  it  in  county  seat 
towns  and  centers  where  Medical  Societies 
wish  him.  Forty-five  tentative  centers  have 
been  established  in  the  state  to  date. 

The  Postgraduate  Committee  was  asked 
by  the  Tennessee  Division  of  the  American 
Cancer  Society  and  their  Committee  to  co- 
operate in  a postgraduate  course  with  a 
cancer  team  in  West  Tennessee  during  May. 
Comments  from  doctors  who  attended  the 
course  of  one  afternoon  and  evening  in- 
cluded : 

Pulaski — “This  was  one  of  the  best  meet- 
ings I have  ever  attended  and  I was  glad  of 
the  opportunity.  It  was  certainly  worth 
while.”— T.  F.  B. 

Lawrenceburg — To  Dr.  C.  H.  Heacock, 
Chairman.  “We  had  our  cancer  team  of 
distinguished  speakers  on  yesterday,  May 
the  19th.  I must  say  that  distinguished 
speakers  is  correct.  We  had  a good  attend- 
ance which  I am  sure  Mr.  Kibler  will  re- 
port. There  were  about  twenty-five  doctors 
present  and  they  stayed  through  it  all.  It 
was  indeed  wonderful. 

“In  forty  years  of  practice  and  attending 
medical  societies  and  meetings,  this  was 
the  most  wonderful  I have  ever  witnessed, 
and  I am  sure  that  all  who  attended  will 
say  the  same.  We  enjoyed  it  immensely, 
and  I want  the  committee  to  know  it.”  T.  J. 
Stockard,  M.D.  (Pres.  4 county  medical 
society). 

This  cancer  team  was  composed  of  Dr. 
Louis  M.  Orr,  Head  of  Orr  Urological 
Group,  Orlando ; Dr.  Robert  L.  Brown, 
Associate  Director  of  Robert  Winship  Me- 
morial Clinic,  Emory  University,  Atlanta; 
and  Dr.  Oliver  S.  Moore,  New  York,  N.  Y. 

Your  committee  is  planning  a similar  tour 
for  East  Tennessee  in  November.  Four  of 
the  centers  have  been  selected,  Oak  Ridge, 
Kingsport,  Cookeville  and  Cleveland.  Your 
Committee  is  open  for  a fifth  center  from 
some  Medical  Society  who  wishes  it.  No 


fee  is  charged,  funds  being  supplied  by  the 
American  Cancer  Society. 


News  from  the  Tennessee  Department  of 
Public  Health — Practice  of  Medicine  in 
Tennessee,  1950* 


Type  of  Practice 

Number  of 
Physicians 

Per 

Cent 

Total 

2,805 

100 

General  Practice 

1,456 

51.9 

Surgery : 

1.  General 

173 

6.2 

2.  Thoracic 

10 

0.4 

3.  Neurological 

16 

0.6 

4.  Proctology 

9 

0.3 

5.  Orthopedic 

42 

1.5 

6.  Genito-Urinary 

42 

1.5 

7.  Plastic 

6 

0.2 

8.  Ophthalmology 

31 

1.1 

9.  E.E.N.T.  or  E.N.T. 

110 

3.9 

10.  Obstetrics  and/or 

Gynecology 

89 

3.2 

Internal  Medicine 

155 

5.5 

Psychiatry  or  Neuropsychiatry 

48 

1.7 

Allergy 

7 

0.2 

Preventive  Medicine  and 
Health 

Public 

67 

2.4 

Tuberculosis  or  Diseases 

of  Chest  9 

0.3 

Industrial  Medicine 

32 

1.1 

Physical  Medicine 

2 

0.1 

Pediatrics 

98 

3.5 

Radiology 

43 

1.5 

Pathology 

19 

0.7 

Dermatology 

18 

0.6 

Pharmacology 

1 

0.0 

Anesthesiology 

25 

0.9 

Administrators 

9 

0.3 

Teachers 

47 

1.7 

Residents 

163 

5.8 

Interns 

78 

2.8 

"This  table  includes  information  from  applica- 
tions for  certificates  of  annual  registration  for  1950 
presented  to  the  State  Licensing  Board  for  the 
Healing  Arts.  Information  concerning  the  special- 
ties was  only  used  where  it  was  indicated  that  the 
specialty  was  full-time.  Others  were  tabulated  as 
general  practitioners. 


Faculty  Additions  at  the  University  of 
Tennessee  College  of  Medicine 

Department  of  Anatomy.  As  Assistant  Pro- 
fessor, Dr.  Fern  W.  Smith  of  the  Univer- 
sity of  Missouri. 

As  Instructors,  Sigfrid  Zitzlsperger, 
M.D.,  of  Germany;  T.  H.  Doggett,  M.D., 
(U.  T.)  and  William  French,  M.D.  (U.  T.) 
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Department  of  Physiology.  As  Assistant 
Professor,  Robert  C.  Little,  M.S.,  M.D., 
Western  Reserve  University. 

Department  of  Pharmacology.  As  Instruc- 
tor, Frederick  Meyers,  M.D.,  of  the  Uni- 
versity of  California. 

Department  of  Medicine.  As  Assistant, 
James  E.  Alexander,  M.S.,  M.D.,  (U.  T.) 
Department  of  Surgery.  As  Assistants, 
McCarthy  DeMere,  M.D.  (U.  T.) ; William 
E.  French,  M.D.  (U.  T.)  and  William  T. 
Tyson,  Jr.,  M.D.  (U.  T.) 

* 

Dr.  L.  E.  Coolidge  has  returned  to  Greene- 
ville  after  a West  Coast  trip  to  attend  the 
ANA  Convention  and  the  meeting  of  the 
Self-Supporting  Institutions  of  the  Seventh- 
Day  Adventist  denomination.  He  is  vice- 
president  of  the  latter  organization.  He 
also  attended  the  quadriennial  conference  of 
the  denomination. 

* 

Dr.  Sr.  Hurt,  of  Tipton  County  has  re- 
tired after  48  years  of  practice,  during 
which  he  was  the  first  to  welcome  3,000 
Tipton  Countians  into  the  world.  The  Cov- 
ington Leader  praised  him  warmly  in  a 
“retirement”  editorial  July  20. 

* 

Dr.  E.  Pershing  Muncy  is  now  associated 
with  Milligan  Clinic  in  Jefferson  City.  A 
native  East  Tennessean,  he  served  recently 
in  the  Pratt  Diagnostic  hospital  in  Boston 
and  as  an  instructor  in  the  Department  of 
Internal  Medicine  of  Tufts  Medical  College. 
* 

Dr.  Joseph  Franklin  Fisher  of  North 
Carolina  and  Dr.  Leighton  N.  Smith  of 
Nashville  have  begun  the  practice  of  medi- 
cine in  Sparta. 

+ 

Dr.  Philip  H.  Livingston  of  Chattanooga 
is  a newly  elected  member  of  the  Scientific 
Council  of  The  American  Heart  Association. 

* 

Dr.  H.  James  Brown,  who  specializes  in 
internal  medicine,  has  opened  an  office  in 
Kingsport.  Following  navy  service  in  World 
War  II,  he  practiced  in  Booneville,  Miss., 
and  for  the  past  three  years  has  been  a 
resident  physician  in  Louisville  General 
Hospital. 
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Dr.  W.  M.  Hardy,  prominent  Nashville 
physician  and  religious  leader,  has  been 
elected  president  of  the  newly  chartered 
Disciples  Foundation,  an  organization  of 
the  Disciples  of  Christ. 

The  incorporators  are  Dr.  Hardy,  Presi- 
dent; Dr.  H.  T.  Wood,  Memphis,  Vice-Presi- 
dent; Dr.  George  N.  Mayhew,  Secretary; 
Dr.  Roger  T.  Nooe  and  Mr.  Forrest  F.  Reed. 

Mr.  Charles  H.  Wetterau  was  elected 
Treasurer. 

Purposes  of  the  organization  include  se- 
curing graduate  ministerial  students  from 
the  Disciples  of  Christ  churches  and  col- 
leges, and  supervision  of  student  work  with 
the  churches  in  Tennessee  in  co-operation 
with  the  Tennessee  Christian  Missionary 
Society  and  its  secretary. 

The  Disciples  Foundation  also  will  em- 
ploy an  acceptable  person  to  teach  in  the 
school  of  religion  of  Vanderbilt  University. 
The  same  person  will  serve  as  dean  of  the 
Disciples  House,  a home  for  graduate  stu- 
dents in  religion  at  Vanderbilt.  He  also  will 
operate  a center  for  all  students  attending 
Nashville  schools. 

* 

Dr.  E.  W.  Mitchell  of  Crossville  was 
seriously  injured  July  14  by  two  men  who 
attacked  him  in  the  garage  of  his  home. 
In  Cumberland  Medical  Center  he  was  treat- 
ed for  a fractured  skull,  injured  ankle  and 
head  lacerations.  The  attackers  rifled  Dr. 
Mitchell’s  pockets  and  fled. 

* 

Dr.  John  H.  Roberson  has  been  appointed 
director  of  the  Office  of  Research  and  Med- 
icine of  the  Atomic  Energy  Commission  in 
Oak  Ridge.  He  succeeds  Dr.  A.  H.  Holland, 
Jr.,  who  resigned  to  become  associate  medi- 
cal director  of  Armour  Laboratories,  Chi- 
cago. 

* 

Dr.  Howard  B.  Marble  of  Lvn-Mar  Hills 
has  accepted  the  position  of  plant  physician 
for  the  American  Enka  Corporation  at  Low- 
land, succeeding  Dr.  William  E.  Nunnery, 
who  resigned  to  specialize  in  urologic  sur- 
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gery.  Dr.  Marble  also  will  continue  gen- 
eral practice  in  Morristown. 

* 

Dr.  Charles  F.  George  of  Morristown 
plans  to  open  an  office  for  practice  in  his 
home  town  following  a summer  course  in 
surgery  at  East  Tennessee  Baptist  Hospital. 
He  recently  completed  a year’s  residency  in 
orthopedics  in  Knoxville  General.  He  served 
with  the  Army  of  Occupation  in  Germany 
several  years  following  completion  of  his 
medical  course. 

* 

The  Memphis  and  Shelby  County  Medical 
Society  recently  honored  three  members 
who  were  elected  presidents  of  the  national 
organization  pertaining  to  their  fields.  They 
were  Dr.  Thomas  D.  Moore,  President  of 
the  American  Urological  Association;  Dr. 
James  Spencer  Speed,  President  of  the 
American  Orthopedic  Association ; and  Dr. 
John  J.  Shea,  1949  President  of  the  Ameri- 
can Laryngological,  Rhinological  and  Oto- 
logical  Society. 

* 

Dr.  Frank  S.  Flanary  recently  opened  an 
office  in  Kingsport  to  practice  pediatrics. 
He  graduated  from  the  Medical  College  of 
Virginia  and  received  internship  and  resi- 
dency training  in  the  University  of  Georgia 
Hospital.  Dr.  Flanary  served  three  years 
in  the  U.  S.  Army  during  World  War  II. 

* 

Dr.  Ralph  H.  Adams  has  resigned  as  head 
of  Good  Samaritan  Hospital,  Woodbury, 
Tenn.,  to  become  professor  of  clinical  sur- 
gery at  the  Boston  University  Medical 
School.  Before  assuming  his  new  duties, 
Dr.  Adams  began  a speaking  tour  in  this 
country,  Argentina  and  Italy. 

* 

Dr.  Paul  H.  Goodman,  as  President  of  the 
McMinnville  Exchange  Club,  was  presented 
the  E.  W.  Sprague  Memorial  Award  given 
annually  to  the  outstanding  Exchange  Club 
in  the  state. 
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Report  of  President  to  Meeting  of 
Woman's  Auxiliary  to  American  Medical 
Association 

The  twenty-seventh  annual  meeting  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association  held  in  San  Francisco, 
June  26-30,  1950,  was  an  outstanding  suc- 
cess both  from  the  standpoint  of  attendance 
and  program.  The  registration  was  1,703. 
The  Fairmont  Hotel  was  headquarters,  and 
everything  possible  was  done  to  make  the 
meeting  a success,  consequently  our  stay  in 
San  Francisco  was  a happy  one.  The  local 
committee  on  convention  deserves  credit  for 
an  excellent  job. 

On  Monday  morning  round-table  discus- 
sions were  held  on  Hygeia,  Legislation  and 
Public  Relations.  The  discussion  on  Pro- 
gram was  led  under  capable  Mrs.  Leo  Shae- 
fer  in  the  early  afternoon.  She  said,  “Pro- 
gram was  Public  Relations  in  action.”  This 
next  statement  is  excellent,  “Program  with- 
out Public  Relations  is  futile ; Public  Rela- 
tions without  Program  is  fatal.” 

The  general  session  opened  Tuesday 
morning  with  Mrs.  David  B.  Allman,  Presi- 
dent, presiding. 

Your  delegate  was  impressed  with  the 
broadness  of  other  state  programs  and  the 
enthusiastic  planning  of  varied  activities, 
including  health  days,  school  health  pro- 
grams, nurse  recruitment,  radio  broadcasts, 
and  most  important,  methods  for  combating 
compulsory  sickness  insurance.  The  Presi- 
dent of  the  Florida  Auxiliary  gave  an  in- 
teresting and  challenging  discussion  on  the 
ladies’  work  in  defeating  Senator  Pepper. 

On  Wednesday  the  meeting  came  to  a 
close  with  the  report  of  the  nominating 
committee  and  the  election  of  new  officers. 
Mrs.  Arthur  A.  Herold  of  Shreveport,  La., 
was  installed  as  President  for  the  coming 
year,  and  Mrs.  Harold  F.  Wahlquist  of  Min- 
neapolis, Minn.,  was  chosen  President-Elect. 
Mrs.  W.  W.  Potter,  a director  for  1950-51, 
was  elected  a member  of  the  National  Nom 
mating  Committee. 

Much  was  accomplished  during  the  past 
year  under  the  able  and  conscientious  lead- 
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ership  of  Mrs.  Allman,  and  I am  confident 
that  Mrs.  Herold,  our  President,  from  the 
Southland,  will  carry  on  the  excellent  work. 
Mrs.  Park  Niceley,  President. 


LOCATION  WANTED 


Editor: 

Please  send  me  any  information  you  may 
have  concerning  small  towns  in  Tennessee 
in  which  there  is  an  opening  for  a physi- 
cian. Please  send  in  care  of  Mr.  R.  G.  Ellis 
at  Due  West,  S.  C. 

Thank  you  for  your  attention  to  this  mat- 
ter. 

J.  D.  McRee,  M.D. 


World  Surgery — 1950.  By  Stephen  A.  Zie- 
man,  M.D.  Philadelphia,  1950,  J.  B.  Lip- 
pincott  Company, 

The  book  is  composed  of  abstracts  of  the 
world  literature  in  surgery  for  1948  and 
1949.  Recent  advances  in  diagnostic  and 
technical  procedures,  non-operative  surgical 
treatment,  and  statistical  data  regarding 
results  of  therapy  are  presented.  The  ab- 
stracts are  brief,  concise  and  clear.  The 
arrangement  of  the  table  of  contents  is  un- 
der nine  headings,  for  example  gastrointes- 
tinal surgery,  gynecology  and  orthopedics, 
plus  a heading  for  miscellaneous  subjects. 
There  is  an  author  and  a subject  index. 

The  size  of  the  book  (177  pages)  prohib- 
its review  of  every  article  during  the  two 
years  which  it  covers.  Its  data  overlaps 
somewhat  the  material  presented  in  the 
yearbooks  and  in  abstracts  which  appear  in 
the  medical  journals.  The  author  does  not 
state  whether  or  not  he  intends  to  publish 
such  abstracts  every  two  years.  The  book 
represents  a tremendous  amount  of  work, 
is  well  written  and  contains  a fair  number 
(53)  of  good  illustrations.  Its  value  for 
reading  or  reference  is  quite  limited. 

Barton  McSwain,  M.D. 


Conduction  Anesthesia:  Protection  Afforded  The 

Premature  Infant.  Masters,  VV.  II.,  and  Ross, 

R.  W„  J.  A.  M.  A.,  141:909,  1949. 

The  lowest,  uncorrected  premature  infant  mortal- 
ity rate  has  been  reported  from  the  St.  Louis 
Maternity  Hospital,  during  a recent  3%  year 
period.  From  July  1945  to  December  1948,  3000 
labors  and  deliveries  were  completed  under  con- 
duction anesthesia.  Of  these,  2500  were  done  with 
caudal  and  500  with  saddle  block  anesthesia.  The 
conduction  anesthesia  series  represented  28.2%  of 
the  10,640  deliveries  during  the  period.  There  were 
631  premature  births,  of  which  40  were  macerated 
stillborn,  thus  leaving  591  infants  for  analysis. 

In  this  series,  prematurity  has  been  indicated 
purely  on  a weight  basis.  The  care  of  all  the  pi-e- 
mature  infants  was  under  the  supervision  of  the 
Department  of  Pediatrics,  and  was  identical  with- 
out regard  to  the  method  of  analgesia  or  anes- 
thesia employed  for  the  mother. 

The  authors  present  two  groups  of  cases:  a con- 
duction group  and  a non-conduction  group.  The 
non-conduction  group  consists  of  those  patients 
whose  labors  and  deliveries  were  carried  out  under 
twilight  sleep,  inhalation,  pudendal  block,  pentothal, 
or  any  combination  of  these  methods.  Also  in- 
cluded in  this  group  were  17  patients  whose  mothers 
received  no  analgesia  or  anesthesia.  A total  of 
347  premature  infants  comprised  the  non-conduc- 
tion group  and  244,  the  conduction  group.  The  only 
selection  in  the  series  was  that  made  necessary  by 
the  patients  whose  obstetric  patterns  were  clouded 
by  complicating  disease.  Thus,  85%  of  the  patients 
with  diabetes  and  80%  of  the  patients  with  severe 
toxemia  were  delivered  under  conduction  anesthesia. 

Among  347  premature  babies  delivered  under 
non-conduction  anesthesia,  there  was  an  infant 
mortality  of  20.8%,  ranging  downward  from  100% 
mortality  in  the  group  from  500  to  1000  grams  to 
7.8%  in  the  group  from  2001  to  2500  grams.  Among 
244  premature  babies  delivered  under  conduction 
anesthesia,  there  was  a 10.7%  fetal  mortality, 
ranging  from  76.9%  in  the  group  from  500  to  1000 
grams,  to  3.6%  in  the  group  from  2001  to  2500 
grams. 

Conduction  anesthesia  protects  the  premature 
infant  both  during  and  after  delivery,  because  of 
slowing  of  the  first  stage  of  labor  and  reduction 
of  the  tendency  toward  precipitous  labor  or  de- 
livery. The  resistance  of  the  perineal  floor  is  es- 
sentially eliminated  as  a result  of  the  extensive 
perineal  relaxation  which  is  achieved.  With  the 
patient  receiving  100%  oxygen,  the  premature  head 
is  gently  and  easily  guided  over  the  relaxed 
perineal  floor  and  delivered  by  forceps  in  an  effort 
to  reduce  to  the  barest  minimum  the  rigors  of  the 
second  stage  of  labor.  Only  three  of  244  premature 
infants  who  were  alive  when  labor  began,  died 
during  the  progress  of  labor  or  delivery,  or  before 
they  could  be  admitted  to  the  nursery,  when  con- 
duction anesthesia  was  administered.  In  direct 
contrast,  36  of  the  347  infants  died  either  during 
labor  or  immediately  thereafter,  when  other 
methods  of  analgesia  were  employed. 
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The  use  of  conduction  anesthesia  obviates  the 
need  for  medication  of  the  mother  and  its  effects 
upon  the  infant.  The  resuscitation  rate  in  the  pre- 
mature component  is  far  lower  when  conduction 
anesthesia  is  employed. 

Those  patients  who  were  not  given  anesthesia 
or  analgesia  were  assigned  to  the  non-conduction 
group,  because  there  is  a loss  of  positive  protection 
to  cerebral  tension  in  the  infant  caused  by  the 
generally  rapid  premature  labor. 

The  authors  discourage  the  use  of  pudendal  block 
in  premature  labors  because  it  affords  essentially 
no  protection  for  the  first  stage  of  labor.  In  ad- 
dition, premedication  in  various  amounts  was  ap- 
plied during  the  first  stage  of  labor. 

The  uncorrected  infant  mortality  of  10.7%  in 
the  conduction  group  represents  a reduction  in 
premature  infant  mortality  of  at  least  100%  over 
any  figure  previously  published. 

(Abstracted  by  Milton  Smith  Lewis,  M.D.,  Nash- 
ville 3,  Tennessee.) 

* 

The  Recognition  and  Diagnosis  of  Diabetes  Melli- 

tus,  Keltz,  B.  F.  Am.  Pract.  and  Digest  of  Treat., 

1:1,  1950. 

A survey  conducted  by  the  American  Diabetes 
Association  in  1947  indicated  that  there  are  prob- 
ably as  many  unknown  diabetics  in  the  United 
States  as  there  are  known  cases.  The  importance 
of  early  recognition  cannot  be  over-emphasized. 
Routine  urine  examinations  should  be  made  by 
every  physician  on  every  patient  consulting  him. 
It  is  imperative  to  consider  diabetes  as  a possibility 
in  all  patients  who  are  ovei’weight,  or  who  have 
boils,  carbuncles,  pruritus  vulvae,  retinitis,  etc.  In 
such  cases  the  absence  of  glycosuria  may  not  rule 
out  diabetes  and  a blood  sugar  determination  should 
be  made. 

The  author  warns  against  making  a diagnosis 
of  diabetes  on  the  presence  of  reducing  substances 
in  the  urine  alone,  and  cites  two  cases  where  this 
was  done.  These  two  patients  did  have  a positive 
test  for  sugar  but  the  blood  sugar  was  normal. 
Blood  sugar  estimations  provide  the  most  accurate 
laboratory  procedure  in  the  diagnosis  of  diabetes. 
The  maximum  normal  fasting  blood  sugar  is  120 
mg.  %,  and  post-prandial  is  180  mg.  % in  venous 
blood.  In  borderline  cases  a glucose  tolerance  test 
may  be  necessary.  Conn  has  emphasized  that  a 
preparatory  high  carbohydrate  diet  for  3 to  5 days 
before  the  test  is  essential. 

(Abstracted  for  the  Tennessee  Diabetes  Associa- 
tion by  Philip  C.  Thomas,  M.D.,  Knoxville,  Ten- 
nessee.) 

* 

Injury  to  the  Urinary  Tract  as  a Complication  of 

Gynecological  Surgery.  Holloway,  H.  J„  Am.  J. 

Obst.  & Gynec.,  60:30,  1950. 

Until  recent  years,  injuries  to  the  urinary  tract 
were  encountered  much  more  frequently  as  an 
obstetrical  than  a gynecological  complication.  Mod- 
ern obstetrical  teaching  has  virtually  eliminated 
these  lesions  from  the  obstetrical  field,  and  at  the 


present  time  the  great  majority  of  injuries  to  the 
bladder  and  ureter  are  caused  by  gynecological 
procedures.  In  the  past  seven  years,  4,491  gyneco- 
logical operations  were  performed  at  the  Evanston 
Hospital.  Among  these  procedures,  thirty-one 
patients  sustained  injuries  to  the  urinary  tract. 
The  details  of  these  injuries  are  presented.  In  all 
cases  in  which  the  injuries  were  recognized  at  the 
time  of  operation,  and  were  capable  of  being  re- 
paired, the  postoperative  course  was  uneventful. 
In  all  cases  in  which  the  injury  was  unrecognized 
at  the  time  of  operation,  the  postoperative  course 
was  extremely  stormy.  The  ordinary  means  by 
which  these  injuries  may  be  prevented  is  men- 
tioned. It  is  particularly  urged  (a)  that  methylene 
blue  be  instilled  into  the  bladder  before  all  major 
gynecological  procedures  as  an  aid  to  the  im- 
mediate recognition  of  bladder  injuries,  and  (b) 
that  catheters  be  placed  in  the  ureters  prior  to  any 
gynecological  procedure  in  which  extensive  ad- 
hesions or  difficult  dissections  are  anticipated.  It 
is  considered  that  by  these  means  the  great  majority 
of  urinary  tract  injuries  will  be  either  prevented 
altogether  or  be  recognized  immediately.  Since 
some  vesicovaginal  fistulas  heal  spontaneously,  it 
is  considered  proper  that  these  be  observed  for  a 
prolonged  period  before  repair  is  attempted.  Since 
ureterovaginal  fistulas  so  frequently  heal  as  the 
result  of  nonfunction  of  the  affected  kidney,  it  is 
urged  that  these  lesions  be  dealt  with  immediately 
upon  recognition. 

(Abstracted  by  Hamilton  V.  Gayden,  M.D.,  Nash- 
ville, Tennessee.) 

* 

Experiences  with  Mintacol.  Buning,  K.  Am.  J. 
Ophth.,  33:993,  1950. 

Mintacol,  diethoxyphosphoracid  - p - ni  - tropheno- 
lester,  is  a strong  miotic.  It  increases  accommoda- 
tion and  counteracts  the  effect  of  atropine  on  the 
pupil  in  a 1 to  7,000  solution.  In  1 to  10,000 
solution,  its  value  is  comparable  to  2-percent 
pilocarpine  and  1/4-percent  eserine  solutions.  It 
has  the  same  pharmacologic  action  and  indications 
as  has  pilocarpine  and  eserine. 

(Abstracted  by  Robert  J.  Warner,  M.D.,  Nash- 
ville.) 

r* 

Acute  Coronary  Insufficiency  Due  to  Acute  Hem- 
orrhage: An  Analysis  of  One  Hundred  and  Three 
Cases.  Master,  A.  M.,  Dack,  S.,  Horn.  H.,  Freed- 
man, B.  I.,  and  Field,  L.  E.  Circulation,  1.  1302, 
June,  1950. 

The  concept  of  acute  coronary  insufficiency  has 
become  well  established  on  the  basis  of  clinical  and 
pathologic  observations.  It  has  been  shown  that 
myocardial  ischemia  results  from  a disproportion 
between  oxygen  requirements  of  the  myocardium 
and  coronary  blood  flow,  and  is  provoked  by  factors 
which  either  increase  the  work  of  the  heart,  de- 
crease coronary  blood  flow,  or  decrease  the  quan- 
tity of  oxygen  carried  by  the  blood.  When  cardiac 
ischemia  is  severe  or  protracted,  myocardial  necro- 
sis may  develop  in  the  absence  of  acute  coronary 
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occlusion.  This  necrosis  is  focal,  disseminated,  and 
usually  localized  to  the  subendocardial  region  of  the 
left  ventricle;  and  the  electrocardiogram  is  charac- 
terized by  the  presence  of  RS-T  segment  depression 
and  T-wave  inversion  in  one  or  more  leads.  These 
changes  are  usually  transient  and  disappear  fol- 
lowing subsidence  of  the  ischemia.  Deep  Q waves 
and  elevations  of  the  RS-T  segments  rarely  occur 
and  help  in  differentiating  this  condition  from  in- 
farction due  to  acute  coronary  artery  occlusion. 

The  authors  have  found  hemorrhage  to  be  one  of 
the  most  important  and  precipitating  causes  of 
acute  coronary  insufficiency.  In  a patient  whose 
coronary  circulation  is  already  impaired  by  arterio- 
sclerosis or  by  cardiac  hypertrophy,  hemorrhage 
from  any  source  may  be  dangerous  because  of  car- 
diac damage  which  may  ensue. 

The  present  report  is  a clinical  analysis  of  103 
consecutive  cases  of  moderate  or  severe  hemorrhage 
seen  in  Mount  Sinai  Hospital.  The  gastrointestinal 
tract  was  a source  of  bleeding  in  95  patients  and 
the  remainder  divided  between  bleeding  from  the 
uterus,  prostate,  and  aorta. 

Clinical  signs  of  acute  coronary  insufficiency 
were  noted  in  27  patients;  and  in  21  of  these,  elec- 
trocardiographic changes  were  observed.  Precor- 
dial and  substernal  pain  occurred  in  15  cases,  con- 
gestive heart  failure  developed  in  8,  and  both  were 
present  together  in  3.  The  pain  frequently  resem- 
bled that  of  coronary  artery  occlusion  with  shock, 


tachycardia,  and  drop  in  blood  pressure;  and  this 
diagnosis  was  entertained  often  but  it  was  recog- 
nized that  this  syndrome  could  be  caused  by  acute 
coronary  insufficiency  precipitated  by  hemorrhage. 
The  most  severe  symptoms  occurred  in  patients 
with  the  most  severe  anemia  or  shock. 

The  electrocardiographic  changes  were  present  in 
53  of  the  103  patients.  Generally  these  consisted 
of  flattened  or  inversion  of  the  T-wave  with  or 
without  depression  of  the  RS-T  segment.  These 
were  usually  transient.  Rarely  RS-T  elevation  was 
observed  in  Lead  3 but  never  in  any  other  lead,  and 
deep  Q-waves  occurred  in  only  3 cases. 

The  clinical  summary  of  4 patients  is  presented 
with  description  of  the  heart  muscle  at  autopsy. 
In  general,  the  lesions  were  widespread,  with  acute 
focal  and  confluent  subendocardial  necrosis  of  the 
left  ventricle,  sometimes  involving  the  papillary 
muscles. 

The  treatment  of  the  coronary  artery  insuffi- 
ciency is,  of  course,  the  treatment  of  the  hemor- 
rhage. It  is  important  to  institute  transfusion 
before  the  myocardium  is  impaired.  If  coronary 
artery  insufficiency  is  of  short  duration,  it  is  re- 
versible; however,  if  it  is  of  sufficiently  long  dura- 
tion, irreversible  areas  of  myocardial  necrosis  oc- 
cur. 

(Abstracted  by  J.  Allen  Kennedy,  M.D.,  Nash- 
ville.) 
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Our  guest  speaker  has  reviewed  the  present-day  knowledge  concern- 
ing the  anatomy  and  physiology  of  the  pulmonary  circulation.  The 
application  of  this  knowledge  in  roentgenological  diagnosis  is  so  per- 
tinent in  these  days  of  increasing  surgical  treatment  of  pulmonic  dis- 
ease and  congenital  cardiac  anomalies. 


THE  PULMONARY  VESSELS  IN  ROENTGENOLOGICAL  DIAGNOSIS* 

WILLIAM  B.  SEAMAN,  M.D.,  and  HUGH  M.  WILSON,  M.D.,f  St.  Louis,  Mo. 


The  pulmonary  circulatory  system  has 
been  the  focus  of  considerable  attention  by 
many  workers  in  different  fields.  The  anat 
omy  of  the  broncho-pulmonary  segments 
has  and  continues  to  receive  careful  metic- 
ulous study  so  that  the  normal  variations 
of  bronchi,  arteries  and  veins  are  becoming 
well  known  from  the  studies  of  Boyden,4  Ap- 
pleton,1 Brock11  and  numerous  others.  Phys- 
iological studies  on  respiration  and  the  dy- 
namics of  the  pulmonary  circulation  are 
continuing  in  many  laboratories.  Measure- 
ments of  the  pressure  in  the  great  veins, 
right  ventricle  and  pulmonary  arteries  have 
been  contributed  by  Command7  and  Bing.3- 13 
Studies  on  the  blood  flow  in  congenital  car- 
diac lesions  by  Dexter14,  Burwell9  and  others 
have  given  us  a keener  appreciation  of  the 
many  important  factors  that  may  become 
involved  in  altered  cardiovascular  dynamics. 
Consequently  it  is  of  vital  importance  that 
an  attempt  at  the  closest  possible  correla- 
tion between  alterations  of  the  anatomy  and 
physiology  of  the  pulmonary  circulation  and 
the  roentgen  appearance  be  made  in  order 
to  keep  abreast  of  the  advancing  knowledge 
in  this  field. 

With  the  development  of  radiology  a new 
method  became  available  for  studying  pul- 
monary vascular  anatomy.  In  1918,  Mil- 

*Read by  Dr.  Seaman  before  the  Tennessee  State 
Medical  Association,  Memphis,  April  11,  12,  1950. 

fFrom  the  Department  of  Radiology,  Washington 
University  School  of  Medicine  and  The  Edward 
Mallinekrodt  Institute  of  Radiology,  St.  Louis,  Mo. 


ler,'8  using  stereoscopic  X-rays  of  lungs  in- 
jected with  radio-opaque  material,  demon- 
strated that  in  the  dog  and  pig  the  subdivi- 
sions of  the  pulmonary  artery  followed 
those  of  the  bronchial  tree.  In  1922  French 
radiologists  became  interested  in  this  sub- 
ject and  put  forth  convincing  evidence  that 
the  pulmonary  markings  seen  on  a roent- 
genogram were  vascular  and  not  bronchial 
shadows.  Assman2  in  1929  ligated  the  pul 
monary  artery  in  dogs  and  caused  complete 
disappearance  of  the  hilar  shadows.  Wein- 
garten23  placed  a chain  within  the  trachea 
and  bronchi  and  showed  that  the  bronchial 
shadows  were  actually  medial  to  the  hilar 
shadows.  Stimulated  chiefly  by  the  clinical 
interests  of  bronchoscopists  and  thoracic 
surgeons,  bronchial  anatomy  and  variations 
have  been  beautifully  worked  out.  But  not 
until  the  recent  meticulous  studies  of  Boy- 
den4 and  his  co-workers  in  this  country  and 
Appleton1  in  England  has  similar  work  been 
done  for  the  pulmonary  vascular  tree.  Al- 
though the  arrangement  of  the  pulmonary 
vessels  was  described  by  Ewart10  in  1888, 
the  relation  of  the  vascular  supply  to  the 
pulmonary  divisions,  now  known  as  bron- 
cho-pulmonary segments,  to  which  Kramer 
and  Glass15  first  directed  attention  in  1932, 
was  not  given  consideration.  Ewart  found 
that  the  arterial  distribution  closely  fol- 
lowed the  bronchial  arrangement.  He  noted 
also  that  the  veins,  by  contrast,  were  spaced 
out  between  them.  Since  Miller  described  a 
similar  relationship  for  the  microscopic 
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pulmonary  unit  ventilated  by  a respiratory 
bronchiole,  it  would  seem  logical  if  the 
artery  to  the  broncho-pulmonary  segment 
were  distributed  with  the  segmental  bron- 
chus with  the  vein  running  in  the  periphery 
of  the  segment.  Appleton  and  Boyden  have 
found  this  to  be  the  actual  case. 

Since  the  acceptance  of  the  broncho-pul- 
monary segment  as  an  a natomi co-physio- 
logical  unit  of  significance  in  the  diagnosis 
as  well  as  the  treatment  of  pulmonary  le- 
sions, it  seems  more  rational  to  correlate 
pulmonary  vascular  nomenclature  to  this 
unit.  This  approach  has  been  adopted  by 
Boyden,  who  recognizes  ten  broncho-pul- 
monary segments  in  each  lung  and  uses  a 
system  of  nomenclature  based  on  letters  and 
numbers,  which  is  easily  adaptable  for  the 
pulmonary  arteries  and  veins  as  well  as  the 
bronchi.  Capital  letters,  A,  B,  and  V.  are 
used  to  designate  the  artery,  bronchus  and 
vein,  respectively,  with  arable  numerals  to 
specify  segmental  divisions  and  small  let- 
ters to  denote  further  subdivisions.  The 
branches  are  lettered  or  numbered  consec- 
utively from  above  downwards  in  the  upper 
lobe  and  from  lateral  to  medial  in  the  lower 
lobe.  (Figs.  I,  II,  III.) 

An  excellent  method  of  studying  both  the 
normal  and  pathologic  anatomy  of  the  pul- 
monary vascular  system  has  been  devised 
by  Liebow  and  his  co-workers16  at  Yale 
University.  It  consists  of  injecting  the  ar- 
teries, bronchi  and  veins  with  solutions  of 
vinylite  which,  after  being  allowed  to  hard- 
en, is  followed  by  digestion  of  the  overlying 
lung  tissue,  leaving  a beautiful  and  accurate 
cast  of  the  entire  pulmonary  vascular  tree. 
This  method  has  been  extremely  valuable  in 
studying  normal  variations  of  bronchial 
and  vascular  anatomy  and  in  demonstrating 
alterations  produced  by  disease.  (Figs.  I, 
II,  III.) 

The  upper  division  of  the  right  pulmo- 
nary artery  commonly  provides  the  artery 
for  the  anterior,  apical  and  posterior  seg- 
ments, but  it  is  not  the  sole  supply  of  the 
lobe  since  one,  two  or  three  ascending  ar- 
teries also  enter  the  lower  part  of  the  lobe 
from  the  lower  pulmonary  division.  The 
lower  division  of  the  pulmonary  artery  is 
the  sole  supply  of  the  right  middle  and  low- 
er lobes.  (Figs.  I.  II.) 


The  left  pulmonary  artery  arches  over 
the  left  upper  lobe  bronchus  and  provides 
arteries  for  the  apical  and  posterior  seg- 
ments. The  lingular  artery  arises  after  the 
main  artery  has  curved  over  the  bronchus. 
(Figs.  I,  III.) 

Laminagraphy  has  proved  to  be  a valu- 
able tool  in  the  correlation  of  pulmonary 
vascular  anatomy  to  its  roentgenological 
appearance.  In  1935  Greineder"  published 
a tomographical  study  of  the  pulmonary 
vessels  which  showed  the  vessel-bronchial 
relationship.  This  conformed  to  a rule 
stating  that  pulmonary  artery,  bronchus 
and  vein  are  found  in  that  order  proceeding 
anticlockwise  in  the  right  lung  and  clock- 
wise in  the  left  when  viewing  the  lungs 
anteriorly.  He  was  able  to  differentiate 
vein  from  artery  in  the  lower  lobes. 

The  more  recent  appearance  of  cardio- 
angiographv  has  given  even  greater  impe- 
tus to  the  study  of  the  lesser  circulation, 
for  now  we  have  a method  of  visualizing  not 
only  the  peripheral  branches  but  also  the 
main  trunks  which  are  situated  within  the 
mediastinum.  This  method  has  been  of  aid 
in  more  accurately  locating  the  position  of 
the  pulmonary  conus  and  the  composition 
of  the  left  mid-cardiac  border.  This  region, 
extending  from  the  point  of  opposite  pulsa- 
tion to  the  junction  of  heart  shadow  with 
aorta,  is  now  generally  agreed  to  consist  of 
pulmonary  artery  and  a portion  of  the  left 
descending  branch,  with  perhaps  a small 
region  inferiorly,  occupied  by  the  left 
auricular  appendage.  The  pulmonary 
conus,  which  is  actually  the  infundibulum 
of  the  right  ventricle,  lies  completely  with- 
in the  cardiac  shadow  and  never  reaches 
the  border  in  the  frontal  projection.12 

The  development  of  intracardiac  cathe- 
terization has  opened  wide  vistas  in  our 
knowledge  of  the  physiology  of  the  lesser 
circulation  in  health  and  disease.  Prior  to 
this  the  presence  of  pulmonary  hyperten- 
sion could  only  be  inferred  indirectly,  but 
now  Cournand  and  his  group  have  shown 
an  increased  right  ventricular  pressure  in 
patients  with  chronic  pulmonary  disease, 
kyphoscoliosis,  all  types  of  left  heart  fail- 
ure and  many  types  of  congenital  heart 
disease.  The  changes  in  the  pulmonary 
vessels  that  are  recognizable  by  conven- 
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tional  roentgen  methods  consist  of  altera- 
tions in  the  size,  position  and  pulsations 
of  the  vessels.  Bing  has  emphasized  that 
the  mean  pulmonary  pressure  can  be 
elevated  by  one  of,  or  a combination  of  three 
mechanisms. 

1.  Increased  pulmonary  artery  flow  in 
the  presence  of  a fixed  pulmonary  re- 
sistance. 

2.  Increased  pressure  in  the  pulmonary 
veins  because  of  impaired  circulation  into 
the  left  heart. 

3.  Increased  arteriolar  pressure. 

Healy  and  his  collaborators14  in  Boston 

have  shown  by  catheterization  and  roent- 
gen studies  that  increases  in  the  size 
of  the  pulmonary  vessels  may  be  brought 
about  by  an  abnormal  increase  in  the  rest- 
ing flow  or  by  increased  resting  pressure 
in  the  pulmonary  artery.  The  combina- 
tion of  increased  pressure  and  increased 
resting  flow  produces  changes  that  are  in- 
distinguishable from  the  changes  produced 
by  either  one  alone.  Thus  it  can  be  seen 
that  roentgenologically  we  would  be  unable 
to  differentiate  vascular  engorgement  due 
to  pulmonary  hypertension  from  that  due 
to  an  increased  blood  flow,  and  frequently 
both  may  be  present. 

Pulmonary  vascular  engorgement  from 
increased  flow  and/or  increased  pressure 
is  found  in  cases  of  septal  defects  resulting 
in  a left  to  right  intra-cardiac  shunt  and 
extra-cardiac  shunts  such  as  a patent 
ductus  arteriosus.  The  pulmonary  artery 
in  patients  with  an  interauricular  septal  de- 
fect or  with  a patent  ductus  arteriosus  is 
increased  in  size  as  are  the  intrapulmonary 
vessels.  After  ligation  or  section  of  the 
ductus,  the  intrapulmonary  vessels  rapidly 
become  smaller  due  to  the  reduction  of  the 
pulmonary  blood  flow.  If  the  atrial  septal 
defect  is  small,  no  roentgenographic 
changes  will  be  seen  in  the  pulmonary 
vessels. 

Occasionally  in  cases  of  extensive  chronic 
pulmonary  diseases  such  as  bronchiectasis, 
an  extensive  collateral  circulation  be- 
tween systemic  and  pulmonary  circulations 
through  the  bronchial  arteries  may  occur. 
Liebow,  using  the  vinylite  cast  method  has 
shown  in  the  lungs  removed  from  patients 
with  bronchiectasis,  great  enlargement  of 


the  bronchial  arteries  and  numerous  anas- 
tomoses of  these  vessels  with  the  pulmonary 
arteries.  The  pressure  and  oxygen  con- 
tent in  the  pulmonary  arteries  entering  the 
diseased  tissue  may  be  increased  by  this 
communication  with  the  branches  of  the 
systemic  circulation.  In  dogs,  a flow  of 
blood  through  the  bronchial  vessels  in  ex- 
cess of  900  cc.  per  minute  has  been  observed 
18  months  after  ligation  of  the  main  branch 
of  the  pulmonary  artery  although  the 
normal  flow  through  these  vessels  does  not 
exceed  27  cc./min.  Liebow  states  that  in 
bronchiectasis  the  anastomoses  of  bronchial 
arteries  with  pulmonary  arteries  are  so 
numerous  that  there  may  actually  be  a re- 
verse flow  through  some  of  the  peripheral 
pulmonary  arterial  branches  toward  the 
heart.  If  this  reverse  flow  does  not  exist 
it  is  unlikely  that  unilateral  bronchiectasis 
will  produce  pulmonary  hypertension,  since 
Cournand  has  shown  that  even  when  the 
entire  cardiac  output  is  forced  through  a 
single  lung  after  pneumonectomy  the  re- 
maining capillary  bed  is  sufficiently  adapta- 
ble so  that  no  increase  in  pulmonary 
arterial  pressure  results.  When  the  major 
peripheral  vascular  supply  to  the  lungs  is 
via  bronchial  arteries,  a characteristic  re- 
ticulated pulmonary  vascular  pattern  may 
occur. 

In  our  experience,  evidence  of  increased 
pulmonary  pressure  as  manifested  by 
engorged  pulmonary  arteries  in  cases  of 
left  ventricular  failure,  is  not  usually  seen. 
Decreased  contrast  associated  with  pleural 
fluid,  diminished  respiratory  excursion  and 
pulmonary  parenchymal  fluid  may  obscure 
the  vessel  contour.  We  are  more  inclined 
to  hazard  an  opinion  of  congestion  due  to 
left  heart  failure  on  the  basis  of  hazy 
clouded  lung  fields  than  upon  observable  in- 
creased size  of  the  pulmonary  arteries,  ex- 
cept in  some  cases  of  mitral  stenosis  which 
may  show  pulmonary  artery  shadows  fully 
as  large  or  larger  than  those  seen  in  con- 
gestive cardiac  disease. 

Diminution  of  the  pulmonary  blood  flow 
results  in  reduced  prominence  of  the 
pulmonary  vascular  shadows.  Taussig22 
has  emphasized  the  significance  of  this  find- 
ing in  cases  of  Tetralogy  of  Fallot.  Physio- 
logical studies  have  all  shown  markedly  re- 
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duced  pulmonary  blood  flow  in  this  condi- 
tion. Following  a surgical  anastomosis  be- 
tween the  pulmonic  and  systemic  circula- 
tion, a marked  increase  may  occur  in  the 
size  of  the  pulmonary  vessels  as  seen  on 
the  roentgenogram  due  to  the  increased 
pulmonary  blood  flow.  (Figs.  IV,  V.)  The 
determination  of  pulmonary  vessel  size  may 
be  of  great  practical  importance  in  patients 
with  congenital  heart  disease.  One  of  the 
chief  differential  points  between  Eisen- 
menger’s  syndrome,  for  which  surgery  is  of 
no  benefit,  and  the  Tetralogy  of  Fallot,  is 
the  presence  of  enlarged  pulmonary  vessels. 

Diminution  of  vessel  size  in  a localized 
area  of  lung  may  be  due  to  embolic  phe- 
nomena when  it  is  not  associated  with  in- 
farction. Because  of  the  dual  blood  supply 
to  the  lungs,  pulmonary  emboli  in  individ- 
uals with  a normal  circulation  do  not 
ordinarily  produce  infarction.  Therefore 
one  must  distinguish  between  pulmonary 
embolism  and  pulmonary  infarction  since 
they  are  not  synonymous.  Westermark-' 
stated  that  infarction  does  not  occur  un- 
less there  is  an  occlusion  of  both  the 
bronchial  and  pulmonary  arteries.  He 
found  that  in  only  20  per  cent  of  the  cases 
in  which  pulmonary  embolism  was  estab- 
lished at  autopsy  was  there  evidences  of 
infarction.  Although  the  roentgen  findings 
of  pulmonary  infarction  are  common 
knowledge,  it  is  perhaps  not  so  well  known 
that  there  may  be  roentgenological  findings 
in  pulmonary  embolism  without  infarction.21 
This  is  characterized  by  ischemia  of 
the  involved  segment,  which  is  repre- 
sented by  a localized  area  of  increased 
radiability  with  decreased  prominence  of 
the  pulmonary  vessels.  The  larger  seg- 
mental arteries  are  usually  well  shown  and 
may  be  even  denser  than  normal  but  the 
vascular  pattern  stops  abruptly.  Such 


FIG.  I.  Anterior  view  cf  vinylite  cast  of  the  pul- 
monary. arterial  system  and  thoracic  aorta.  The 
segmented  arteries  are  labeled  according  to  the 
nomenclature  of  Dr.  E.  A.  Boyden  (courtesy  of  Dr. 
A.  Liebow). 

FlG.  II.  Lateral  view  of  a vinylite  cast  of  the  pul- 
monary arteries  of  the  right  lung. 

FIG.  III.  Lateral  view  of  a vinylite  cast  of  the 
pulmonary  arteries  of  the  left  lung.  This  vessel 
arches  over  and  behind  the  L main  bronchus. 

Fig.  IV.  Roentgenogram  of  a patient  with  Te- 
tralogy of  Fallot  demonstrating  the  diminution  in 


localized  areas  of  increased  radiability  due 
to  pulmonary  embolism  must  be  differenti- 
ated from  a localized  area  of  non-obstruc- 
tive emphysema,  pulmonary  cysts,  and 
segmental  obstructive  emphysema  which  is 
the  earliest  sign  of  pulmonary  carcinoma  as 
has  been  emphasized  by  Westermark24  and 
Rigler.19 

Practically  all  the  varieties  of  vascular 
disease  occurring  in  the  systemic  circulation 
may  be  observed  in  the  pulmonary  circula- 
tion.5 Arteriosclerosis  is  exceedingly  com- 
mon microscopically  although  rare  clin- 
ically and  roentgenologically.  The  identity 
of  primary  pulmonary  arteriolar  sclerosis 
is  characterized  by  right  ventricular  en- 
largement, and  enlargement  of  the  main 
pulmonary  artery  and  its  main  branches. 
This  can  be  recognized  roentgenologically 
and  the  increased  pulmonary  artery  pres- 
sure has  been  measured  by  cardiac  catheter- 
ization. Similar  enlargements  of  this  por- 
tion of  the  pulmonary  arterial  tree  may  also 
be  produced  by  atrial  septal  defects,  patent 
ductus  arteriosus,  mitral  stenosis,  chronic 
pulmonary  disease,  pure  pulmonic  stenosis 
with  post-stenotic  dilatation  and  idiopathic 
congenital  dilatation  without  stenosis  and 
pulmonary  artery  aneurysms. 

Finally,  there  is  a disease  which  is  sup- 
posedly rare  but  an  increasing  number  of 
cases  have  been  turning  up  in  recent  years, 
namely,  pulmonary  arteriovenous  aneu- 
rysms. This  condition  has  been  called 
cavernous  hemangioma  of  the  lung,  and 
arteriovenous  fistula  of  the  lung.  Since  the 
lesion  consists  of  lobulated  thin-walled 
branching,  blood  filled  pulmonary  sacs  of 
varying  size  composed  of  an  arterial  and 
venous  component  it  is  probably  better  to 
call  them  pulmonary  arteriovenous  aneu- 
rysms to  distinguish  them  from  heman- 
gioendothelioma of  the  lungs,  either  primary 


caliber  of  the  intrapulmonary  vascular  shadows 
due  to  a decrease  in  the  blood  flow  through  these 
vessels. 

FlG.  V.  Roentgenogram  of  the  same  patient  after 
a surgical  anastomosis  between  the  systemic  and 
pulmonary  circulation.  The  increase  in  size  of  the 
pulmonary  vessels  is  due  to  the  increased  pulmo- 
nary blood  flow. 

FlG.  VI.  Cardio-angiogram  of  a pulmonary  arte- 
riovenous aneurysm  in  the  left  upper  lobe.  The 
lesion  lies  beneath  the  medial  end  of  the  left  clav- 
icle, but  the  dilated  vessels  running  from  the  lesion 
to  the  left  hilum  are  clearly  demonstrated. 
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or  secondary.  The  clinical  syndrome  is 
quite  characteristic  consisting  of  clubbing 
of  the  fingers,  cyanosis,  polycythemia  and 
sometimes  with  a pulmonary  vascular 
murmur.  The  diagnosis  is  established  by 
the  observation  of  tumor-like  masses  in 
the  chest  roentgenogram  with  large  vascu- 
lar shadows  communicating  with  the  hilum. 
(Fig.  VI.)  Frequently,  they  can  be  made  to 
change  their  size  by  performing  the  Valsal- 
va or  Muller  maneuver.  The  roentgen 
examination  is  important  not  only  for  es- 
tablishing the  diagnosis  but  also  for  de- 
termining the  number  of  lesions  present 
since  they  are  frequently  multiple.  Surgery 
is  curative.  One  type  that  is  associated 
with  generalized  telangiectases  has  a 
familial  tendency. 

Conclusion:  The  application  of  our  pres- 
ent knowledge  of  the  anatomy  of  the 
broncho-pulmonary  segments  and  of  the 
recognition  of  pulmonary  vascular  changes 
resulting  from  alterations  in  cardiovascular 
dynamics,  or  of  pulmonary  pathological 
lesions  should  improve  the  usefulness  of 
chest  roentgenology. 
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Evidence  is  accumulating  that  hormonal  therapy  may  have  a place  in 
the  management  of  some  of  the  complications  of  pregnancy.  Though 
it  appears  that  hormones  may  be  utilized  in  the  treatment  of  the 
nausea  and  vomiting  of  pregnancy  and  in  threatened  abortion,  much 
study  will  be  necessary  to  establish  the  indications  surely. 

ENDOCRINOLOGY  IN  EARLY  PREGNANCY* 


G.  A.  MITCHELL,  M.D.,  Chattanooga,  Tenn. 

1.  General  Considerations 

The  studies  of  internal  secretions,  initi- 
ated by  Bischoff  (in  1842)  and  Brown- 
Sequard  (in  1856),  have  assumed  in  recent 
years  a major  role  in  the  understanding  of 
the  physiology  of  pregnancy  and  in  the  man- 
agement of  many  of  its  more  baffling  prob- 
lems. Since  the  beginning  of  this  century, 
and  particularly  since  the  identification  and 
isolation  of  estrogens  by  Allen  and  Doisy  in 
1923, 1 the  literature  has  grown  to  over- 
whelming proportions.  A recognition  of 
what  is  significant,  depending  as  it  must 
upon  an  understanding  of  the  entire  endo- 
crine system,  becomes  difficult  for  the  clini- 
cian, who  must  apply  the  benefits  of  these 
studies  to  his  patients.  This  review  pro- 
poses to  present  the  more  recent  contribu- 
tions of  endocrinology  to  the  problems  of 
early  pregnancy  with  the  hope  that  they 
may  be  helpful  to  the  practitioner  engaged 
in  dealing  with  such  problems. 

There  are  no  more  remarkable  normal 
variations  in  physiologic  and  metabolic 
processes  to  be  found  than  those  of  preg- 
nancy. Gonadotropin  secretion  begins  to 
rise  within  a few  days  after  implantation  to 
enormous  levels  of  70,000-600,000  I.U.  per 
liter  of  serum  at  approximately  the  fifty- 
fifth  day  after  the  last  menstrual  period. 
After  the  one  hundredth  day,  there  is  a 
leveling-off  to  20,000  I.U.  per  liter  of  serum, 
until  a final  brief  rise  toward  the  end  of 
pregnancy.  It  appears  unquestionable  that 
the  major  source  of  this  hormone  is  the 
Langhan’s  cel!  of  the  placenta.  Within 
twenty-four  hours  of  delivery,  none  is  to  be 
found  in  serum  or  urine. 

Estrogen  excretion  increases  as  remark- 
ably, but  more  gradually,  to  urinary  levels 
as  high  as  100,000  R.U.  daily  at  term.  Of 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  11,  12,  1950. 


this,  estradiol  is  excreted  at  a uniform  rate 
of  0.13  mgm.  daily  until  a sharp  rise  at 
term,  whereas  estrone  and  estriol  rise  grad- 
ually until  term  when  relatively  more  es- 
triol is  excreted,  90  per  cent  (estrone-estriol 
ratio  at  2 months,  1:2;  at  9 months,  1:15). 

Progesterone,  as  measured  by  pregnan- 
diol excretion,  undergoes  biphasic  produc- 
tion, by  the  corpus  luteum  in  the  first  two 
to  three  months  of  gestation,  and  by  the 
placenta  for  the  remainder.  At  64  to  78 
days,  Jones  et  al.2  find  6 to  20  mgm.  of  preg- 
nandiol excreted  daily,  and  at  250  days  of 
pregnancy,  a peak  average  of  85  mgm.  daily 
(40  to  100  mgm.).  At  the  transitional  pe- 
riod of  corpus-luteum-placental  production 
of  progesterone,  there  appears  to  be  a nor- 
mal decrease  in  pregnandiol  excretion  that 
does  not  produce  abortion. 

Basal  metabolic  effects  attributable  to 
thyroid  function  have  long  been  known  to 
increase  as  much  as  5 to  15  per  cent  during 
pregnancy.  Of  significance  is  the  demon- 
stration by  Peters,  Heineman,  et  al.3’ 1 of 
the  rise  of  serum  precipitable  protein-bound 
iodine  within  3 to  6 weeks  of  the  onset  of 
pregnancy,  whereas  the  BMR  rises  after  the 
fourth  month.  Recent  radioactive  iodine 
studies  by  Chapman,  et  al.5  have  shown  that 
fetal  thyroid  tissue  collects  and  stores  io- 
dine from  the  fourteenth  week  on,  confirm- 
ing previous  findings  of  colloid  storage  at 
that  fetal  age.  It  would  appear  that  the 
source  of  the  early  rise  of  protein-bound 
iodine  is  not  the  fetal  thyroid.  The  neces- 
sity of  thyroid  function  for  the  proper  utili- 
zation of  other  endocrine  substances  should 
not  require  emphasis,  but  in  view  of  the 
introduction  of  estrogenic  substances  into 
the  treatment  of  abnormal  pregnancies  of 
late,  a reminder  that  estrogens  require  ade- 
quate thyroid  activity  for  their  effects  (En- 
gle6) is  not  amiss. 

Adrenal  cortical  function  during  preg- 
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nancy  has  been  investigated  recently  by 
Venning.7  She  finds  an  initial  rise  in  the 
excretion  of  adrenal  corticoids  occurs  in  the 
first  trimester  then  a return  to  normal  lev- 
els, a second  higher  peak  between  140  to 
160  days,  and  a marked  rise  at  the  end  of 
pregnancy.  A rapid  return  to  normal  levels 
occurs  within  two  to  four  days  post  partum. 
She  finds  that  17-ketosteroids  undergo  lit- 
tle change.  Other  investigators  find  an  in- 
creased excretion  of  17-ketosteroids  in  pa- 
tients with  Addison’s  disease  to  as  high  as 
11  to  15  mgm.  daily.  That  the  adrenal  cor- 
tex is  a source  of  estrogen  and  progesterone 
has  been  shown  by  Beall,8  and  it  is  possible 
that  part  of  the  increased  secretion  of  these 
substances  during  pregnancy  may  originate 
from  this  source. 

II.  Nausea  and  Vomiting 

The  mechanism  of  nausea  and  vomiting 
in  the  first  trimester  remains  obscure.  In- 
direct approaches  have  been  made  recently 
by  Dorsey,9  and  Bertling  and  Burwell.10 
Dorsey  uses  pyridoxine  25  mgm.  and  adren- 
al cortex  extract  (Upjohn  and  Armour) 
one-half  cc.  in  two  injections  24  hours 
apart;  subsequent  injections  are  given  in 

3 to  5 days  as  needed.  Among  30  primip- 
aras  and  32  multiparas,  there  were  3 fail- 
ures, complete  relief  in  56,  and  marked  im- 
provement in  3 — an  incidence  of  95.1  per 
cent  success.  Bertling  and  Burwell  report 

4 per  cent  failures,  70  per  cent  complete 
relief  and  26  per  cent  improvement  among 
31  patients  treated  with  stilbestrol  in  doses 
of  5 mgm.  daily. 

III.  Thyroid 

Since  the  introduction  of  the  goitrogens 
by  Astwood,  considerable  attention  has  been 
focused  upon  the  effects  of  these  substances 
upon  pregnancy  in  hyperthyroidism.  To 
date,  thiouracil,  propylthiouracil,  and  meth- 
ylthiouracil  have  not  produced  permanent 
damage  to  the  fetus,  though  one  infant,  re- 
ported by  Frisk,11  had  evidence  of  transient 
symptoms  and  signs  of  hyperthyroidism  for 
9 months  after  delivery.  Others  have 
shown  transient  hyperplasia  of  the  fetal 
thyroid. 

Piecent  studies  in  normal,  hyperthyroid, 
and  hypothyroid  patients  by  Heinemann34 
have  revealed  successful  control  of  increased 


serum  precipitable  iodine  levels  in  hyper- 
thyroidism (3  cases)  with  thiourea  and  Lu- 
gol’s  solution.  Early  threatened  abortion 
in  3 cases  and  one  inevitable  abortion  at  4 
months,  all  with  iodine  levels  below  the 
normal  nonpregnant  range,  were  success- 
fully prevented  by  intravenous  injection  of 
thyroxine  (gr.  1 to  2)  and  thyroid  extract 
(gr.  1 to  4)  daily. 

IV.  Diabetes 

Diabetes  does  not  appear  to  present  in 
early  pregnancy  the  problems  encountered 
in  late  pregnancy.  Since  the  advent  of  in- 
sulin, abortion  appears  no  higher  in  con- 
trolled diabetics  than  it  does  in  the  non- 
diabetic. Alterations  in  insulin  require- 
ments in  pregnancy,  difficulties  of  control 
during  the  vomiting  of  early  pregnancy,  and 
perhaps  increased  incidence  of  hypogly- 
cemic reactions  and  coma  present  nothing 
new. 

The  considerable  study  of  fetal  salvage 
and  endocrine  imbalance  of  gonadotropins, 
estrogens  and  progesterone  by  White1-  is 
by  now  well  known.  Furthermore,  the  de- 
crease in  fetal  loss  in  late  pregnancy  and  in 
toxemias  due  to  estrogen-progesterone  ther- 
apy has  been  established.12  Fetal  loss  prior 
to  the  twenty-eighth  week  does  not  appear 
to  be  a special  problem  and  therefore  does 
not  concern  us  here. 

The  addition  of  globin  insulin  in  recent 
years  to  the  list  of  preparations  of  insulin 
seems  to  be  the  most  significant  contribution 
of  endocrinology  to  early  pregnancy  as  it  is 
affected  by  diabetes. 

V.  The  Adrenals 

The  occurrence  of  pregnancy  in  Addison’s 
disease  is  not  common.  An  excellent  review 
by  Knowlton,  et  al.13  reveals  44  reported 
pregnancies  in  33  patients.  The  problems 
in  early  pregnancy  seem  to  be  primarily 
disturbances  in  electrolyte  balance  associat- 
ed with  nausea  and  vomiting  and  fetal  loss. 
Deterioration  of  the  health  of  the  mothers 
has  been  noted.  Urinary  excretion  of  go- 
nadotropins, estrogens,  and  pregnandiol 
have  been  found  to  be  within  normal  limits. 

Of  particular  diagnostic  significance  in 
adrenal  study  has  been  the  recent  develop- 
ment of  the  ACTH  test  of  Thorn,  Forsham, 
et  al.14  This  is  based  upon  changes  in  the 
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circulating  eosinophils  and  uric  acid/crea- 
tinine  excretion  ratio  after  the  administra- 
tion of  ACTH.  The  test  may  be  performed 
with  0.3  mgm.  of  epinephrine,  instead  of 
ACTH,  provided  the  patient  has  an  intact 
pituitary. 

VI.  Abortion 

Of  unquestionable  significance  has  been 
the  introduction  of  estrogens  into  the  man- 
agement of  the  abortion  problem.  Karna- 
ky13 reported  on  their  use  in  1942;  the 
Smiths10  summarized  their  extensive  inves- 
tigations in  1948. 

Karnaky,15’17  aside  from  the  effectiveness 
of  stilbestrol  in  reducing  abortion  losses,  has 
contributed  primarily  the  assurance  that 
large  doses  of  stilbestrol  produce  no  damage 
in  either  mother  or  fetus,  and  that  the  drug 
does  not  interfere  with  the  endocrine  tests 
for  pregnancy.  Vaux  and  Rakoff18  present 
the  largest  statistical  improvement  in  fetal 
salvage  in  habitual  abortion  (67  per  cent  in 
treated,  9 per  cent  in  untreated)  in  patients 
with  demonstrable  hormonal  imbalances,  by 
the  use  of  alpha  estradiol  (10,000  R.U.)  and 
progesterone  (10  mgm  ) injected  2 to  3 
times  weekly  through  the  eighth  month. 
The  Smiths16  report  results  of  78  per  cent 
salvage  in  threatened  abortion  (spontaneous 
cure  rate,  50  per  cent),  and  83  per  cent  in 
habitual  abortion  by  the  use  of  dosages  of 
stilbestrol  in  varying  schedule.  The  sig- 
nificance of  the  results  cannot  be  ignored. 

In  threatened  abortion,  recent  reports  of 
the  use  of  large  doses  of  stilbestrol  have 
appeared.  These  doses  have  not  been  in  the 
physiological  range  as  determined  by  estro- 
gen excretion.  Karnaky17  uses  doses  of  25 
to  1,000  mgm.  in  24  to  48  hours  with  reduced 
amounts  after  the  threat  is  controlled. 
Abarbanel19  compared  the  effects  of  place- 
bos with  stilbestrol,  and  reports  results  of 
20  per  cent  fetal  salvage  for  the  placebos, 
and  35  per  cent  for  stilbestrol  in  threatened 
abortion  before  the  seventieth  day ; and  of 
40  per  cent  for  the  placebos,  and  84  per  cent 
for  stilbestrol  in  threatened  abortion  be- 
tween the  70th  and  120th  days  of  gestation. 
Other  authors  report  the  use  of  25  mgm. 
stilbestrol  every  hour  up  to  200  mgm.  in 
threatened  abortion  per  day,  until  the 
threat  is  abated,  with  86  per  cent  successful 
results. 


The  mechanism  and  rationale  behind  the 
use  of  estrogens,  particularly  stilbestrol,  is 
controversial,  and  the  lack  of  agreement  has 
led  Greenhill  to  abandon  them  for  time- 
proven  supportive  measures,  and  for  75  to 
100  mgm.  doses  of  progesterone  when  indi- 
cated by  reduced  pregnandiol  excretion. 

Systematic  studies  of  gonadotropic  hor- 
mone effects  upon  abortion  are  not  in  abund- 
ance. Kurzok  and  Birnberg20  have  recently 
added  small  amounts  of  gonadotropin 
(1000  to  2,000  I.U.)  to  estrogen  and  proges- 
terone therapy  in  27  patients  with  threat- 
ened abortion  with  delivery  of  26  normal 
infants. 

Studies  by  Guterman21  and  others  have 
suggested  the  value  of  pregnandiol  excretion 
determinations  as  a reliable  aid  in  predict- 
ing the  fate  of  threatened  abortion.  Nega- 
tive excretion  values  and  those  below  5 
mgm.  per  24  hours  are  considered  sugges- 
tive of  subsequent  abortion,  whereas  normal 
values  in  threatened  aborters  indicate,  in 
the  majority  of  cases,  retention  of  the  preg- 
nancies. 

VII.  Abnormal  Pregnancies 

The  usefulness  of  urinary  and  cerebro- 
spinal fluid  chorionic  gonadotropin  assays 
is  well  established.  Recent  observations 
consist  of  elaborations  primarily  as  an  em- 
phasis upon  proper  timing  of  the  tests  to 
avoid  the  high  titers  of  normal  pregnancy 
at  40  to  80  days  and  the  demonstration  of 
levels  in  normal  pregnancy  higher  than 
those  found  in  hydatid  mole.  Confusion  in 
the  persistence  of  titers  beyond  the  usual 
time  has  been  shown  to  originate  in  secre- 
tion of  the  hormone  by  the  commonly  occur- 
ring lutein  cysts  of  the  ovaries  (92  days 
after  extrusion  of  the  mole). 

The  usefulness  of  tests  in  the  diagnosis  of 
ectopic  pregnancy  lies  only  in  cases  in  which 
the  diagnosis  is  difficult.  In  the  presence 
of  tubal  abortion  or  obscure  ruptured  ec- 
topic pregnancies  in  which  the  embryo  dies, 
there  are  negative  hyperemia  and  pregnan- 
cy reactions  in  the  mouse,  but  positive  fol- 
licle stimulating  reaction,  as  evidenced  by 
vaginal  cornification,  which  persists  for  as 
long  as  2 weeks  due  to  continued  FSH  secre- 
tion by  remnants  of  the  placenta. 

VIII.  Dosages  and  Equivalents 

Unitage  applied  to  common  endocrine 
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preparations  creates  considerable  confusion 
as  to  dosages.  Progesterone  and  testoste- 
rone have  a dosage  in  terms  of  milligrams. 
Estrogens  are  described 'as  international 
units  and  in  milligrams.  Gonadotropins, 
however,  continue  to  be  described  in  several 
different  quantitative  systems  according  to 
whether  they  are  derived  from  pregnancy 
urine,  pregnancy  serum,  or  from  whole 
glands : 

(1)  Gonadotropins: 

Chorionic  gonadotropin — 1 I.U. — 0.1  mgm. 

Standard  Preparation. 

Pregnancy  mare  serum  gonadotropin — 1 I.U. — 

0.1  mgm.  Standard  Preparation 

Gland  Extract  gonadotropin — -1  Cartland-Nelson 

Unit — 20.0  I.U. 

(2)  Progesterone: 

1 I.U. — 1 mgm. 

1 Corner-Alien  Unit — 1.25  mgm. 

1 Clauberg  Unit — 0.75  mgm. 

1 Mc-Phail  Unit — 0.25  mgm. 

At  any  rate,  clinical  studies  of  late  sug- 
gest that  5,000  to  20,000  I.U.  of  pregnancy 
urine  gonadotropin  are  required  for  appre- 
ciable levels  to  appear  in  the  urine.  It 
would  seem  that  if  these  substances  are  to 
be  used  in  pregnancy  an  attempt  should  be 
made  to  approximate  the  large  amounts  pro- 
duced during  pregnancy  in  consideration  of 
the  analysis  made  by  Wilson,  Albert,  and 
Randall--  demonstrating  the  renal  disposal 
of  10  per  cent  of  circulating  hormone  and 
extrarenal  disposal  of  90  per  cent. 

Estrogens  appear  predominantly  in  inter- 
national units  and  milligrams,  the  I.U.  cor- 
responding to  0.0001  mgm.  crystalline  es- 
trone. Comparison  with  earlier  mouse  and 
rat  units  cannot  be  made  accurately,  e.g., 
one  M.U.  varying  as  much  as  0.5  to  5.0  I.U., 
and  one  R.U.  varying  as  much  as  3.0  to  33.0 
I.U.  Simplification  is  possible  in  determin- 
ing equivalents  by  virtue  of  recent  clinical 
studies  in  the  human  test  animal  which 
indicate  that  4 mgm.  estrone  injected  is 
equivalent  to  1 mgm.  of  alpha  estradiol. 
The  recent  ethinyl  estradiol  is  considered 
(by  injection)  to  have  an  equivalent  of  one 
milligram  to  120,000  I.U.  (or  12  mgm.  of 
estrone  or  3 mgm.  of  alpha  estradiol).  It 
is  generally  considered  that  2 to  5 times  the 
injected  dose  is  required  orally  to  obtain 
equal  results.  Stilbestrol,  obstretrically 
speaking,  is  in  a class  by  itself,  3 mgm.  oral- 


ly being  considered  equivalent  to  one  mgm. 
of  injected  alpha  estradiol.  We  may  choose 
stilbestrol  dosages  ranging  from  the  physi- 
ologically determined  doses  of  the  Smiths 
to  the  large  doses  of  Karnaky. 

Doses  of  progesterone  in  early  pregnancy 
are  now  being  considered  in  amounts  of  75 
to  100  mgm.  as  single  injections  for  abor- 
tion, which  is  considerably  different  from 
the  daily  5 mgm.  doses  applied  in  the  past. 
Orally  progesterone  and  anhydro-oxypro- 
gesterone  have  been  shown  by  Bickers  to 
be  effective  in  amounts  eight  times  the  in- 
jected dose. 

Discussion 

DR.  C.  S.  McMURRAY  (Nashville):  Dr.  Mit- 
chell has  given  us  the  benefit  of  an  enormous 
amount  of  library  research.  I wish  to  thank  him 
for  doing  this  work  for  us  and  bringing  it  before 
us. 

What  of  practical  value  to  the  clinician  can  be 
gleaned  from  his  study? 

First,  chorionic  gonadotropic  hormones  quickly 
rise  to  high  levels  with  the  growth  of  the  chorionic 
villi  of  the  placenta.  This  gives  us  the  much  used 
A-Z,  Friedman  or  other  tests  of  early  pregnancy. 
The  presence  of  high  titers  of  chorionic  gonado- 
tropins gives  us  a laboratory  test  (quantitative 
Friedman  test)  of  value  in  the  diagnosis  of  an 
overgrowth  of  chorionic  elements  as  in  hydatid 
mole.  The  presence  of  a continuing  positive  Fried- 
man test  after  delivery  of  a mole  indicates  further 
study  for  the  consideration  of  a diagnosis  of  chorio- 
epithelioma. 

Secondly,  high  estrogen  levels  have  suggested  the 
use  of  estrogen,  both  natural  and  synthetic,  in  in- 
fertile women.  Also  it  has  been  used  as  protection 
of  the  pregnancy  against  threatened  abortion,  when 
predicated  upon  early  deficient  placentation.  This 
has  met  with  controversial  success  but  in  my  hands 
I believe  has  proven  of  value. 

Thirdly,  thyroid  gland  substance  is  now  of  proven 
value  in  bringing  many  infertile  women  to  a state 
of  improved  fertility.  It  is  important  in  thyroid 
deficiency  states  that  supplementary  thyroid  medi- 
cation be  continued  after  pregnancy  is  established 
in  order  that  a proper  metabolic  level  may  be  main- 
tained for  the  maintenance  and  protection  of  the 
pregnancy. 

Fourthly,  progesterone  levels  must  be  maintained 
for  the  protection  of  the  pregnancy.  This  means 
that  when  pelvic  surgery  must  be  occasionally 
done  in  the  first  trimester,  the  corpus  luteum  of 
pregnancy  must  be  protected.  This  was  well  illus- 
trated in  the  recent  case  of  a 24-year-old  gravida  4 
para  3,  having  a 10  cm.  diameter  pseudomucinous 
cyst  of  the  left  ovary  complicating  a two  months’ 
pregnancy.  It  would  have  been  easy  and  simple 
to  have  clamped  the  pedicle  and  quickly  removed 
the  offending  organ.  However,  further  examina- 
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tion  revealed  an  abscess  of  the  right  tube  and 
ovary.  Further  investigation  revealed  a 2 cu. 
demoid  cyst  attached  to  the  omentum  on  the  right 
side.  This  was  excised.  Incidentally  it  had  evi- 
dently been  self-amputated  earlier  due  to  torsion 
of  its  pedicle. 

The  left  ovarian  cyst  was  then  excised  or  hulled 
out  from  the  thinned-out  ovarian  stroma  and  the 
corpus  luteum  of  pregnancy  could  now  be  demon- 
strated flattened  against  the  wall  of  the  cyst.  The 
pregnancy  was  not  interfered  with. 

Much  theoretical  work  on  threatened  abortion 
has  been  predicated  upon  maintenance  levels  of 
progesterone.  This  still  seems  to  be  of  question- 
able value.  Certainly,  if  used,  the  dosage  must  be 
high  enough  to  supplement  the  normally  high  levels 
reported. 

Lastly,  progesterone  and  estrogen  levels  proba- 
bly complement  each  other.  To  drop  the  level  of 
estrogen  or  combined  estrogen  and  progesterone 
level  to  less  than  half  values  (as  pointed  out  by 
Hamblen)  may  be  expected  to  cause  ischemia  of 
the  blood  vascular  bed  of  the  endometrium  and 
may  cause  abortion.  Therefore,  we  must  remember 
that  if  we  use  high  levels  in  threatened  abortion, 
we  must  gradually  withdraw  such  therapy,  rather 
than  suddenly  terminate  treatment. 

FRANK  E.  WHITACRE  (Memphis):  On  the 
basis  of  the  factual  information  collected  by  Doctor 
Mitchell,  it  seems  reasonable  to  draw  certain  con- 
clusions. 

All  of  us  who  have  dealt  with  the  severe  nausea 
and  vomiting  of  early  pregnancy  have  been  im- 
pressed by  the  important  psychologic  component  in 
its  etiology.  The  treatment  of  this  condition  with 
various  drugs,  pharmacologically  unrelated,  by  au- 
thors enthusiastic  about  the  results  obtained,  sug- 
gests that  the  personality  of  the  physician  and  the 
fact  of  treatment  itself,  rather  than  the  medica- 
tion used,  may  be  responsible  for  some  of  the  im- 
provement secured. 

Similarly,  differing  methods  used  in  the  manage- 
ment of  threatened  abortion  with  reported  satis- 
factory results  make  one  skeptical  of  the  advan- 
tages claimed  for  any  of  them.  It  does  appear  true 
that  the  dosages  of  progesterone  formerly  used 
probably  were  too  small  to  be  effective.  It  seems 
likely,  too,  that  administration  of  diethylstilbestrol 
results  in  some  increase  in  fetal  salvage  and  with 
it  an  increased  incidence  of  missed  abortion.  Cer- 
tainly further  investigation  leading  to  more  under- 
standing of  the  mechanism  of  action  of  diethylstil- 
bestrol is  to  be  desired.  Until  this  is  done  principal 
reliance  probably  should  be  placed  on  conservative 
measures  of  known  value,  abstinence  from  inter- 
course, bed  rest,  and  sedation. 

In  our  own  experience  endocrine  determinations 
in  ectopic  gestation  have  not  seemed  practical  or 
necessary.  The  simplicity  and  reliability  of  aspira- 
tion of  the  pouch  of  Douglas  have  made  this  the 
clinical  procedure  of  choice  in  our  most  difficult 
differential  diagnoses.  We  have  come  to  rely  on  it 
and  to  employ  it  in  all  except  the  most  obvious 
ectopic  pregnancies. 


The  noted  variations  in  adrenal  cortical  function 
during  pregnancy  are  interesting  in  connection  with 
their  possible  relationship  to  the  development  of 
the  toxemias  of  late  pregnancy.  The  importance  of 
the  naturally  occurring  adrenal  corticoids  in  regu- 
lating sodium  excretion  by  the  kidney  is  demon- 
strated by  the  aberrations  resulting  from  their 
deficiency  in  Addison’s  disease.  It  may  be  signifi- 
cant, then,  that  sodium  retention  and  edema  forma- 
tion occur  at  a period  of  pregnancy  when  adrenal 
cortical  activity  is  at  a high  level.  It  seems  now 
that  this  sodium  retention  by  the  kidney  may  be 
concerned  with  the  pathological  physiology  of  pre- 
eclampsia and  eclampsia. 

As  Doctor  Mitchell  suggests,  much  confusion  in 
prescribing  correct  dosage  of  the  endocrines  has 
resulted  from  the  employment  of  various  units  of 
potency.  It  is  to  be  hoped  that  more  uniformity  in 
these  will  result  from  the  increasing  availability  of 
pure  crystalline  preparations  and  that  the  trend 
toward  metric  unitage  will  continue. 

It  is  impossible  at  this  time  to  make  sound  rec- 
ommendations for  the  use  of  endocrines  in  early 
pregnancy.  The  effect  and  side  effects  of  some  of 
these  preparations  are  as  yet  unknown.  It  is  clear 
that  we  cannot  all  carry  out  well-controlled  clinical 
research,  and  as  long  as  results  of  those  engaged 
in  research  are  at  such  variance,  we  as  clinicians 
should  use  these  preparations  sparingly  until  there 
is  more  unanimous  opinion  as  to  the  action  and 
dosage  of  some  of  these  products. 

Furthermore,  we  should  be  hesitant  to  accept 
some  of  the  exaggerated  claims  which  are  made  on 
insufficient  evidence. 

DR.  G.  A.  MITCHELL  (Chattanooga)  : In  a re- 
view of  this  sort,  involving  controversial  material, 
I have  tried  to  be  careful  merely  to  present  the 
material  as  it  occurs  in  the  literature,  and  not  to 
draw  conclusions.  I have  always  felt  that  fact 
merits  far  more  than  opinion  in  this  particular 
field,  and  I feel  competent  neither  to  draw  con- 
clusions nor  to  condemn  extravagant  claims.  With 
due  consideration  for  the  difficulties  involved  in 
the  proper  selection  of  cases  in  the  absence  of 
easily  available  methods  of  diagnosis,  I have  at- 
tempted to  evaluate  the  various  endocrinological 
procedures  in  my  own  experience.  Some  have  been 
entirely  unsuccessful,  in  my  hands,  and  others 
have  succeeded  in  the  same  patients  under  con- 
ditions that  appeared  to  be  identical  with  previous 
ones. 

We  need  to  know  far  more  than  is  now  known, 
rnd  the  practicality  of  endocrinological  procedures 
must  depend  necessarily  upon  that  advancing 
knowledge.  The  field  is  quite  young — little  more 
than  25  years  old — and  the  answers  to  the  questions 
of  where,  when,  how,  and  what  occurs,  lying  too 
often  in  the  future,  must  be  our  basis  for  the 
practical  -uses  of  the  endocrines. 

Of  particular  interest  to  me  have  been  several 
observations  not  mentioned  in  the  page.  (1)  The 
failure  of  abortion  to  occur  after  surgical  removal 
of  the  corpus  luteum  in  the  first  trimester  of 
pregnancy  is  well  known.  The  why  of  it  is  not. 
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(2)  The  observation  of  Zondek  that  six  of  ap- 
proximately thirty  amenorrheic  women  became 
pregnant  after  intra-vaginal  implantation  of 
estrogen  suggests  an  approach  to  one  of  the  prob- 
lems of  sterility,  which  may  be  considered  a prob- 
lem of  very  early  pregnancy.  (3)  Withdrawal  of 
thyroid  medication  suddenly  has  been  shown  to 
produce  a temporary  myxedema  or  myxedematoid 
state,  and  in  the  light  of  the  observations  of  Mann 
et  al  above,  such  withdrawal  in  early  pregnancy 
must  be  considered  inadvisable.  (4)  Progesterone 
fails  to  increase  the  output  of  urinary  pregnandiol, 
so  what,  then,  is  the  significance  of  pregnandiol 
levels  in  pregnancy  in  relation  to  progesterone  ad- 
ministration or  production? 

As  Dr.  Whitacre  pointed  out,  nausea  is  complex. 
I have  tried  Dorsey’s  procedure  in  seven  cases 
without  intentional  approach  along  psychomantic 
lines,  and  have  had  100  per  cent  success — in  that 
group.  The  use  of  adrenal  cortex  is  not  new,  but 
the  addition  of  pyridoxine  is.  How  such  small 
amounts  are  effective  is,  to  me,  obscure. 

Many  observations  of  considerable  significance 
have  been  overlooked  in  the  preparation  of  the 
text  of  this  paper,  but  several  should  be  men- 
tioned, in  closing.  The  proposal  of  Rutherford, 
Schneider,  and  undoubtedly  many  others,  for  pre- 
conceptional  progesterone  therapy  in  habitual 
aborters  should  have  been  included.  The  use  of 
pellet  implantation  of  estrogen  and  progesterone 
in  pregnancy,  where  indicated,  seems  to  hold  con- 
siderable merit,  but  I have  seen  only  one  such 
report,  by  Greenblatt.  Thank  you. 

Bibliography 

1.  Allen,  E.,  and  Doisy,  E.  A.:  An  Ovarian  Hor- 
mone. J.A.M.A.,  81:819,  1923. 

2.  Jones,  G.  E.  S.,  Delfs,  E.,  and  Stran,  H.  M.: 
Chorionic  Gonadotropin  and  Pregnandiol  Values  in 
Normal  Pregnancy.  Bull.  Johns  Hopkins  Hosp., 
75:359, 1944. 

3.  Heinemann,  M.,  Johnson,  C.  E.,  and  Man,  E. 
B. : Serum  Precipitable  Iodine  Concentrations  Dur- 
ing Pregnancy.  J.  Clin.  Investigation,  27:91,  1948. 

4.  Peters,  J.  P.,  Man,  E.  B.,  and  Heinemann,  M.: 
Pregnancy  and  the  Thyroid  Gland.  Yale  J.  Biol, 
and  Med.,  20:449,  1948. 

5.  Chapman,  E.  M.,  Corner,  G.  W.,  Robinson,  D., 
and  Evans,  R.  D. : The  Collection  of  Radioactive 
Iodine  by  the  Human  Fetal  Thyroid.  J.  Clin.  Endo- 
crinol., 8:717,  1948. 

6.  Engle,  E.  T. : The  Effect  of  Hypothyroidism 


on  Menstruation  in  Adult  Rhesus  Monkeys.  Yale 
J.  Biol,  and  Med.,  17:59,  1944. 

7.  Venning,  E.  H.:  Adrenal  Functions  in  Preg- 
nancy. Endocrinol.,  39:203,  1946. 

8.  Beall,  E.:  Quoted  from  Glandular  Physiology 
and  Therapy,  p.  337,  Amer.  Med.  Assn.,  1942. 

9.  Dorsey,  C.  W.:  The  Use  of  Pyridoxine  and 
Suprarenal  Cortex  Combined  in  the  Treatment  of 
Nausea  and  Vomiting  of  Pregnancy.  Am.  J.  Obst. 
and  Gynec.,  58:1073,  1949. 

10.  Bertling,  M.  H.,  and  Burwell,  J.  C. : Diethyl- 
stilbesterol  in  Nausea  and  Vomiting  of  Pregnancy. 
Am.  J.  Obst.  and  Gynec.,  59:461,  1950. 

11.  Frisk,  A.  R.,  and  Josefsson,  E.,  Acta  Med. 
Scandinav.,  128:85,  1947.  Abst.  Yearbook  of  En- 
docrinology, Metabolism,  and  Nutrition,  1947,  Year 
Book  Publishers,  Inc. 

12.  White,  P. : Pregnancy  Complicating  Diabetes. 
J.A.M.A.,  128:181,  1945. 

13.  Knowlton,  A.  I.,  Midge,  G.  H.,  and  Jailer,  J. 
W.:  Pregnancy  in  Addison’s  Disease.  J.  Clin.  En- 
docrinol., 9:514,  1949. 

14.  Thorn,  G.  W.,  Forsham,  P.  H.,  Prunty,  F.  T. 
G.,  Hills,  A.  G.:  A Test  for  Adrenal  Cortical  In- 
sufficiency. J.A.M.A.,  137:1005,  1948. 

15.  Kaimaky,  K.  J.:  The  Use  of  Stilbesterol  for 
the  Treatment  of  Threatened  and  Habitual  Abor- 
tion and  Premature  Labor.  So.  Med.  J.,  35:838, 
1942. 

16.  Smith,  O.  W.,  Diethylstilbesterol  in  the  Pre- 
vention and  Treatment  of  Complications  of  Preg- 
nancy. Am.  J.  Obst.  and  Gynec.,  56:821,  1948. 

17.  Karnaky,  K.  J.:  The  Effect  of  Diethylstilbes- 
terol in  the  Prolongation  of  Pregnancy.  Am.  J. 
Obst.  and  Gynec.,  58:622,  1949. 

18.  Vaux,  N.  W.,  and  Rakoff,  A.  E.:  Estrogen- 
Progesterone  Therapy:  A New  Approach  in  the 
Treatment  of  Habitual  Abortion.  Am.  J.  Obst.  and 
Gynec.,  50:  353,  1945. 

19.  Abarbanel,  A.  B.:  Management  of  Threat- 
ened Abortions  in  the  Human  with  Large  Doses  of 
Diethylstilbesterol.  J.  Clin.  Endocrinol.,  9:669, 
1949. 

20.  Kurzok,  L.,  and  Birnberg,  C. : Prevention  of 
Repeated  Miscarriage.  Am.  J.  Surg.,  74:143,  1947. 

21.  Guterman,  H.  S. : Prediction  of  Fate  of 
Threatened  Abortion  by  Pregnandiol.  J.A.M.A., 
131:378,  1946. 

22.  Wilson,  R.  P.,  Albert,  A.,  and  Randall,  L.  M. : 
Quantitative  Studies  in  the  Production,  Destruc- 
tion and  Elimination  of  Chorionic  Gonadotropin  in 
Normal  Pregnancy.  Am.  J.  Obst.  and  Gynec.,  58: 
960,  1949. 


September,  1950 


321 


Liquid  diets  are  not  infrequently  necessary  in  a variety  of  medical  and 
surgical  conditions.  The  diet  described  in  this  communication  is  ade- 
quate and  may  well  be  used  for  long  periods  of  time. 


THE  LIQUID  THERAPEUTIC  DIET* 

C.  J.  SPEAS,  D.D.S.,  Nashville,  Tenn. 

Although  it  might  seem  that  this  paper 
would  be  of  interest  only  to  a few  practi- 
tioners of  certain  specialties,  the  thera- 
peutic diet  in  which  all  solid  foods  are  elim- 
inated will  be  found  useful  in  the  field  of 
general  practice,  in  general  surgery  and  al- 
so in  the  field  of  oral  surgery.  The  pedia- 
trician certainly  understands  the  formula- 
tion of  a liquid  diet  for  infants,  but  it  is  a 
diet  planned  for  and  solely  adapted  to  in- 
fancy. The  maintenance  of  an  older  child 
on  a therapeutic  liquid  diet,  however,  often 
becomes  necessary  and  carries  the  same 
connotation  as  liquid  diet  therapy  in  the 
adult. 

Thus  this  paper  should  be  of  interest  to 
all  of  you  regardless  of  your  particular  type 
of  practice.  Its  main  object  is  to  leave  with 
you  an  easy  reference  in  the  form  of  a ther- 
apeutic liquid  diet  list  which  can  be  given 
to  the  patient  for  home  use.  This  list  may 
be  briefly  altered  as  the  doctor  sees  fit. 
For  the  purpose  of  alteration  an  evaluation 
chart  may  be  attached.  These  printed  diet 
lists  have  been  found  to  be  of  inestim- 
able value  in  our  practice.  The  second- 
ary object  of  the  paper  is  to  discuss  the 
liquid  diet  from  the  standpoint  of  doctor- 
patient  relationship.  A patient’s  confidence 
in  his  doctor  may  be  destroyed  during  one 
office  call  wherein  the  doctor  displays  his 
lack  of  dietary  knowledge  while  trying  to 
plan  the  therapeutic  liquid  diet. 

Very  often  in  formulating  a therapeutic 
diet  for  a patient  who  is  ill  or  injured,  one 
loses  sight  of  the  fact  that  any  diet  should 
have  as  its  basis  the  dietary  elements  nec- 
essary for  the  normal  individual.  Perhaps 
this  has  been  best  stated  by  Dorothea  Tur- 
ner in  her  Handbook  of  Diet  Therapy  where 
the  following  paragraph  appears:  “Since 
the  aim  of  the  dietary  regimen  is  to  main- 
tain or  bring  the  patient  to  a state  of  nu- 


*Read before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  11,  12,  1950. 


tritive  efficiency,  it  is  logical  to  assume  that 
a therapeutic  diet  will  be  planned  to  meet, 
or  in  some  cases  to  exceed,  the  requisites  of 
a diet  for  the  normal  individual.  On  the 
other  hand,  there  are  a few  instances  in 
which  the  therapeutic  diet  may  contain  less 
than  the  normal  requisites  in  certain  nu- 
trients, as  in  a caloric  or  a salt  restriction. 
Other  nutrients,  however,  remain  at  or 
above  the  levels  of  the  normal  dietary.  With 
this  principle  in  mind,  the  therapeutic  diet 
becomes  only  an  adaptation  of  the  normal 
diet.” 

Today  everyone  is  interested  in  what  he 
eats.  The  popular  magazines,  children’s  ra- 
dio stories,  the  daily  press  and  many  doctors 
have  so  impressed  the  public  with  the  ill 
effects  of  a poor  diet  that  many  people  be- 
come the  victims  of  a gnawing  worry  over 
whether  or  not  they  are  getting  a well- 
balanced  diet — one  which  must  include  ev- 
ery known  vitamin.  The  tremendous  sale 
of  vitamin  preparations  is  evidence  of  this 
preoccupation,  but  America’s  interest  in 
eating  is  still  more  profound  than  her  inter- 
est in  diet.  Long  before  the  war  it  was  said 
that  half  the  world  could  subsist  on  what 
America  throws  into  its  garbage  cans.  Dur- 
ing the  war  we  boasted  of  having  the  “best 
fed  army  in  the  world.”  Since  the  war  the 
average  per  capita  consumption  of  food, 
particularly  of  heavy  meats,  has  increased 
enormously.  Though  much  of  this  diet  con- 
sciousness has  no  doubt  helped  to  make  the 
American  people  healthier,  happier  and 
more  congenial,  it  is  a factor  which  must  be 
taken  into  account  by  the  prescribing  physi- 
cian, since  in  the  case  of  illness  or  injury  it 
often  becomes  necessary  to  change  the  daily 
food  habits  of  a person.  He  is  obligated,  as 
the  result  of  public  education,  to  include  in 
this  new  dietary  regime  those  food  elements, 
minerals,  and  vitamins,  “which  the  patient 
knows,”  should  be  eaten  daily.  To  take  a 
classic  example,  let  us  suppose  that  a person 
sustains  a simple  fracture  of  the  mandible 
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and  that  the  treatment  consists  of  the  appli- 
cation of  wires  to  the  teeth  which  are  fixed 
with  rubber  bands  to  hold  his  jaws  clenched 
to  facilitate  healing.  The  patient  is  in- 
formed that  he  is  to  wear  this  apparatus  for 
four  to  six  weeks.  Immediately  his  greatest 
concern  is,  “My  goodness,  how  can  1 eat?’’ 
To  simply  tell  the  patient  that  he  must  live 
on  liquids  is  neither  fair  to  him  nor  in  any 
way  comforting.  He  is  immediately  trans- 
fixed with  the  fear  of  starvation,  vitamin 
deficiency,  the  seriousness  of  his  injury,  and 
in  addition  he  has  been  insulted  gastronom- 
ically. 

Ten  years  ago  Miss  Milla  Newland,  nutri- 
tionist with  the  Vermont  State  Department 
of  Public  Health,  and  I worked  out  a diet 
that  not  only  would  be  relatively  pleasing 
to  a patient  but  would  furnish  the  necessary 
dietetic  essentials.  This  had  to  be  one  which 
would  be  easily  accessible  to  a patient  who 
could  no  longer  take  his  three  meals  a day 
in  the  usual  manner,  and  which  at  the  same 
time  would  be  simple  and  easy  to  prepare  at 
home. 

Formulating  such  a diet  proved  to  be 
quite  a laborious  undertaking,  and  it  oc- 
curred to  me  that  not  many  doctors  would 
find  time  to  w7ork  out  all  necessary  details 
on  the  spur  of  the  moment.  This  diet  ap- 
pears in  Table  1 and  the  evaluation  chart  in 
Table  2.  The  evaluation  chart  is  for  the 
purpose  of  increasing  or  decreasing  certain 
foods,  minerals  or  vitamins  and  can  serve 
as  a quick  and  easy  guide.  The  diet  list  it- 
self is  all  that  is  ever  given  the  patient,  the 
evaluation  chart  being  useful  as  an  office 
reference.  We  give  a mimeographed  diet 
list  to  the  patient  with  a short  explanation 
and  a prescription  for  supplemental  vitamin 
intake.  We  suggest  that  the  vitamins  be 
added  to  an  ounce  or  two  of  one  of  the  late 
afternoon  feedings,  using  the  remainder  of 
the  feeding  to  wash  this  down  because  of  an 
unpalatable  taste. 

As  shown  in  Table  2,  the  planning  has 
been  on  the  basis  of  requirements  for  an 
average  sedentary  150  pound  male.  The 
caloric  intake  furnished  is  in  the  neighbor- 
hood of  2,200  calories.  It  will  readily  be 
seen  that  in  a heavier  than  average  man  this 
might  need  be  increased.  For  a heavier 
than  average  man  we  do  not  mean  an  obese 
individual  but  rather  a large  man.  The 


caloric  intake  can  easily  be  increased  by 
changing  the  amount  of  sugar  or  Karo. 
Dark  Karo  syrup  is  preferred  since  it  pro- 
vides some  additional  iron  and  niacin. 
Though  plain  sugar  may  be  added,  we  pre- 
fer Karo,  both  for  the  reason  just  cited  and 
because  it  is  easy  to  measure  and  easy  to 
combine  with  liquids.  Cream  may  also  be 
added  to  increase  the  number  of  calories. 
In  determining  the  source  from  which  to 
derive  the  caloric  increase,  the  likes  and 
dislikes  of  the  patient  can  act  as  a guide. 
Some  fat  may  be  supplied  in  the  form  of 
butter  added  to  the  hot  cream  soups.  It 
may  be  found  that  this  is  better  tolerated 
from  the  standpoint  of  taste.  Oversweet- 
ening of  certain  foods  may  be  disagreeable 
to  the  patient. 

In  some  individuals  who  weigh  less  than 
150  pounds  normally,  it  will  be  found  nec- 
essary to  reduce  the  number  of  calories.  In 
so  doing,  the  method  of  choice  would  be  to 
reduce  the  sugar  rather  than  the  cream, 
since  the  latter  supplies  a number  of  the 
food  elements  in  addition  to  calories.  An 
example  of  a case  in  which  a reduction  of 
calories  is  indicated  would  be  a 100  pound 
female  for  whom  this  is  her  normal  weight. 

Protein 

Some  patients  may  find  it  necessary  to 
continue  work ; for  instance,  a farmer  may 
find  it  necessary  to  do  light  work.  For  this 
patient  not  only  will  the  caloric  intake  have 
to  be  increased  but,  if  the  man  is  propor- 
tionately large,  the  amount  of  protein  as 
well.  Protein  can  probably  best  be  added 
in  the  form  of  dry  skim  milk  powder.  Four 
tablespoons  of  this  powder  are  to  be  blended 
daily  with  the  milk  feedings  or  others  and 
furnish  about  13  grams  of  protein.  More 
may  be  used  if  necessary.  In  addition,  ap- 
preciable amounts  of  calcium  and  riboflavin 
will  be  added  with  the  dry  skim  milk  pow- 
der. 

Vegetables  and  Meats 

Since  we  now  have  so  many  foods  that  are 
already  strained  and  canned  for  babies,  the 
use  of  such  vegetables  and  meats  at  home 
is  much  simplified.  The  ordinary  can  of 
strained  vegetables  contains  4%  ounces,  of 
meats  about  3V2  ounces.  They  not  only  add 
protein  and  calories,  but  calcium,  phosphor- 
us and  iron,  and  also  furnish  vitamin  A, 
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thiamin,  riboflavin,  niacin  and  vitamin  C. 
It  is  well  not  to  mix  the  vegetables  and 
meats  but  to  use  a can  of  meat  in  one  of  the 
creamed  soup  feedings  and  a can  of  vege- 
tables in  the  other.  Different  meats  and 
vegetables  may  be  used  for  variety’s  sake. 

Orange  Juice 

Orange  juice  which  comprises  a greater 
part  of  two  of  the  feedings  may  be  of  the 
canned  or  frozen  varieties.  The  canned  or 
frozen  product  furnishes  the  same  vitamin 
intake.  Appreciable  reduction  in  the  vita- 
min content  is  noted  after  72  hours  in  fresh 
or  canned  juice  that  has  been  allowed  to 
stand  in  the  refrigerator.  Canned  tomato 
juice  can  be  used  but  should  be  purchased 
in  small  cans  since  it  becomes  unpalatable 
if  opened  and  stored  too  long. 

Bulk 

Rolled  oats,  in  addition  to  its  caloric  value 
and  B vitamins,  provide  some  bulk  in  the 
diet.  The  amounts  used  are  listed  in  Table 
1.  Some  of  the  other  cereal  baby  foods  may 
be  substituted  but  the  rolled  oats  most  satis- 
factorily meets  the  requirement  of  bulk  plus 
nutrition. 

Salt 

Salt  may  be  added  according  to  taste.  In 
hot  weather  the  necessary  supplement  can 
be  added  by  oversalting  small  amounts  of 
each  feeding.  These  portions  may  then  be 
washed  down  by  the  remainder  of  the  feed- 
ing. “Oversalted”  foods  are  nauseating  to 
some  patients  but  may  be  taken  by  this  pro- 
cedure. The  average  patient  gets  salt  in 
that  used  to  make  the  foods  palatable.  A 
salt-free  diet  can  readily  be  achieved  by 
simply  adding  no  salt. 

Doctor-Patient  Relationship 

Dr.  Albert  Weinstein  of  Nashville  in  1947 
read  before  the  Middle  Tennessee  Medical 
Association  a paper  in  which  he  made  the 
following  statement: 

“To  obtain  the  best  result  in  the  care  of 
a diabetic  it  is  necessary  that  the  patient 
have  complete  trust  in  the  medical  attend- 
ant’s ability  to  look  after  him.  This  is  more 
apt  to  result  if  the  doctor  has  a good  idea  of 
food  values  and  can  discuss  food  substitutes 
with  the  patient.  I do  not  feel  that  the 
average  medical  man  need  know  the  details 
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of  dietary  calculation  to  the  first  decimal 
place.  A few  fundamentals  can  be  easily 
remembered.  Two  tablespoons  of  a vegeta- 
ble equal  100  grams.  Each  100  grams  of  a 
vegetable  contributes  one  gram  of  protein 
and  the  amount  of  carbohydrate  in  keeping 
with  its  percentage  content.  The  leafy  veg- 
etables growing  above  the  ground  contain, 
as  a rule,  five  grams  of  carbohydrates  per 
100  grams  of  vegetable,  that  is,  they  are  a 
5 per  cent  vegetable.  Those  growing  be- 
neath the  earth  are  usually  a 10  per  cent 
vegetable.  Irish  potatoes,  rice,  corn,  dried 
beans,  spaghetti  and  macaroni  yield  20  per 
cent  carbohydrate.  It  is  easy  enough  to 
remember  the  number  13 — each  strip  of  ba- 
con yields  one  gram  of  protein,  no  carbohy- 
drate and  three  grams  of  fat.  The  number 
315  indicates  a slice  of  bread  yielding  three 
grams  of  protein  and  fifteen  grams  of  car- 
bohydrate. Three-four-five  is  the  content 
of  milk — 3 per  cent  protein,  4 per  cent  fat, 
and  5 per  cent  carbohydrate.  With  these 
few  facts  one  can  sit  down  and  understand 
a diet  well  enough  to  direct  the  conversation 
with  a thoroughly  trained  dietician.  Other- 
wise, the  physician  may  indeed  be  put  in  the 
role  of  being  in  the  back  seat  in  a conversa- 
tion. When  this  happens,  the  patient  is 
quick  to  sense  the  inferior  information  and 
may  soon  lose  confidence  in  the  medical  ad- 
viser.” The  doctor-patient  relationship 
with  reference  to  diet  planning  could  not  be 
better  expressed  than  it  is  in  those  few 
words. 

The  Diabetic  on  a Liquid  Diet 

Dr.  Weinstein  further  states  in  this  same 
article:  “All  diabetics  should  be  tried  on  a 
diet  alone  except  for  the  following  circum- 
stances: insulin  will  be  necessary,  in  addi- 
tion to  a restricted  diet,  for  all  diabetics 
under  the  age  of  twenty;  for  all  diabetics 
who  are  not  properly  controlled  by  diet 
alone.  Control  by  diet  demands  that  the 
following  requirements  be  met : 

“(1)  The  urine  must  be  kept  free  of  su- 
gar. 

“(2)  The  patient’s  weight  must  be  kept 
at  a satisfactory  level. 

“(3)  Enough  caloric  energy  must  be  fur- 
nished to  permit  the  patient  to  have  muscu- 
lar energy  enough  to  do  his  required  tasks. 

“(4)  The  appetite  must  be  satisfied. 


324 


THE  LIQUID  THERAPEUTIC  DIET— Speas 


September,  1950 


“The  last  requirement  is  of  the  least  im- 
portance, substitution  of  bulky,  low-carbo- 
hydrate-containing  vegetables  and  reorgan- 
ization of  eating  habits  usually  suffice.  If 
the  other  requirements  are  not  fulfilled,  then 
insulin  must  be  given  in  addition  to  the  diet. 
It  must  be  remembered  that  it  takes  the 
average  patient  at  least  one  month  to  get 
accustomed  to  a diet.  Accordingly,  insulin 
should  not  be  resorted  to  too  soon,  unless 
some  of  the  above-mentioned  indications 
exist.” 

Although  the  treatment  of  diabetics  is  not 
my  field,  it  would  seem  that  Dr.  Weinstein 
has  here  expressed  good  common  sense  in 
handling  such  a patient.  The  diabetic  who 
for  some  reason  needs  to  have  his  diet  re- 
stricted to  liquids  presents  a complication 
that  should  be  handled  perhaps  with  the 
help  of  a dietician  who  can  use  the  liquid 
diet  presented  here  as  a basis  for  the  liquid 
diabetic  diet.  Dr.  Weinstein’s  reference  to 
the  carbohydrate  contained  in  vegetables 
grown  beneath  and  above  the  ground  also 
pertains  to  the  strained  vegetables  for  ba- 
bies mentioned  previously  in  this  article. 
Even  such  a thing  as  crisp  bacon  can  be 
passed  through  a food  chopper  and  utilized 
in  necessary  departures  from  our  standard 
liquid  diet.  Eggs  may  be  increased  in  the 
diet  for  the  protein  and  fat  content.  The 
amount  of  milk  may  be  augmented  without 
appreciably  increasing  the  amount  of  carbo- 
hydrate in  a diabetic  patient  who  must  be 
on  a liquid  diet.  This  is  especially  true  of 
dried  skim  milk.  The  control  of  the  diabetic 
by  liquid  diet  must  meet  the  requirements 
set  up  by  Dr.  Weinstein  as  appears  above. 

It  is  logical  to  assume  that  all  diabetics 
who  have  injuries  of  the  face  and  jaws  also 
have  pyogenic  complications,  and  it  is  there- 
fore thought  advisable  by  many  to  begin 
insulin  immediately.  A few  diabetics  are 
discovered  to  be  such  only  at  the  time  of 
some  injury  or  other  malady.  In  such  a 
patient  it  may  be  found  necessary  to  begin 
his  diabetic  treatment  on  a liquid  diet. 

Dr.  0.  S.  Hauk,  of  Central  State  Hospital 
in  Nashville,  in  a paper  read  before  the 
Nashville  Academy  of  Medicine  in  1944, 
makes  some  interesting  observations  on  the 
tube  feeding  of  psychotic  patients  who  have 
refused  to  eat.  He  presented  two  cases,  one 
of  which  was  a white  girl  32  years  of  age 


upon  admission  to  Central  State  Hospital. 
At  this  time,  she  was  on  a liquid  diet  which 
was  administered  by  gavage.  It  was  con- 
tinued until  her  death  in  December,  1943, 
a period  of  between  nine  and  ten  years  dur- 
ing which  she  subsisted  solely  by  tube  feed- 
ing. 

The  second  case  also  a white  girl,  had 
already  been  tube  fed  for  a period  of  twelve 
years  when  Dr.  Hauk’s  report  was  given. 
When  contacted  in  March  of  this  year  (five 
years  later),  Dr.  Hauk  informed  me  that 
this  girl  is  still  living.  With  his  permission 
I have  examined  this  patient’s  mouth  and 
find  that  it  is  free  of  active  dental  caries 
and  that  the  gum  tissues  and  supporting 
structures  of  the  teeth  are  in  excellent  con- 
dition. Let  me  remind  you  that  during  a 
period  of  seventeen  years  she  has  refused 
to  take  one  bite  of  food  and  has  been  fed 
continually  by  gavage.  Being  a dentist,  I 
was  much  interested  in  the  condition  of  her 
mouth  since  the  fact  that  she  has  lived  all 
these  years  on  a liquid  diet  contradicts  much 
which  has  been  said  about  exercise  for  the 
teeth  and  gums.  In  the  light  of  modern 
thinking  concerning  dental  caries,  which  we 
are  quite  certain  is  the  result  of  man’s  in- 
gestion of  refined  sugars,  it  is  interesting  to 
note  that  this  patient  has  not  had  sugars  in 
the  mouth  during  this  time  although  she 
has  had  sugar  in  the  diet.  She  is  free  of 
dental  caries  and  is  at  the  time  free  of  gin- 
gival disease.  She  had  had  no  chewing  ex- 
ercise whatsoever  for  at  least  seventeen 
years. 

I mention  these  cases  for  their  interest 
and  to  show  how  well  a patient  can  subsist 
on  liquids  alone.  Diets  fed  the  two  patients 
were  wanting  in  certain  of  the  vitamins  but 
were  essentially  adequate  in  other  dietary 
substances.  Dr.  Hauk  states  that  these  pa- 
tients, until  the  time  of  his  report,  had  had 
the  following  foods:  in  the  first  case,  the 
patient  had  had  5,612  quarts  of  milk,  20,250 
raw  eggs,  844  ounces  of  corn  syrup,  and 
3,375  pints  of  juice;  the  second  patient  had 
had  6,750  quarts  of  milk,  35,040  raw  eggs, 
4,380  pints  of  juice  and  1,095  ounces  of  corn 
syrup  or  honey. 

In  conclusion  as  an  oral  surgeon  I would 
like  to  state  that  in  fractures  of  the  jaw  it 
is  not  necessary  to  remove  teeth  to  allow 
patients  to  use  a liquid  diet.  There  is  a 
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space  behind  the  molar  teeth  on  either  side, 
even  though  the  jaws  are  closed,  through 
which  one  may  easily  pass  his  little  finger. 
These  spaces  permit  patients  to  take  liquids 
without  inconvenience  for  as  long  as  may 
be  necessary.  If  the  patient  is  furnished 
with  a diet  list  well  and  carefully  planned, 
the  liquid  diet  can  be  prepared  in  the  kit- 
chen as  easily  and  methodically  as  the  house- 
wife bakes  a cake  from  her  recipe  book. 

Summary 

(1)  A therapeutic  liquid  diet  has  been 
presented. 

(2)  An  evaluation  chart  enables  the  doc- 
tor to  make  comprehensive  changes  in  it  to 
meet  varying  circumstances. 

(3)  It  has  been  emphasized  that  the  doc- 
tor’s ability  to  handle  intelligently  the  pre- 
scription of  a therapeutic  liquid  diet  is  im- 
portant in  doctor-patient  relationships. 

(4)  The  complications  in  diabetics  relat- 
ed to  injuries  of  the  face  and  jaws  have 
been  discussed. 


Table  I 


Feeding 

Time 

6 A.M. 

8 A.M. 
10  A.M. 


Speas-Newland  Liquid  Diet 

Feeding 

Beat  together  6 ounces  orange  juice,  1 
egg,  1 tablespoon  Karo  syrup. 

6 ounces  milk,  4 ounces  light  cream,  1 
tablespoon  dried  skim  milk,  mixed. 
Cereal  gruel,  made  with  1 cup  milk,  1 
tablespoon  of  oatmeal,  Pablum  or  en- 
riched cream  of  wheat,  1 tablespoon  dried 
skim  milk,  thoroughly  cooked  and 


12  Noon 

2 P.M. 
4 P.M. 

6.  P.M. 
8 P.M. 


strained  with  1 tablespoon  of  sugar 
added. 

Creamed  soup,  made  with  5 ounces  of 
light  cream,  1 tablespoon  dried  skim 
milk,  3 ounces  of  strained  vegetables  (the 
3 to  4 ounce  prepared  cans  or  jars  of 
strained  baby  vegetables  or  meats  may 
be  used),  1 can  or  jar  to  a serving. 

Beat  together  6 ounces  orange  juice,  1 
egg,  1 tablespoon  Karo  syrup- 
Creamed  soup,  made  with  5 ounces  of 
light  cream,  1 tablespoon  dried  skim 
milk,  3 ounces  of  strained  vegetables 
(the  3 to  4 ounce  prepared  cans  or  jars  of 
strained  baby  vegetables  or  meats  may 
be  used),  1 can  or  jar  to  a serving. 

8 ounces  of  tomato  or  orange  juice. 

Beat  together  6 ounces  milk,  1 egg,  re- 
mainder of  the  4 ounces  of  dried  skim 
milk,  1 tablespoon  sugar.  (Take  vitamin 
preparation  with  this  feeding.) 


NOTE:  The  6 A.M.  and  8 A.M.  feedings  may 

both  be  taken  at  8 A.M.  for  convenience  if  desired. 
It  is  necessary  to  be  fed  more  often  on  a liquid  diet. 
Three  feedings  a day  are  not  enough.  The  patient 
feels  overfed  or  hungry  unless  fed  every  two  hours. 
If  the  patient  is  working,  several  feedings  may  be 
mixed  together  and  placed  in  thermos  bottles  and 
taken  to  work.  Salt  feedings  to  taste.  Malt,  va- 
nilla and  other  flavors  may  be  used.  It  is  not  nec- 
essary to  add  the  dried  skim  milk  as  recommended 
above;  it  may  be  added  in  greater  amounts  to  any 
feeding  as  long  as  4 ounces  a day  is  consumed.  The 
amount  of  dried  skim  milk  may  be  increased  or  de- 
creased as  the  doctor  sees  fit. 


Discussion 

DR.  JOHN  B.  YOUMANS  (Nashville):  I am 
very  happy  to  have  the  opportunity  to  discuss  this 
paper  by  Dr.  Speas. 

As  I see  it,  his  paper  makes  two  main  points. 


Table  2 

Evaluation  Chart  (Speas-Newland) 


Food 

Amt. 

Calories 

Protein 

Gm. 

Carbohy- 
drate, Gm. 

Fat 

Gm. 

Calcium 

Mg. 

Phosphorus 

Mg. 

Iron 

Mg. 

Vit.  A 
I.  U. 

Thiamin 

Mg. 

Riboflavin 

Mg. 

Niacin 

Mg. 

Vit.  C 
Mg. 

Vit.  D. 
I.  U. 

Orange  Juice 

12  oz. 

150 

2.7 

33.2 

0.6 

99 

69 

1.20 

570 

.24 

.09 

.60 

147 

Eggs 

3 

213 

17.4 

0.6 

15.6 

72 

282 

3.60 

1.539 

.15 

45 

Karo,  dark* 

2 T. 

118 

29.6 

24 

4 

1.20 

.08 

Sugar 

2 T. 

104 

26.0 

Milk 

20  oz. 

423 

21.5 

30.0 

24.0 

723 

570 

.43 

980 

.25 

1.05 

.50 

5 

Cream  20 % 

14  oz. 

874 

12.1 

16.8 

84.0 

408 

324 

.25 

3,484 

.13 

.60 

.35 

4 

Veg.  (baby)* 

43,ioz. 

81 

6.7 

11.9 

0.7 

14 

114 

2.38 

1,758 

18 

.16 

14 

Meat  (baby)** 

3>/2  oz. 

103 

15.2 

4.1 

9 

115 

2.10 

.02 

.22 

3.12 

Tomato  Juice 

8 oz. 

46 

2.0 

8.6 

0.4 

14 

30 

.80 

2,100 

10 

.06 

1.40 

32 

Rolled  Oats 

1 T, 

24 

0.9 

4.1 

0.4 

3 

22 

.32 

.03 

.01 

0.06 

S.  Milk  (dry) 

4 T. 

128 

12.8 

18.8 

0.4 

468 

372 

.20 

16 

12 

.72 

0.4 

4 

Homocebrin 

5 cc. 

3 000 

1.00 

1 2 

7.37 

60 

100 

Total 

2,264 

91.3 

179.6 

130.2 

1,834 

190.2 

12.48 

13,447 

2.22 

4.56 

13.88 

266 

100 

Recommended  daily 

allowance  NRC 

'48 

2,400 

70 

1,000 

1,500 

12 

5,000 

1.2 

1.8 

12 

75 

400-800 

•(This  amount  is  for  a sedentary  male.) 

•Food  Values  from:  Federal  Security  Agency,  U.  S.  Public  Health  Service:  Food  Value  Tables  for  Calculation  of 
Diet  Records  exceDt  ‘items  from  Bowes  and  Church;  Food  Values  of  Portions  Commonly  Used,  and  **Swift  and  Co, 
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First,  he  calls  attention  to  the  importance  of  diet 
and  nutrition  in  medicine,  a fact  which  too  often  is 
lost  sight  of  by  the  physician.  Second,  he  pro- 
vides a relatively  easy  and  painless  method  of 
making  it  possible  to  insure  an  adequate  diet  under 
conditions  which  are  difficult,  that  is,  when  a liquid 
diet  is  needed. 

There  is  no  question  but  that  the  mere  mechan- 
ics of  providing  the  proper  diet,  prescribing  it, 
composing  it,  baking  it  or  cooking  it,  has  been  one 
of  the  main  reasons  for  causing  difficulty  in  the 
proper  use  of  nutrition  as  a factor  in  the  treatment 
of  disease.  I think  you  all  know  that  in  these  days 
it  is  many  times  nearly  as  important  as  specific 
medication,  such  as  antibiotics.  Sometimes  nutri- 
tion is  equally  or  even  more  important  because 
there  are  occasions  when  the  diet  itself  is  just  as 
essential  in  recovery  from  disease  as  the  use  of  a 
specific  medication. 

There  are  one  or  two  points  on  which  I might 
differ  with  Dr.  Speas,  or  might  at  least  call  atten- 
tion to  the  possibility  of  some  further  consideration. 
One  has  to  do  with  the  daily  requirements.  It  is 
true  that  the  requirements  for  nutrition  are  ex- 
pressed on  a daily  basis,  but  rarely  indeed  is  it 
necessary  that  the  individual  get  these  amounts 
each  day.  There  are  many  occasions  upon  which 
one  can  go  for  a day  or  two  or  three  without  hav- 
ing one’s  requirements,  as  long  as  they  are  met 
before  the  need  becomes  imperative,  before  defi- 
ciency occurs. 

The  second  point  has  to  do  with  the  matter  of 
the  salt-free  diet.  I think  one  would  have  to  say, 
even  omitting  added  salt,  that  the  diet  is  not  salt- 
free  but  is  rather  salt-low.  If  a really  salt-free 
diet  is  wished,  the  doctor  will  need  to  see  to  it 
that  it  contains  no  salt.  If  one  is  satisfied  to  have 
a salt-low  diet,  Dr.  Speas’  diet  will  do  very  satis- 
factorily. 

The  third  point  has  to  do  with  the  matter  of 
allergy.  I do  not  wish  to  emphasize  unduly  the 
relation  of  allergy  to  symptoms  and  disease,  but 
nevertheless  there  are  a certain  number  of  patients 
(and  they  are  really  not  a small  percentage)  who 
cannot  take  such  things  as  milk  and  eggs  without 
difficulty.  One  must  take  this  into  account  when 
one  proposes  to  use  a diet  which  of  necessity  (and 
properly  so)  contains  large  amounts  of  these  foods. 

I want  to  add  another  point  which  was  not 
brought  out  by  Dr.  Speas  but  is  an  important  point 
concerning  his  diet.  This  item  is  that  it  is  very 
useful  as  a supplemental  diet.  I think  you  all 
know  that  there  are  times  when  we  want  more 
than,  let’s  say,  2,500  calories,  more  than  70  grams 
of  protein,  which  perhaps  are  the  requirements 
for  the  individual  normally.  Sometimes  one  might 
wish  to  provide  4,500  or  5,000  calories  and  150  or 
180  grams  of  protein.  Dr.  Speas’  diet  provides  the 
supplement  in  a very  handy  form.  If  the  allow- 
ances his  diet  provides  are  added  to  what  the  pa- 
tient can  eat  in  ordinary  food,  the  total  provided 
will  be  somewhere  in  the  neighborhood  of  140  to 
150  grams  of  protein  and  4,500  or  5,000  calories, 
thereby  satisfying  the  extra  requirements. 


I am  very  pleased  to  have  the  opportunity  to 
hear  Dr.  Speas’  paper  and  to  discuss  it.  Thank 
you. 

DR.  W.  C.  CHANEY  (Memphis):  It  is  with 
very  great  pleasure  that  I discuss  Dr.  Speas’  paper. 

I am  delighted  that  he  brought  this  before  us, 
since  diet  has  been  an  important  part  in  the  treat- 
ment of  all  of  our  patients.  Every  physician  today 
is  mindful  of  that  fact,  and  I believe  the  day  has 
gone  when  we  relied  only  on  drugs  to  treat  our 
patients.  We  are  constantly  on  the  lookout  for  die- 
tary deficiencies,  especially  in  the  patient  who  is 
bedridden,  and  more  especially  in  the  patient  who 
has  difficulty  in  swallowing. 

I would  like  to  thank  Dr.  Speas  very  much  for 
not  only  giving  us  a satisfactory  liquid  diet  for 
those  patients  who  are  unable  to  swallow  other 
foods  and  also  his  list  for  substituting  other  li- 
quids. I think  too  often  we  put  a patient  on  a 
“cut-and-dried”  diet,  and  after  two  or  three  days 
they  are  through  with  it. 

Nearly  all  physicians  have  had  experience  in 
feeding  and  keeping  well-nourished  the  people  who 
have  had  troubles  in  their  brain,  in  the  way  of 
paralysis  from  two  strokes,  or  a pure  bulbar  pa- 
ralysis. I remember  having  had  to  treat  two  or 
three  of  these,  and  it  is  rather  remarkable  how 
much  food  one  can  get  into  such  patients.  With 
thought  one  can  get  into  them  everything  they 
need. 

I think  too  many  (and  Dr.  Speas  called  our 
attention  to  it)  have  forgotten  the  proteins  in  giv- 
ing a liquid  diet.  Today  the  medical  student  and 
the  interne  are  keeping  Dr.  Youmans  and  me  on 
our  toes.  They  have  read  better  books  then  we 
did  and  they  are  keeping  up  better  with  the  litera- 
ture. Nearly  every  journal  now  emphasizes  the 
importance  of  a high  protein  diet,  even  though  the 
foods  are  liquid.  Today  amino  acids  are  available 
in  palatable  form  as  a powder  which  can  be  stirred 
up  in  milk.  They  will  give  all  the  protein  that  is 
necessary. 

I have  gone  a little  to  the  extreme  in  giving  a 
rather  high  protein  diet  rather  than  a low  one.  In 
giving  liquids,  especially  if  the  patient  sees  the 
liquid  when  it  is  brought  to  him,  it  is  very  impor- 
tant that  it  is  served  to  him  in  a palatable  form, 
even  though  one  has  to  give  it  to  him  through  a 
tube.  To  have  it  put  up  in  jars  like  soups  does  not 
appeal  to  the  patient.  If  he  sees  that  it  looks  appe- 
tizing, it  will  appeal  to  him.  The  patient  should 
not  only  have  a diet  that  appeals  to  his  appetite, 
but  he  should  have  variety.  Every  day  there 
should  be  a change  and  the  patient  should  be  asked 
what  he  would  like  to  have. 

Dr.  Youmans  spoke  of  allergy.  There  is  an  old 
saying,  “What  is  one  man’s  meat  is  another  man’s 
poison.”  The  day  has  gone  by  when  we  put  patients 
on  a Sippy  diet  for  ulcer,  one  in  which  we  gave 
them  a mixture  of  milk  and  cream.  However,  every 
now  and  then  one  would  see  a patient  with  persist- 
ent vomiting:  the  more  milk  and  cream  one  gave 
him,  the  more  he  vomited.  I have  learned  that 
when  one  has  a patient  like  that,  if  he  is  placed  on 
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a diet  eliminating  milk  and  milk  products  entirely, 
the  vomiting  will  stop.  Such  a patient  cannot  tol- 
erate milk. 

I think  most  of  us  are  forced  into  being  dieticians 
today  because  nearly  every  magazine  carries  a diet 
for  one  reason  or  other;  mostly  they  are  “get  thin” 
diets.  I have  yet  to  see  one  in  a lay  magazine 
which  had  all  the  body  requirements.  Half  of  my 
work  as  an  internist  is  not  putting  people  on  diets, 
but  taking  them  off  diets  which  they  have  been 
following.  They  have  been  on  some  crazy  diet  they 
have  picked  up  in  some  magazine  and,  as  I said,  it 
is  always  faulty,  and  therefore  about  half  of  my 
work  is  to  try  to  put  these  people  on  a diet  that 
will  fulfill  all  the  body  requirements. 

Again  I wish  to  thank  Dr.  Speas  for  calling  our 
attention  to  the  importance  of  giving  a liquid  diet 
and  at  the  same  time  giving  sufficient  protein,  as 
well  as  all  the  vitamins  and  minerals  that  are  nec- 
essary to  perfect  health. 

Thank  you. 

DR.  C.  J.  SPEAS  (Nashville)  : I wish  to  thank 
Dr.  Youmans  and  Dr.  Chaney  for  their  remarks, 
and  Dr.  Youmans  for  his  corrections. 

Perhaps  we  do  not  realize  how  many  people  re- 


quire this  type  of  diet.  With  an  increasing  number 
of  cancer  patients  we  are  seeing  more  advanced 
cancer  of  the  mouth  and  jaws.  It  is  very  often 
necessary  to  sustain  them  for  long  periods  of  time 
on  a liquid  diet  and  therefore  such  diets  must  be 
balanced. 

Dr.  Chaney  referred  to  the  psychiatric  factor 
in  feeding  a patient  day  after  day  on  a liquid 
diet.  If  a few  minutes  are  spent  discussing  that 
particular  point  with  someone  in  the  family,  and 
if  the  cook  or  the  manager  of  the  house  is  asked 
to  see  that  the  diet  is  made  to  look  palatable  and 
to  taste  well,  the  patient  will  get  along  very  much 
better. 

It  is  a practice  in  our  office  always,  Dr.  You- 
mans, to  question  a patient  thoroughly  about 
allergy  before  we  give  this  diet  to  him.  We  take 
quite  a complete  history  from  all  our  patients 
and  that  is  one  of  the  things  about  which  they  are 
questioned,  not  only  from  the  standpoint  of  this 
diet  but  also  as  a prerequisite  to  any  type  of 
chemotherapy. 

I wish  to  thank  both  discussers.  I have  enjoyed 
talking  to  you  and  I hope  I have  helped  some. 
Thank  you. 


The  Urinary  Excretion  of  Corticosteroids  in  Dia- 
betic Acidosis.  McArthur,  J.,  Sprague,  R.  G., 
and  Mason,  H.  L.  J.  Clin.  Endocrinol.,  10:307, 
1950. 

The  possibility  that  adrenal  hyperactivity  might 
be  demonstrated  in  patients  with  diabetic  acidosis 
has  elicited  interest  because  of  the  concept  of  the 
general  adaptation  syndrome  of  Selye.  The  ex- 
acerbation in  the  severity  of  diabetes  mellitus 
which  is  induced  by  acute  infections,  fractures,  and 
other  types  of  stress  is  familiar.  It  is  suggested 
that  these  aggravations  of  the  diabetes  may  be 
due  to  a “temporary  defensive  over-production  of 
carbohydrate  active  steroids.” 

Six  patients  at  the  Mayo  Clinic  were  studied 
while  hospitalized  for  the  treatment  of  diabetic 
acidosis.  All  were  drowsy,  and  the  CO.,  combining 
power  was  in  no  case  higher  than  21  volumes  per- 
cent. The  blood  sugars  ranged  from  446  mgm. 
per  cent  to  860  mgm.  per  cent.  Treatment  was 
vigorous,  consisting  of  insulin  and  intravenous 
fluids  containing  sodium  chloride  and  sodium 


lactate.  Dextrose  solutions  were  given  after 
definite  reduction  in  hyperglycemia. 

Twenty-four  hour  urine  specimens  were  col- 
lected on  the  day  of  admission,  and  later,  after 
diabetic  equilibrium  had  been  reestablished.  The 
initial  excretion  rate  of  corticosteroids  was  from 
two  to  eight  times  as  rapid  as  the  rate  after  re- 
covery. There  was  direct  correlation  between  the 
severity  of  the  acidosis,  as  measured  by  the  CO,, 
combining  power,  and  the  rate  of  urinary  excretion 
of  corticosteroids. 

A subsequent  study  was  done  on  a single  dia- 
betic in  whom  acidosis  was  allowed  to  develop, 
under  observation,  by  withholding  insulin.  After 
48  hours,  or  on  the  third  day,  the  corticosteroid 
excretion  rate  was  quadrupled.  The  eosinophil 
count  had  begun  to  drop  within  24  hours,  indi- 
cating that  adrenal  hyperactivity  began  early,  but 
the  augmented  corticosteroid  excretion  rate  was  a 
relatively  late  feature  of  the  acidotic  syndrome. 

(Abstracted  for  the  Tennessee  Diabetes  Associa- 
tion by  Jean  M.  Hawkes,  M.D.,  Memphis,  Tennes- 
see.) 
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Enuresis  is  one  of  the  most  troublesome  complaints  the  practitioner 
must  meet,  especially  in  childhood.  Its  management  is  not  so  simple 
as  the  restriction  of  fluid,  frequent  awakening  and  the  like.  The  basic 
difficulty  is  psychiatric  and  successful  therapy  can  be  approached  only 
from  this  viewpoint. 


ETIOLOGICAL  ASPECTS  OF  ENURESIS* 

RALPH  TOWNSEND,  M.D.,f  Yonkers,  N.  Y, 

I have  three  major  reasons  for  discussing 
the  subject  of  enuresis.  The  first  has  to  do 
with  the  high  incidence  of  the  disorder.  The 
matter  was  suggested  to  me  by  the  interest 
of  many  who  have  been  taking  the  post- 
graduate course  in  Psychiatry,  in  which  I 
am  the  instructor.  As  a presenting  com- 
plaint, it  rates  high  among  patients  who 
want  medical  help,  especially  in  the  practice 
of  those  doctors  who  handle  children.  In 
the  military  service  there  was  a surprisingly 
great  number  of  adults  who  were  so  af- 
fected, and  in  most  cases  it  was  necessary  to 
separate  them  from  the  service  on  this  ac- 
count. This  persistence  of  the  disorder  into 
adulthood  contradicts  the  widely  held  no- 
tion that  enuresis  is  outgrown.  In  these 
cases,  because  of  unsuccessful  treatment, 
the  individual  learns  to  accept  the  condi- 
tion, and  suppresses  its  presence.  In  the 
military  milileu,  the  facts  cannot  be  hid- 
den. Over  50  per  cent  of  enuretics  in  one 
series  were  married. 

My  second  major  purpose  is  to  attempt 
to  clarify  some  points  which  contribute  to 
the  great  confusion  that  exists  in  this  field, 
if  one  is  to  use  the  literature  as  any  guide 
in  this  respect.  A great  controversy  seems 
to  rage  over  whether  this  is  an  organic  or 
a functional  disorder.  “Functional”  in  this 
case  means  “psychogenic.”  We  read  about 
such  things  as  small  bladder  capacity,  “re- 
laxed internal  sphincter  of  the  bladder,” 
“uninhibited  tonic  bladder,”  its  constitu- 
tional or  hereditary  nature,  “biological  im 
maturity,”  etc.  There  seems  to  be  a great 
need  to  find  a single,  universal  explanation. 
This  is  an  erroneous  approach  and  results 
largely  from  thinking  of  symptoms  as 
though  they  were  disease  entities. 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation. Memphis,  April  11,  12,  1950. 
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My  third  purpose  is  to  emphasize  the 
point  that  to  properly  understand  this  con- 
dition (as  well  as  all  others  in  clinical  med- 
icine) it  is  necessary  to  formulate  the  prob- 
lem in  terms  of  diagnostic  entities.  Only 
in  this  way  can  we  reach  understanding  and 
hope  to  arrive  at  a scientific  approach  to 
treatment.  Granted,  without  this  approach 
it  is  still  possible  to  treat  and  eradicate  the 
symptom  by  pragmatic  or  empirical  meth- 
ods and  “tricks,”  but  we  never  know  the 
principles  by  which  such  things  work,  we 
gain  no  more  understanding  of  the  condi- 
tion nor  can  we  be  assured  that  we  have 
altered  the  basic  factors  responsible  for  the 
symptom. 

A proper  definition  is  always  a good  start- 
ing point,  but  I do  not  know  whether  it  is 
possible  to  formulate  one  at  this  time  which 
would  incorporate  all  of  the  essential  fea- 
tures. It  is  likely,  however,  that  we  are 
dealing  predominantly  with  a failure  of  ade- 
quate inhibitory  suprasegmental  control 
over  the  automaticity  of  an  organ  whose 
emptying  is  initially  regulated  by  segmental 
reflexes.  It  is  doubtful,  for  example, 
whether  there  is  any  essential  alteration  in 
the  sensory  components  of  nervous  func- 
tion ; rather,  we  are  probably  dealing  with 
a disorder  affecting  the  motor  elements.  We 
can  do  better  in  definition  if  we  indicate 
what  types  of  conditions  should  be  excluded. 
The  main  objections  to  this  exclusion  arise 
out  of  making  “incontinence”  equivalent  to 
“enuresis.”  Overflow  incontinence  should 
be  ruled  out  as  should  neurological  disorders 
with  incontinence  as  a part  of  the  syn- 
drome, incontinence  arising  in  the  presence 
of  cystitis,  urethritis,  pyelitis,  pyelonephri- 
tis, nephritis  or  nephrosis,  and  lastly,  in- 
continence associated  with  an  epileptic 
attack. 


September,  1950 


ETIOLOGICAL  ASPECTS  OF  EN  U RES  I S— Townsend 


329 


Having  thus  limited  our  concept,  we  find 
practically  that,  first,  our  acumen  is  not  be- 
fogged by  a lot  of  confusing  notions,  but 
what  is  more  important,  we  still  deal  with 
the  great  preponderance  of  bed-wetting 
problems.  It  is  up  to  the  physician  to  rule 
out  those  factors  which  have  been  mentioned 
as  giving  rise  to  incontinence,  and  this 
can  be  done  entirely  in  most  cases  in  the 
taking  of  a history  which  pays  attention  to 
the  necessary  phenomenological  elements  of 
the  symptoms.  An  adequate  physical  ex- 
amination is  necessary  as  a part  of  good 
medicine,  but  caution  should  be  exercised 
lest  some  incidental  abnormality  be  given 
etiological  significance. 

If  we  are  to  recognize  that  enuresis  may 
be  only  one  of  a group  of  symptoms  of  an 
underlying  disease  process  or  diagnostic 
entity,  we  will  have  no  trouble  accepting 
the  notion  that  to  speak  of  cure  in  terms  of 
“cessation  of  the  enuresis”  is  inaccurate. 
We  must  see  modification  of  other  aspects 
of  the  problem  as  well.  Certainly  “cure” 
is  not  the  same  as  maintaining  a dry  bed 
through  such  procedures  as  limiting  fluids, 
frequent  waking  of  the  child,  or  the  disap- 
pearance of  the  disorder  through  the  giving 
of  rewards,  or  use  of  belladonna  prepara- 
tions. “Cure”  presupposes  that  the  child 
has  developed  within  himself  an  inner 
capacity  for  control  over  forces  otherwise 
responsible  for  voiding  under  unpropitious 
circumstances. 

Now  let  us  examine  some  of  the  facts 
about  enuresis  and  enuretics.  If  the  em- 
phasis can  be  put  on  the  latter,  that  is  the 
total  person  in  whom  the  symptom  is  found, 
we  stand  a better  chance  in  the  individual 
case  to  get  at  the  heart  of  the  matter. 

1.  Enuresis  is  found  much  more  fre- 
quently in  boys  than  in  girls.  The  figures 
vary,  but  certainly  enuresis  after  the  ado- 
lescent period  is  quite  rare  in  girls  or 
women. 

2.  There  is  a high  family  incidence.  It 
is  common  to  see  more  than  one  sibling 
affected  and  it  is  also  common  to  discover 
that  one  or  both  parents  are  now  or  have 
been  enuretics. 

3.  It  is  a symptom  which  draws  attention 
of  one  sort  or  another  to  the  patient. 

4.  It  is  associated  with  the  presence  of 


varying  attitudes  and  responses  on  the  part 
of  the  adults  concerned,  which  may  be 
sympathetic  indulgence,  angry  reprisal, 
concern,  distraction,  etc. 

It  is  often  found  to  be  associated  with 
markedly  divergent  attitudes  on  the  part  of 
the  two  parents. 

5.  It  is  seen  in  families  where  there  is 
marital  disharmony,  separation,  erratic 
disciplines,  inconsistency,  too  many  children 
(resulting  in  varying  degrees  of  neglect) 
and  with  a higher  incidence  in  rural  areas 
where  association  with  other  children  out 
side  the  home  is  limited. 

6.  In  many  cases,  both  in  girls  and  in 
boys,  there  is  a spontaneous  disappearance 
in  adolescence. 

7.  There  are  varying  attitudes  toward 
the  symptom  on  the  part  of  the  individual 
affected  which  may  be  disgust,  remorse, 
self-contempt,  indifference,  shame,  pride, 
defiance. 

8.  There  is  no  special  correlation  with  in- 
telligence, although  army  experience  with 
adults  shows  a high  incidence  in  the  dull, 
the  uneducated  and  manual  workers. 

9.  In  adults  with  enuresis  in  the  Army, 
there  is  a high  incidence  of  delinquency  of 
one  sort  or  another. 

10.  In  adults,  as  well  as  in  children  how- 
ever, there  is  no  specific  personality  type 
to  be  found,  a fact  which  goes  along  with 
the  idea  that  enuresis,  the  symptom,  is  a 
manifestation  of  more  than  one  diagnostic 
entity. 

Taking  into  account  all  these  varied  fea- 
tures of  the  phenomenon,  we  are  forced  to 
the  conclusion  that  we  must  regard  enuresis 
as  a symptom  rather  than  as  an  entity  in 
itself.  We  turn  our  attention  belatedly  to 
a study  of  the  people  themselves  in  whom 
this  peculiarity  of  behavior  is  noted.  In 
so  doing,  we  find  that  it  is  possible  to 
separate  the  total  enuretic  population  into 
fairly  distinct  categories.  Only  through  re- 
lating the  specific  symptom  to  a larger 
entity  can  we  recognize  its  meaning.  Un- 
less we  do  this,  we  forfeit  the  possibility  of 
understanding  in  dynamic  and  etiological 
terms,  and  resort  to  unprofitable  specula- 
tions as  to  etiology,  empirical  formulae  for 
therapy,  and  achieve  inconclusive  and 
capricious  results. 
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With  this  new  emphasis  laid  upon  the 
individual  as  a whole,  we  find  it  pertinent 
to  try  to  ascertain  in  any  given  case  the 
answers  to  the  following  points: 

(1) .  What  about  the  history  of  the 
symptom?  Has  it  always  been  present,  or 
was  there  a period  during  which  control 
was  established?  Important  is  an  exact 
description  of  its  occurrence  and  the  cir- 
cumstances, such  as  frustration,  retaliation, 
dreams,  seduction,  erotic  fantasies,  sibling 
rivalry,  etc.,  which  may  be  associated. 

(2) .  The  age  of  the  child.  Ordinarily, 
bladder  control  at  night  should  be  estab- 
lished by  three  years,  which  means  that  be- 
fore this  time  very  definite  indications 
(should  present  themselves  of  increasing 
capacity  for  control.  Before  18  months  on 
the  average,  the  child  does  not  possess  a 
sufficiently  mature  nervous  system.  Also, 
our  thinking,  diagnostically,  may  be  en- 
tirely different  depending  upon  whether  we 
are  dealing  with  a four  year  old  or  a ten 
year  old. 

(3) .  The  emotional  environment  of  the 
child  and  its  history.  What  about  the  in- 
terpersonal relationships  between  the  par- 
ents? Was  the  child  wanted?  How  about 
the  relationship  between  the  parents  and 
the  child  and  between  the  patient  and 
siblings?  Have  there  been  periods  of  sep- 
aration or  illnesses? 

(4) .  What  other  symptoms  or  character- 
istics can  we  delineate  in  the  patient?  Is 
there  lying,  stealing,  other  delinquency,  ag- 
gressiveness and  assertiveness,  evidences  of 
jealousy,  temper  tantrums,  persisting  mas- 
turbation, thumb  sucking  or  nail  biting,  or 
encopresis?  Is  the  child  effeminate,  shy, 
withdrawn,  and  passive  and  dependent? 
Are  there  tics,  fears,  obsessional  or  com- 
pulsive features? 

(5) .  What  about  the  personality  of  the 
parents,  and  especially  of  the  mother?  This 
is  important,  particularly  in  preadolescent 
children,  since  adequate  therapy  requires 
that  the  mother  (usually)  be  helped  with 
her  own  emotional  problem  in  order  to  treat 
the  child. 

When  we  have  inquired  into  these  mat- 
ters in  a large  group  of  patients  it  will  be 
discovered  that  it  is  possible  to  delineate 
some  fairly  definite  patterns.  I would  like 


to  indicate  that  these  may  be  in  the  form 
of  case  histories.  These  do  not  represent 
so  much  individual  patients  but  rather  typi- 
cal hypothetical  cases,  but  nevertheless 
based  on  actual  occurrences. 

a) .  A 4-5  year  old  boy  has  always  wet 
the  bed  at  night-time  and  occasionally  has 
voided  in  his  clothes  during  the  day,  under 
circumstances  of  frustration  or  disappoint- 
ment. He  has  shown  very  little  tendency 
to  develop  self-control.  He  sucks  his  thumb, 
doesn’t  play  well  with  others  of  his  own 
age  and  can’t  keep  up  with  them.  They 
call  him  a “baby.”  He  is  an  only  child ; 
the  mother  was  ill  during  pregnancy  with 
many  aches  and  pains,  and  considerable 
vomiting.  After  his  birth  she  left  him  to 
be  cared  for  by  a rather  impersonal  and 
rigid  nurse.  The  father  is  away  from  the 
home  much  of  the  time.  For  the  first  three 
years  the  child  played  alone  in  the  nursery 
almost  exclusively.  The  mother  has  many 
social  obligations,  in  the  way  of  teas, 
canasta  parties,  and  church  work,  and 
therefore  quite  preoccupied  outside  the 
home. 

The  most  important  features  of  a case 
like  this  is  the  relative  neglect  of  the  child 
beginning  early,  and  the  absence  of  adults 
and  contemporaries  with  whom  he  could  es- 
tablish warm,  binding  and  security-pro- 
ducing relationships.  The  symptom  of 
enuresis  here  is  just  one  of  several  evi- 
dences that  this  boy  has  failed  to  mature 
at  the  average  rate,  and  that  he  in  a way 
finds  through  hanging  on  to  infancy  some 
measure  of  satisfaction  at  the  expense  of 
further  maturation.  In  this  type  of  case 
the  enuresis  is  to  be  looked  upon  as  a habit 
disorder. 

b) .  A 5 year  old  boy  is  said  to  wet  the 
bed  at  night.  On  getting  his  confidence  we 
find  that  he  wakes  up  with  the  urge  to 
urinate  a couple  of  hours  after  going  to 
bed.  Then,  fully  awake,  or  half-awake  he 
urinates  while  lying  there.  He  is  the  second 
in  a family  of  five  children.  He  steals 
money  from  his  mother’s  purse  and  buys 
candy  for  his  friends.  He  lies,  and  fights 
with  his  younger  brothers  and  sisters.  The 
father  is  alcoholic,  usually  unemployed  and 
abuses  his  wife  and  the  children.  The 
mother  is  crude,  inconsistent  and  unpre- 
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dictable  in  her  actions  with  the  children, 
sometimes  seeming  to  take  out  her  feelings 
toward  her  husband  on  them.  She  says 
she  wishes  she  never  had  any  as  they  are 
so  much  trouble.  She  especially  complains 
about  the  extra  laundry  caused  by  her  son’s 
enuresis. 

In  this  type  of  case  we  have  the  patient 
being  reared  in  an  atmosphere  of  rejection. 
The  lack  of  acceptance  as  a worthwhile 
being,  the  unreasonable  punishments  and 
brutality,  are  responsible  for  his  feelings 
of  hostility  toward  the  parents.  This  is 
expressed  in  the  way  in  which  the  bed- 
wetting incorporates  elements  of  defiance, 
hostility,  and  retaliation.  In  this  case  the 
aggressive  intent  is  clear  and  the  symptom 
is  to  be  classified  as  a conduct  disorder. 

(What  I have  referred  to  here  as  “habit 
disorder”  and  “conduct  disorder”  are  two 
large  groups  of  symptoms  which  are  seen 
in  the  so-called  primary  reactive  behavior 
disorders — a distinct  diagnostic  entity — 
which  lends  itself  to  an  important  further 
subdivision : If  the  symptoms  begin  early 
in  life  and  represent  hostile  aggressiveness, 
and  if  there  is  little  difference  in  behavior 
regardless  of  whether  the  child  is  in  the 
home  or  not,  we  refer  to  a pre-oedipal 
form.  If  the  symptoms  are  almost  ex- 
clusively seen  in  the  presence  of  the  parents 
or  parent  surrogates,  if  the  content  is 
primarily  provocativeness  or  playing  one 
parent  against  the  other,  we  call  this  erotic 
aggressiveness,  and  refer  to  an  oedipal 
form  of  the  disease.  (The  term  “oedipal” 
refers  to  that  constellation  of  factors  which 
pertain  to  the  situation  in  childhood  when 
the  child  wishes  to  get  rid  of  the  parent 
of  the  same  sex  as  a rival  in  love  in  order 
to  possess  exclusively  the  parent  of  the  op- 
posite sex.) 

c).  An  eleven  year  old  boy  has  had 
periods  of  enuresis  since  infancy.  He  was 
trained  at  about  two  and  a half  but  re- 
gressed after  a sibling  was  born.  He  again 
gained  control  after  a time  but  was  found 
to  repeat  the  regression  each  time  another 
child  came  into  the  family.  He  now  has 
three  brothers  and  a sister.  He  has  been 
enuretic  at  night  since  the  age  of  six,  wet- 
ting the  bed  several  times  a week,  but  has 
gone  as  long  as  an  entire  week  with  dry- 


ness. He  feels  badly  about  it  all,  often 
changing  and  washing  the  linen  himself. 
He  is  rather  quiet,  retiring  and  with  a cer- 
tain effeminancy  to  his  character  structure 
and  in  his  interests  and  appearance.  He 
does  not  mix  with  other  boys  of  his  age 
because  they  are  too  rough  and  use  “bad 
language.”  He  frowns  upon,  but  secretly 
envies,  the  aggressive  behavior  of  a younger 
brother.  At  one  time  there  were  fears  as- 
sociated with  the  dark,  about  which  he 
makes  no  mention  now.  He  is  disturbed 
by  dirt  and  disorder.  The  mother  is  a 
conscientious,  harried  woman  of  strong  re- 
ligious bent  and  sense  of  duty,  who  has  few 
interests  except  in  the  family  but  gains  no 
great  measure  of  enjoyment  from  them. 
The  father  is  mild-mannered  and  easy  go- 
ing on  the  surface,  and  because  of  differ- 
ences as  to  how  the  children  should  be 
brought  up  he  leaves  most  of  the  decisions 
to  his  wife.  Because  of  business  he  is 
absent  from  the  home  a good  deal.  During 
the  earlier  life  of  the  patient  he  was  in 
the  Service  about  three  years. 

In  this  type  of  case,  there  is  an  evolution 
of  the  same  symptom  from  a habit  disorder 
to  one  which  is  associated  with  fears,  which 
seem  to  have  been  replaced  by  obsessional 
and  compulsive  defenses,  together  with  the 
evolution  of  a personality  structure  char- 
acterized by  passivity  and  femininity.  His 
attitude  of  guilt  toward  his  enuresis  is  sig- 
nificant. Here,  taking  the  total  picture  into 
account,  it  is  clear  that  we  are  dealing 
with  enuresis  as  a psychoneurotic  symptom. 

The  relative  incidence  of  enuresis  as  a 
manifestation  of  one  of  these  conditions, 
that  is  habit  disorder,  conduct  disorder,  or 
psychoneurotic  symptom,  will  vary  consid- 
erably. One  factor  is  age.  The  younger 
children  are  too  young  to  have  developed 
a psychoneurosis.  As  one  deals  with  older 
groups,  there  appears  to  be  a high  in- 
cidence of  both  oedipal  behavior  disorders 
(in  adulthood  called  neurotic  character) 
and  psychoneuroses,  with  the  preponderance 
of  these  in  favor  of  the  latter. 

There  is  a conspicuous  difference  in  the 
dynamic  background  of  enuresis  of  the  psy- 
choneurotic variety  as  we  compare  girls  and 
boys  so  affected.  In  boys,  it  appears  to  be 
associated  with  defenses  against  anxiety  by 
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which  the  child  attempts  to  prove  that  he 
constitutes  no  threat  to  the  father.  To  be 
enuretic,  for  the  boy,  is  to  be  feminine, 
weak,  infantile  or  impotent,  and  not  to  be 
taken  seriously  as  a rival.  Later  in  life, 
these  passive  and  dependent  men,  if  they 
do  get  married,  attach  themselves  to  strong 
maternal  women  who  will  care  for  them 
and  impose  few  demands. 

In  girls,  on  the  other  hand,  enuresis 
represents  a symbolic  revolt  against  the 
passive  feminine  role.  Here,  to  be  enuretic 
is  to  exert  power,  to  be  independent  and 
assertive.  Such  girls  are  active,  outgoing, 
and  aggressive  and  are  strongly  competi- 
tive with  boys.  The  common  disappearance 
of  enuresis  at  adolescence  may  be  in  part 
due  to  the  development  of  secondary  sex 
characteristics,  associated  with  all  the  re- 
wards for  femininity  which  reveal  them- 
selves to  the  girl  at  this  time. 

It  is  not  within  the  scope  of  this  paper 
to  deal  with  therapy.  Yet,  from  the  fore- 


going discussion,  it  would  seem  that  treat- 
ment, to  be  scientific  and  effective,  must 
take  into  account  the  underlying  diagnostic 
entity,  whether  reactive  behavior  disorder 
of  either  type  or  psychoneurosis.  Only 
then  do  we  have  etiologicallv  oriented  treat- 
ment. For  the  young  patient,  this  falls 
within  the  scope  of  child  guidance;  for  the 
adult,  the  therapy  is  essentially  psychiatric. 
In  the  young,  we  deal  with  a group  phe- 
nomenon and  must  exert  therapeutic  lever- 
age against  child  and  parent;  for  the  older 
patient,  an  individual  form  of  therapy 
suffices. 

To  handle  the  great  load  of  such  disor- 
ders, as  they  exist  in  a large  community, 
carries  with  it  the  necessity  of  specially 
trained,  dynamically  oriented  therapists, 
with  proper  supervision  and  a good  work- 
ing relationship  with  ancillary  services. 
There  seems  to  be  little  doubt  that  in  our 
State  such  facilities  are  inadequate.  “What 
is  to  be  done  about  it?” 


Therapeutic  Abortions  in  New  York  City,  1943- 

1947.  Tietze,  C.  Am.  J.  Obst.  & Gynec.,  60:146, 

1950. 

Very  few  statistical  studies  of  therapeutic  abor- 
tion have  been  made  in  the  United  States.  A 
search  of  the  literature  of  the  last  decade  pro- 
duced only  four  papers,  covering  about  700  cases 
extending  over  more  than  twenty  years.  This 
sample  is  too  small  for  the  computation  of  a valid 
fatality  ratio  and  too  highly  selected  to  permit  an 
evaluation  of  the  practises  prevailing  among  the 
medical  profession  at  large.  It  appears  worth 
while,  therefore,  to  supplement  the  clinical  data 
by  a report  on  almost  3,600  therapeutic  abortions 
based  upon  the  registration  of  fetal  deaths  in  New 
York  City  during  the  five-year  period  from  1943 
through  1947.  Almost  3,600  therapeutic  abortions 


were  registered  as  fetal  deaths  in  New  York  City 
during  1943-1947.  The  incidence  of  the  operation 
as  reported,  was  about  one  per  200  known  preg- 
nancies and  much  higher  among  older  than  among 
younger  women.  Six-sevenths  of  all  interruptions 
were  performed  during  the  first  trimester  of  preg- 
nancy. Conditions  most  frequently  recorded  as 
indications  were  heart  disease,  fibroids,  mental  dis- 
order, the  toxemias  of  pregnancy,  and  tuberculosis. 
Psychiatric  indications  showed  a strong  upward 
trend.  Four-fifths  of  the  abortions  involving  fibroids 
were  accomplished  by  hysterectomy,  and  almost 
nine-tenths  of  the  others  by  dilatation  and  curet- 
tage. One  patient  in  250  died  within  one  month 
after  the  operation. 

(Abstracted  by  Hamilton  V.  Gayden,  M.D.,  Nash- 
ville, Tennessee.) 
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KNOXVILLE  GENERAL  HOSPITAL 
CLINICAL  PATHOLOGICAL 
CONFERENCE* 

DR.  WILLIAM  A.  NELSON:  The  case  is  that 
of  R.  J.,  a 41  year  old,  white  male  who  was  ad- 
mitted to  the  Knoxville  General  Hospital  on  July 
14,  1950.  At  the  time  of  admission  he  complained 
of  severe  headache  in  the  frontal  and  occipital 
areas  of  three  days’  duration.  He  had  also  noticed 
soreness  and  stiffness  of  his  neck  and  severe 
bilateral  pain  in  the  lumbar  area.  He  had  a 
severe  shaking  chill  prior  to  admission,  but  there 
had  been  no  known  fever.  Prior  to  the  onset  rf 
this  illness,  the  patient  had  only  occasional  slight 
headaches,  but  they  were  never  severe  enough  to 
require  medication.  There  had  been  no  nausea, 
vomiting  or  weakness  of  his  extremities.  He  had 
not  been  unconscious.  His  vision  had  remained 
normal. 

On  June  14,  1950,  the  patient  had  fallen  while  on 
duty  and  fractured  the  seventh  rib  on  the  right 
side  posteriorly.  He  remained  away  from  work 
for  a few  days,  and  when  he  returned  complained 
of  no  discomfort. 

Past  History.  The  patient  had  had  the  usual 
childhood  diseases.  He  had  had  hypertension.  He 
was  a heavy  user  of  alcohol. 

Family  History.  The  patient’s  father  died  of  a 
cerebral  hemorrhage.  One  brother  died  suddenly 
at  the  age  of  45  of  a cerebral  hemorrhage.  The 
remainder  of  the  family  history  was  not  con- 
tributory. 

Examination.  Significant  physical  findings  en 
admission  revealed  a well  developed  and  nourished, 
white  male  who  appeared  to  be  in  acute  pain.  He 
was  oriented  and  co-operative.  The  pupils  were 
equal  and  regular  and  there  was  no  papilledema. 
The  neck  was  stiff  and  there  was  marked  spasm 
of  the  lumbar  muscles  bilaterally.  It  should  be 
noted  that  this  physical  examination  was  done  four 
days  after  the  onset  of  his  illness.  Blood  pressure 
was  1 GO/ 115.  Heart  and  lungs  were  normal.  Ex- 
amination of  the  abdomen  was  negative.  The  re- 
mainder of  the  physical  examination  was  not 
significant. 

Clinical  Coarse.  Soon  after  admission  to  the 
hospital  a lumbar  puncture  was  done  by  Dr. 
Mitchell.  The  spinal  fluid  was  grossly  bloody  in 
all  three  specimens.  Prior  to  the  lumbar  puncture 
the  diagnoses  which  were  considered  were:  1. 

poliomyelitis;  2.  intracranial  hemorrhage;  and 
3.  some  form  of  meningitis.  A urinalysis  showed 
three  plus  albumen.  The  white  blood  count  was 
7,100,  red  blood  count  4,100,000  and  Hgb.  17  grams. 
The  differential  count  was  normal.  Blood  serology 
for  syphilis  was  negative.  A chest  x-ray  revealed 
a fracture  of  the  seventh  rib  on  the  right  side 
posteriorly.  X-ray  film  of  the  skull  showed  large 
frontal  sinuses,  but  nothing  else  of  significance. 

The  patient  was  given  sedatives,  codeine,  and 
hot  packs  locally.  As  codeine  did  not  relieve  h's 


* F rom  Departments  of  Medicine  and  Neuro- 
surgery, Knoxville  General  Hospital,  Knoxville, 
Tennessee. 


headache  he  was  given  morphine  later  with  only 
temporary  relief.  On  the  second  hospital  day  the 
spinal  fluid  was  again  found  to  be  grossly  bloody 
and  the  initial  pressure  was  124  mm.  On  the  fifth 
hospital  day,  the  patient  began  to  have  a low 
grade  fever.  He  was  given  penicillin,  aureomycin, 
and  sulfadiazine.  His  headache  continued  inter- 
mittently and  the  medication  employed  afforded 
little  relief. 

On  July  23,  consultation  with  a neurosurgeon 
was  requested  and  Dr.  Eidson  Smith  was  asked 
to  see  the  patient.  His  physical  findings  were 
essentially  the  same  as  those  previously  recorded, 
and  it  was  his  impression  that  the  patient  prob- 
ably had  a subarachnoid  hemorrhage,  the  site  of 
which  could  not  be  determined.  It  was  felt  by 
Dr.  Smith  that  an  aneurysmal  sac  was  the  most 
likely  source  of  bleeding  and  he  suggested  the 
continued  use  of  sedatives  and  repeated  lumbar 
punctures.  On  July  19  the  spinal  fluid  pressure 
was  found  to  be  240  mm.  and  the  fluid  was  blood 
tinged.  Six  days  later  the  pressure  was  250  mm. 
and  the  spinal  fluid  was  xanthochromic.  The  last 
lumbar  puncture  was  done  on  July  27  and  the 
initial  pressure  was  110  mm.  At  this  time  the 
spinal  fluid  was  cloudy  in  appearance,  and  after 
6 cc.  of  fluid  had  been  removed  the  pressure  was 
recorded  as  100  mm.  Arteriograms  on  July  29 
revealed  normal  findings  on  the  right  side.  This 
study  was  not  successful  on  the  left. 

After  the  first  two  weeks  of  hospitalization  the 
patient  improved  clinically  and  symptomatically. 
His  headaches  became  less  severe,  he  was  able  to 
sit  up  in  bed,  and  he  ate  well.  He  required  little 
medication  for  his  headache. 

On  August  6,  he  was  essentially  asymptomatic 
and  was  able  to  sit  in  a chair  by  his  bed.  About 
two  hours  after  this  improved  condition  had  been 
noted  the  patient  had  a generalized  convulsion  and 
became  unconscious.  He  was  seen  by  Dr.  Baker 
of  the  hospital  staff  and  spastic  convulsion  of  his 
right  lower  extremity  was  noted.  Forty-five  min- 
utes later  the  patient  had  regained  consciousness 
and  was  complaining  of  frontal  headache.  Al- 
though a dilated  pupil  on  the  left  was  noted  at 
the  time  of  the  convulsion,  his  pupils  were  regular 
when  I examined  him  and  there  was  no  evidence 
of  papilledema.  He  was  given  Demoral  for  his 
headache,  and  several  hours  later  he  was  fairly 
comfortable.  On  the  evening  of  August  6 he  was 
seen  for  the  first  time  by  Dr.  Frank  Turney.  The 
pupils  were  constricted,  probably  due  to  medication, 
and  no  localizing  signs  wei'e  demonstrable.  Seda- 
tives and  analgesics  were  continued.  On  the 
morning  of  August  7,  the  patient  again  had  a 
sudden  convulsive  seizure,  became  cyanotic  and 
died.  The  diagnoses  which  had  been  proposed  by 
the  attending  physicians  and  the  consultants  were 
as  follows:  (1)  Subarachnoid  hemorrhage  with 

aneurysm  as  the  possible  etiology.  (2)  Intracranial 
hemorrhage  as  the  result  of  hypertensive  vascular 
disease.  (3)  Some  form  of  hemorrhagic  meningitis. 

DR.  MANTOOTH  : Was  he  a known  hy- 
pertensive? 

DR.  NELSON : Yes,  his  blood  pressure 
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fluctuated  between  160/100  and  180/110, 
Me  had  been  hypertensive  for  at  least  five 
years.  Permission  for  an  autopsy  was  ob- 
tained, and  this  was  done  by  Dr.  Monger 
at  Maryville  on  the  day  following  death. 

DR.  FRANK  TURNEY:  I saw  this  pa- 
tient the  day  before  he  died,  the  6th  of 
August.  At  that  time  he  complained  of 
severe  headaches  although  he  had  had  a 
considerable  amount  of  sodium  luminal, 
chloral  hydrate,  and  Demoral.  At  the  time 
of  examination  there  was  a divergent 
squint.  Pupils  were  pin  point.  The  grasp 
of  the  left  hand  was  stronger  than  the  right. 
Nystagmus  was  present  in  all  directions  of 
gaze.  It  was  rather  difficult  to  tell  whether 
the  ocular  signs  were  due  to  medication  or 
an  intracranial  lesion.  It  is  my  opinion 
that  he  had  spontaneous  arterial  intra- 
cranial bleeding  of  some  type,  probably 
from  an  aneurysm  that  leaked  at  the  initial 
onset  of  illness  and  ruptured  causing  death. 
It  is  not  unusual  for  arterial  lesions  to  be- 
have in  such  a manner.  It  is  too  common  an 
experience  to  be  unable  to  demonstrate  such 
lesions  by  angiography  at  the  time  of  bleed- 
ing or  during  the  recovery  phase.  I do  not 
believe  this  patient  had  a subdural  hema- 
toma, except  as  secondary  to  the  arterial 
bleeding. 

DR.  NELSON : What  is  the  significance 
of  marked  spasm  of  the  lumbar  muscle? 
It  was  present  at  the  time  he  was  admitted 
and  gradually  disappeared. 

DR.  TURNEY : Most  patients  with  so- 
called  spontaneous  subarachnoid  hemor- 
rhage complain  of  stiffness  of  the  neck  and 
pain  in  the  back,  apparently  due  to  blood  in 
the  cerebrospinal  fluid. 

DR.  RALPH  MONGER:  Any  other  ques- 
tions? The  most  extensive  pathology  was 
found  in  the  brain. 

This  was  the  body  of  a well  developed,  well 
nourished,  white  male  41  years  of  age.  Careful 
search  was  made  for  external  abnormalities,  but 
none  were  found.  When  the  scalp  was  removed 
there  were  no  hemorrhages  or  other  abnormalities 
present.  Upon  removal  of  the  skull,  the  dura  was 
seen  to  have  a bluish  discoloration  and  was  tense. 
When  the  dura  was  cut  a large  amount  of  blood 
was  present,  being  greater  on  the  left  side.  When 
the  tentorium  cerebelli  was  cut  and  the  brain  was 
removed,  a large  amount  of  clotted  blood  was  found 
at  the  base  of  the  brain.  (Specimen  shown).  Here 
is  the  brain,  and  as  you  can  see  the  large  amount 
of  blood  present  over  the  external  surface. 


Examination  of  the  vessels  of  the  Circle  of 
Willis  shows  two  aneurysms  here.  You  will  note 
that  the  wall  of  these  are  very  thin.  Both  have 
ruptured,  and  here  on  the  posterior  surface  of 
the  brain  stem  is  a small  hemorrhage  in  the  brain 
tissue.  As  we  section  the  cerebrum  we  note  that 
both  the  lateral  ventricles  are  almost  completely 
filled  with  large  blood  clots. 

The  other  anatomical  findings  show  slight 
hypertrophy  of  the  heart,  chiefly  left  ventricular, 
bilateral  pulmonary  edema  and  mucopurulent 
bronchitis.  The  kidneys,  which  are  slightly  smaller 
than  normal,  have  a slightly  adherent  capsule  with 
a granular  external  surface  suggesting,  probably, 
an  arteriolar  nephrosclerosis.  The  microscopic  ex- 
amination does  show  the  walls  of  the  arterioles  to 
be  thickened  with  a very  small  lumen.  Sections 
through  the  other  organs  also  show  the  small 
arteries  to  have  thick  walls.  A picture  that  cor- 
relates the  hypertension  and  the  hypertrophy  of 
the  left  ventricle. 

DR.  NELSON : Should  the  diagnosis  of 
intra-ventricular  tumor  be  considered  in  a 
case  presenting  these  clinical  findings? 

DR.  TURNEY : I do  not  think  so,  unless 
one  postulated  a very  vascular  type  of 
ependymoma.  It  would  seem  to  be  unusual 
for  a ventricular  tumor  to  bleed  and  have 
the  patient  essentially  recover  temporarily. 

DR.  HARRISON:  Would  aneurysm 

usually  do  that? 

DR.  TURNEY : Yes,  the  clinical  course  in 
this  patient  was  rather  characteristic. 

DR.  HARRISON:  Rule  rather  than  ex- 
ception? 

DR.  NELSON : Is  there  anything  that 
we  should  have  done  that  was  omitted? 

DR.  TURNEY : In  this  particular  case, 
neither  of  the  aneurysms  could  have  been 
attacked  surgically,  directly  or  indirectly. 
One  might  have  considered  carotid  ligation 
in  the  neck,  but  the  side  to  ligate  could  not 
be  determined,  nor  in  this  instance  would 
it  have  benefited  the  patient. 

DR.  PROSE : What  are  the  improvement 
statistics  in  cases  of  tying  off  the  carotid? 

DR.  TURNEY:  Dr.  Frank  Murphy  in 
Memphis  reported  a series  of  such  liga- 
tions, about  19  cases  as  I recall,  with  no 
recurrences  so  far.  The  series  has  not  been 
followed  long  enough  to  unequivocally  say 
recurrences  have  been  prevented.  This 
procedure  lends  encouragement  and  prob- 
ably should  be  employed  more  often. 

DR.  PROSE:  What  is  the  mortality  in 
tying  off  the  carotid? 
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DR.  TURNEY : I do  not  have  any  definite 
figures,  but  have  seen  two  deaths  apparently 
from  thrombi. 

DR.  NELSON : Does  the  fact  that  this 
patient  had  never  had  severe  headaches 
prior  to  the  onset  of  his  illness  help  one  in 
suspecting  the  diagnosis  of  aneurysm? 

DR.  TURNEY : I can’t  answer  that. 

DR.  NELSON : Do  you  think  that  the 
heavy  use  of  alcohol  had  any  bearing  on  his 
hemorrhage  in  view  of  the  presence  of  mul- 
tiple aneurysms? 

DR.  TURNEY:  No. 

DR.  HARRISON : If  a carotid  were  ligat- 
ed below  the  circle  of  Willis,  would  intra- 
cranial ligation  be  indicated? 

DR.  TURNEY : If  the  aneurysm  lends  it- 
self to  clipping  directly,  it  is  the  best  pro- 
cedure. The  next  best  set-up  would  seem 
to  be  ligation  of  a vessel  that  will  not  re- 
sult in  disability  and  yet  stop  the  blood 
flow  to  the  aneurysm.  It  is  true  that  ligating 
one  vessel  in  the  neck  doesn’t  completely 
take  the  blood  supply  away  from  the 
aneurysm  and  you  cannot  always  find  the 
vessel  that  feeds  the  aneurysms,  but  if  you 
could  and  tie  it  off  that  would  be  ideal. 

DR.  PROSE:  Do  you  ligate  the  common 
carotid  immediately  or  use  compression  and 
later  ligation? 

DR.  TURNEY : There  is  a lot  of  discus- 
sion going  on  about  this.  One  could  pos- 
sibly ligate  any  major  blood  vessel  in  the 
neck  after  compression  obliteration  for  a 
period  of  thirty  minutes  to  an  hour  if  no 
untoward  symptoms  or  signs  developed 
during  the  compression  test.  If  one  can 
obstruct  that  artery  for  that  period  of  time 
and  have  no  residual  symptomatic  or  objec- 
tive cerebral  disfunction  I believe  the  ves- 
sel could  be  ligated  with  reasonable  safety. 

DR.  MONGER:  They  run  in  pairs  as  we 
have  had  one  other  in  this  hospital. 

DR.  HARRISON : What  is  the  average 
age  for  this  type  of  patient? 

DR.  TURNEY : I think  the  majority  oc- 
cur at  about  40  to  50  years,  but  occur  at 
any  age. 

DR.  NELSON : He  had  a brother  who 
died  of  cerebral  hemorrhage  at  the  age  of 
45. 

DR.  TURNEY : I would  consider  this  his- 
tory and  the  presence  of  multiple  aneurysms 


to  be  strongly  in  favor  of  the  congenital 
nature  of  the  lesions. 

DR.  HARRISON : Is  it  possible  that  an 
aneurysm  might  leak,  then  thrombose,  and 
the  patient  carry  on? 

DR.  TURNEY : Occasionally  we  see 
arteriograms  that  suggest  thrombosis  of 
the  lesion,  and  there  is  sufficient  evidence  to 
believe  that  an  aneurysm  may  cure  itself  in 
this  manner.  I doubt  that  it  occurs  fre- 
quently enough  to  justify  leaving  these 
patients  alone  without  attempting  in  some 
way  to  help  them. 

DR.  NELSON : Do  you  think  that,  if 
cerebral  arteriogram  had  been  successful 
on  both  sides,  it  would  have  helped? 

DR.  TURNEY : I can’t  answer  that.  I 
do  not  believe  it  would  have  demonstrated 
the  posterior  aneurysms  in  this  case.  If 
it  had,  we  still  would  not  have  been  able  to 
do  anything  about  it  surgically. 

DR.  MANTOOTH:  What  effect  would 
bleeding  the  patient  have,  keeping  pres- 
sure just  above  shock  levels? 

DR.  TURNEY : Theoretically  this  should 
help,  but  I would  hesitate  to  carry  it  out. 
Attempts  have  been  made  to  “quick-freeze” 
patients  in  hopes  of  accomplishing  throm- 
bosis or  checking  the  bleeding.  It  is  not 
believed  that  this  procedure  will  enjoy  uni- 
versal favor. 

DR.  MONGER:  In  summarizing  then,  we 
have  two  ruptured  aneurysms  from  the 
arteries  of  the  Circle  of  Willis  with  exten- 
sive subdural  hemorrhage.  Aneurysms  at 
the  location  such  as  this  case  are  fre- 
quently spoken  of  as  the  berry  aneurysm. 
The  saccular  berry  aneurysm  is  character- 
istically in  the  Circle  of  Willis.  The  most 
frequent  vessels  involved  are  the  anterior 
communicating  and  the  anterior  cerebral 
artery,  next  in  the  middle  cerebral  and  in- 
ternal carotid,  then  in  the  posterior  com- 
municating and  posterior  cerebral. 

Clinically  this  case  is  rather  characteristic 
with  a remission  after  the  onset  of  symp- 
toms with  the  spinal  fluid  gradually  clear- 
ing, and  then  a second  and  third  hemorrhage 
with  convulsions  and  death.  The  seventh 
rib  on  the  right  side  posteriorly  showed  an 
old  fracture  which  was  well  healed  with 
some  exastosis  and  there  is  no  relation  be- 
tween this  injury  and  the  intracranial 
hemorrhage. 
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UNIVERSITY  OF  TENNESSEE  COLLEGE 
OF  MEDICINE,  PSYCHIATRIC  STAFF 
CONFERENCE* 

July  24,  1950 

DR.  THERON  HILL:  We  shall  initiate 
the  seminar  discussion  this  morning  with 
the  presentation  of  the  history,  examina- 
tion and  data  on  the  progress  of  the  patient 
since  she  has  been  in  the  hospital.  Follow- 
ing this,  there  will  be  open  seminar  discus- 
sion dealing  with  problems  of  diagnosis, 
understanding  of  the  reasons  for  the  emer- 
gence of  symptoms,  and  principles  of  treat- 
ment. In  all  of  these  seminars  we  are  par- 
ticularly anxious  to  stress  the  following 
facts.  First,  in  the  teaching  of  the  prin- 
ciples of  psychiatry  to  medical  students  we 
wish  to  emphasize  that  type  of  problem 
which  they  will  commonly  meet  in  their 
practice.  In  the  next  place,  what  they  can 
do  in  establishing  not  only  the  diagnosis 
but  an  understanding  of  the  development 
of  disorders  in  behavior,  in  thinking,  and 
disordered  emotional  reaction.  We  wish 
also  to  stress  what  the  man  in  practice  can 
do  in  his  treatment  of  the  emotional  com- 
ponents of  illness.  Lastly,  not  wishing  to 
make  you  specialists,  we  nevertheless  do 
wish  to  emphasize  those  methods  of  diag- 
nosis and  treatment  which  are  utilized  by 
the  specialist.  Thus  when  the  physician 
meets  with  problems  that  it  would  be  un- 
wise for  him  to  handle,  he  may,  neverthe- 
less, give  sound  counsel  to  his  patients  and 
the  relatives  of  patients  with  reference  to 
the  treatment  which  might  be  available  to 
him.  Dr.  Reese  will  present  the  historical 
material,  his  concept  of  the  problem  with 
reference  to  diagnosis,  and  results  of  the 
examination.  Following  this  presentation, 
the  seminar  discussion  will  be  open  equally 
to  students  and  to  staT  members. 

DR.  REESE:  Mrs.  V.,  a 35  year  old  white 
pregnant  female,  married  17  years,  was  admitted 
because  of  depressive  symptoms  and  a fear  that  she 
would  die  with  the  present  pregnancy.  She  has 
had  three  pi’egnancies,  a daughter  16  years  of  age, 
and  two  other  pregnancies  which  were  terminated 
by  induced  abortion  approximately  12  to  14  years 
ago  at  the  request  of  her  husband  and  with  her 
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apparent  agreement.  She  is  about  eight  months 
pregnant  now,  and  since  the  onset  of  pregnancy 
has  developed  the  delusion  that  she  will  die  as 
punishment  for  the  two  previous  abortions.  She 
had  decided,  at  least  when  she  came  to  us,  that 
she  was  unsaved  and  would  go  to  hell.  Since  that 
time  she  has  decided  that  she  has  been  forgiven 
but  is  convinced  that  she  must  die  as  punishment. 
Until  this  pregnancy  there  has  been  no  history, 
given  either  by  herself  or  her  husband,  that  would 
lead  one  to  suspect  she  had  been  brooding  about 
the  induced  abortions  previously.  The  patient 
stated,  however,  that  this  time  she  was  going  to 
have  this  baby  or  die  trying;  nevertheless,  her 
husband  again  requested  that  she  have  an  abortion. 
Her  husband  states  that  some  of  her  neighbors 
told  her  that  she  was  too  old,  that  there  has  been 
too  much  of  a time  lag  between  the  birth  of  her 
daughter  and  the  present  to  have  another  child. 
He  believes  that  these  statements  have  preyed  on 
her  mind,  as  well  as  the  abortions. 

When  she  came  in  she  was  on  the  verge  of  tears, 
her  hair  was  disheveled,  she  was  very  despondent 
and  kept  reiterating  that  we  could  do  her  no  good, 
that  there  was  no  point  in  her  being  here  except 
that  she  could  die  in  peace.  However,  she  was 
cooperative  and  answered  all  questions  at  that  time. 

There  was  no  sign  of  any  mental  difficulty  until 
this  pregnancy  and  even  then,  although  she  stated 
that  she  did  not  want  the  child.  (There  wras  a 
definite  statement  that  she  did  not  want  it)  she 
refused  to  have  another  abortion.  Approximately 
6 weeks  ago,  she  began  to  have  signs  of  vaginitis. 
She  went  to  a doctor  who  told  her  that  she  had 
a mild  infection.  Her  husband  states  that  all  her 
difficulties  have  stemmed  from  that  statement. 
She  immediately  began  to  cry  and  stated  that  this 
had  begun  the  punishment  she  was  to  bear.  The 
infection  cleared  within  a week  and  there  was  no 
further  difficulty  with  this. 

However,  she  refused  to  believe  that  anything 
could  be  done  to  better  her  condition,  that  the 
damage  had  been  done  and  that  she  would  die. 
She  stated  this  daily.  Nevertheless,  she  continued 
to  do  her  housework,  cooked  the  meals  and  took 
care  of  her  daughter.  She  slept  poorly.  Her 
doctor  advised  the  husband  that  she  be  sent  to 
a psychiatrist  who,  after  interviewing  her,  recom- 
mended that  she  come  to  this  hospital.  The  reason 
for  her  admission  here,  According  to  her  state- 
ment, was  that  she  came  here  to  die  in  peace.  It 
is  interesting  to  note  that  she  accused  her  husband 
of  getting  her  pregnant  for  the  sake  of  getting  rid 
of  her  so  that  he  could  marry  somebody  else,  yet 
she  did  not  have  anyone  specifically  in  mind. 

The  patient  had  no  somatic  complaints  except 
that  she  was  growing  weaker  day  by  day  because 
she  was  going  to  die. 

The  physical  examination  revealed  no  abnormal- 
ity. She  was  well  developed. 

Laboratory  examinations  revealed  the  urine  was 
negative.  The  red  cell  count  was  3,500,000,  the 
Hgb.  12.5  G.;  the  white  cell  count  was  14,500  with 
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a normal  differential  distribution.  The  neurologi- 
cal examination  snowed  no  abnormalities. 

Her  life  story  is  as  follows.  She  was  one  of 
five  children,  having  two  brothers  and  two  sisters. 
Her  husband  states  that  she  had  definite  prefer- 
ences as  to  brothers  and  sisters  and  that  she  did 
not  regard  them  all  alike.  She  told  him  that  one 
of  her  brothers  was  not  actually  her  brother. 
Though  he  could  not  understand  this,  he  believes 
the  reason  she  was  rejecting  him  at  that  time  was 
because  he  worked  as  a sharecropper  and  usually 
came  home  dirty  and  grimy  from  his  work.  The 
patient  was  always  one  who  enjoyed  seeing  people 
who  were  very  clean  and  he  believed  this  was 
why  she  did  not  like  him.  She  went  to  the  twelfth 
grade  in  high  school  and  had  always  been  a good 
student.  (The  reason  for  quoting  the  husband  is 
that  after  the  first  day  she  would  not  tell  anything 
about  her  life  prior  to  the  time  of  marriage,  saying 
that  her  family  had  nothing  to  do  with  her  troubles. 
They  had  always  treated  her  very  fairly  and  she 
did  not  want  to  drag  them  into  this  mess.  How- 
ever, I believe  that  had  I questioned  her  more  fully 
on  the  first  day,  I could  have  gotten  this  informa- 
tion.) 

Mrs.  V.  came  from  a family  which  had  never 
had  much  money  but  apparently  was  not  hard 
pressed  until  sue  was  at  high  school  age.  Her 
father  owned  a cafe  in  a small  town  and  had  some 
land  which  he  rented  to  sharecroppers.  She  did 
not  suffer  from  tne  la.k  of  anything  until  she  was 
in  high  school,  when  the  father  moved  to  the  Delta 
and  for  some  reason  began  losing  money.  Toward 
the  latter  part  of  her  life  at  home  the  family  was 
in  fairly  difficult  financial  straits. 

The  patient  had  known  her  husband  approxi- 
mately three  years  before  marriage.  She  married 
him  the  Christmas  before  the  June  she  was  to 
graduate  from  high  school.  The  decision  to  marry 
was  on  the  spur  of  the  moment.  After  marriage 
she  returned  to  live  with  her  family,  while  the 
husband  finished  college.  The  family  learned  of 
the  marriage  within  approximately  two  weeks  when 
a sister  opened  one  ui  patient's  letters.  The 
patient  then  stopped  school.  The  parents  did  not 
want  her  to  marry  because  of  her  age  and  since 
they  wanted  her  to  finish  school,  not  because  of 
any  objection  to  the  husband.  Once  the  family 
learned  of  the  marriage,  they  treated  her  and  the 
husband  decently  and  caused  no  trouble.  She  lived 
at  home  approximately  three  to  six  months  after 
the  marriage.  After  the  husband’s  graduation, 
they  had  a home  of  their  own. 

However,  she  became  pregnant  while  living  at 
home.  A daughter  was  born.  Mrs.  V.  states  that 
her  ltusband  never  wanted  any  children,  including 
their  daughter,  that  he  was  a very  persuasive  per- 
son and  usually  could  persuade  her  to  do  anything 
he  wanted  whether  she  wished  to  or  not.  How- 
ever, she  stated  that  she  has  always  loved  him  so 
much  that  along  with  his  persuasiveness  she  has 
Iways  agreed  to  submit  to  anything  he  wished  to 
do.  All  of  these  events  took  place  17  years  ago 


during  the  depression.  They  had  very  little  money 
early  in  marriage  and  so  when  the  next  two  preg- 
nancies occurred  they  agreed  that  it  would  be  better 
to  terminate  them.  Since  then  they  have  had  no 
particular  marital  difficulties  and  few  arguments, 
particularly  because  the  husband  was  so  persuasive. 
However,  it  is  my  impression  from  having  talked 
to  the  husband  that  he  is  the  kind  who  would  do 
anything  he  wished  to  irrespective  of  the  feelings 
of  the  other  person.  He  says  that  she  never  felt 
any  particular  resentment  because  of  the  fact  that 
he  always  did  have  his  way. 

The  patient  worked  on  two  of  three  different 
occasions  at  department  stores  after  they  moved 
here  to  the  city  because  she  felt  the  income  would 
help  out,  although  it  was  not  absolutely  necessary 
that  she  work.  At  each  place  she  had  a great  deal 
of  difficulty  apparently  with  the  supervisor  of 
personnel,  and  at  one  place  she  was  discharged  and 
at  the  other  two  places  she  quit.  The  reasons 
given  are  the  fact  that  at  one  place  they  expected 
her  to  do  physical  labor  when  she  was  not  actually 
selling  materials  and  she  did  not  see  any  point  in 
doing  this  as  it  was  too  hard  on  her  physically. 

Her  father  died  approximately  12  or  15  years 
ago  of  cancer.  Her  mother  is  still  alive.  It  is 
interesting  to  note  that  the  patient  believes  that 
the  other  brothers  and  sisters  have  all  had  too 
many  children  to  be  cared  for.  She  states  that  one 
brother  has  five  children  and  they  are  living  like 
Negroes.  Her  husband  states  that  she  has  always 
been  impressed  by  people  who  had  more  than  she 
had  and  that  although  she  has  not  been  grasping, 
she  has  always  worked  to  better  her  financial  con- 
dition and  social  status. 

DR.  HILL:  May  I add  a few  points.  The 
special  laboratory  studies  show  the  total 
proteins  and  the  albumin  globulin  ratio  to 
be  low.  There  is  increased  fibrinogen  and 
an  excess  of  what  are  interpreted  to  be 
denatured  proteins  in  the  blood  plasma. 
Microscopic  studies  of  the  blood  flow 
through  conjunctival  vessels  indicate  that 
there  is  a reasonably  severe  degree  of  in- 
travascular agglutination,  most  noticeable 
in  the  capillaries,  though  also  in  the  medium 
sized  veins.  The  degree  of  clumping  of  red 
cells  in  the  course  of  their  flow  wTas  of  such 
an  extent  that  some  of  the  capillaries  are 
definitely  sludged.  Sedimentation  rate, 
however,  is  reported  as  19.9  by  the  Win- 
trobe  method;  the  hematocrit  is  43.3.  Dr. 
Parker,  would  you  care  to  initiate  the  sem- 
inar discussion? 

DR.  JOSEPH  PARKER:  I wonder  if 
there  are  any  other  signs  or  important 
points  Dr.  Reese  might  have  picked  up  in 
examining  this  patient’s  sensorium.  Pm 
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thinking  specifically  of  the  possibility  of 
toxemic  factors. 

DR.  REESE:  No  sir,  not  when  1 ex- 
amined her.  Since  she  has  been  in  the 
hospital  she  has  developed  a one  or  two 
plus  non-pitting  edema,  but  nothing  else. 
In  so  far  as  her  sensorium  was  concerned, 
there  was  no  disturbance  in  orientation 
or  memory.  I did  not  notice  any  partic- 
ular abnormalities  except  delusions  that  we 
are  trying  to  kill  her  with  the  treatment 
given  since  she  came  here.  Because  she 
would  not  eat  for  the  first  few  days  in  the 
hospital,  intravenous  fluids  were  started. 
She  noticed  the  sodium  chloride  on  the  label. 
She  said  that  was  what  is  used  to  preserve 
dead  flesh  and  that  we  were  trying  to  give 
her  this  to  kill  her  and  to  preserve  her. 
Later  she  said  that  her  husband  had  sold 
her  body  to  the  medical  school  and  that  this 
was  our  way  of  fixing  her  up  for  whatever 
was  coming  next.  She  says  her  husband 
has  turned  on  her  giving  two  different 
statements.  One  is  that  he  turned  on  her 
recently  and  she  only  realized  that  when 
we  started  giving  her  the  saline  solution ; 
the  other,  she  told  me  at  the  beginning,  that 
she  believed  he  had  gotten  her  pregnant  to 
get  rid  of  her.  She  does  not  connect  those 
two  items  within  her  mind.  She  said  she 
believed  he  loved  her  until  we  started  the 
saline;  on  the  other  hand  when  questioned 
about  something  else,  she  brings  up  the  fact 
that  he  got  her  pregnant  to  get  rid  of  her. 

DR.  HILL:  What  about  her  eating  and 
sleeping  habits? 

DR.  REESE  : Until  entering  the  hospital, 
she  continued  to  cook  and  eat  as  she  had 
normally.  Since  she  has  quit  eating  in  the 
hospital  the  husband  thinks  it  shows  definite 
signs  of  degeneration  and  he  is  in  favor  of 
taking  her  home.  After  she  quit  eating  and 
we  started  the  intravenous  fluids,  it  was 
explained  to  her  several  times  that  she 
should  try  to  eat  to  take  care  of  the  baby. 
This  made  no  impression  on  her  whatso- 
ever. She  said  her  body  functions  had 
ceased  and  it  would  do  no  good ; that  she 
had  not  had  a bowel  movement  in  several 
days  and  that  she  knew  that  she  was  too 
far  gone  to  have  the  food  do  her  any  good. 
However,  when  we  stopped  telling  her  it 
would  help  the  baby  and  instead  told  her 


that  we  would  stop  the  fluids,  she  began  to 
eat  though  not  a great  deal.  She  seems 
to  have  been  improving  gradually  in  the 
amount  that  she  has  taken  in  and  since  the 
i.v.  fluids  have  stopped. 

DR.  HILL:  Has  she  had  any  insomnia? 

DR.  REESE:  Yes  sir.  She  says  she  has 
not  slept  but  for  a few  minutes  during  the 
last  month,  apparently  since  the  time  that 
she  realized  she  had  this  vaginitis.  She 
says  that  she  just  lies  in  bed,  that  it  does 
her  no  good  and  that  she  has  not  slept  at 
all.  She  states  that  her  doctor  gave  her 
some  sleeping  tablets  which  she  believes 
contained  opium  and  that  when  a person 
has  to  take  opium,  he  is  in  pretty  bad  shape. 
She  referred  to  herself  at  one  time  as  human 
garbage,  after  she  had  discussed  all  the 
sins  she  had  committed,  mainly  the  two 
abortions.  She  mentions  no  other  sins. 

DR.  HILL:  Realizing  that  laboratory 
examinations  are  but  an  aid  to  understand- 
ing pathological  physiology,  may  I ask 
whether  an  electro-encephalogram  had  ever 
been  performed? 

DR.  REESE : No  sir,  not  to  my  knowl- 
edge. 

DR.  HILL:  My  purpose  in  the  question 
is  that  if  there  is  any  suspicion  of  a toxemia 
of  pregnancy  and  in  view  of  the  question  of 
some  edema,  whether  the  electro-encephal- 
ogram would  reflect  the  progress  of  patho- 
logical changes  which  might  be  heralding  in 
a potential  clinical  toxemia  of  pregnancy. 
Next,  did  the  mother  have  any  illnesses; 
if  so,  what  was  their  nature? 

DR.  REESE:  You  mean  the  patient’s 
mother? 

DR.  HILL:  Yes. 

DR.  REESE:  Yes  sir.  She  is  an  invalid 
now  because  of  what  is  described  as  a 
stroke,  which  took  place  six  or  eight  years 
ago.  It  is  said  that  she  has  improved  some 
but  has  also  had  several  subsequent  strokes 
and  is  now  an  almost  completely  bedridden 
invalid. 

DR.  HILL:  Does  she  have  hypertension? 

DR.  REESE : I don’t  know. 

DR.  HILL:  I think  that  it  was  stated  by 
one  informant  that  she  had  had.  Were 
there  any  depressions  following  the  two 
abortions? 

DR.  REESE : No  sir,  not  that  either  she 
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or  her  husband  spoke  of.  They  said  they 
had  discussed  it  thoroughly  and  the  reason 
they  took  such  action  was  that  they  felt 
that  they  could  not  give  their  daughter  the 
advantages  that  she  should  have  if  they 
had  more  children. 

DR.  PARKER:  In  that  regard  I doubt 
that  we  really  know,  because  the  husband 
as  she  has  become  worse,  gives  contradic- 
tory information  spontaneously.  He  had 
given  to  Dr.  Roose  and  the  social  worker  an 
account  which  indicates  no  previous  emo- 
tional difficulty.  However,  he  called  me 
last  night  regarding  taking  his  wife  home 
because  she  was  demanding  it.  In  the  dis- 
cussion, he  volunteered  the  fact  that  she 
had  been  depressed  before,  and  I asked  him 
when.  He  said  it  had  been  at  the  time  of 
the  other  two  abortions,  and  then  added 
that  of  course  they  were  not  anything  like 
the  present  one.  This  was  different  from 
the  information  he  had  given  previously. 

DR.  REESE:  I think  that  it  is  probably 
true  of  just  about  everything  he  says.  It 
has  been  my  idea  that  one  could  not  rely 
too  heavily  on  his  history,  probably  even 
less  so  than  his  wife. 

DR.  HILL:  The  real  reasons  for  the 
abortion  ? 

DR.  REESE : When  I questioned  her 
about  them  to  begin  with,  she  said,  “You 
could  not  possibly  understand  how  I felt.” 
So  I asked  her  exactly  how  she  did  feel  and 
she  gave  the  explanation  which  I stated, 
namely,  that  her  husband  first  brought  up 
the  idea  and  made  her  see  that  they  could 
not  give  advantages  to  her  daughter.  She 
apparently  is  very  attached  to  her  daugh- 
ter, and  when  she  began  to  look  at  it  in  that 
light,  she  felt  no  regret,  so  she  says.  How- 
ever, she  regretted  the  necessity  for  the 
action,  not  the  action  itself.  Since  that  time 
she  has  come  to  believe  that  it  was  wrong. 
After  I told  her  I did  understand,  tears 
came  to  her  eyes  as  she  realized  I could 
understand  the  fact  that  she  was  doing  it 
for  her  daughter  and  not  for  herself. 

DR.  CYRIL  RUILMANN : There  are  a 
couple  of  details  which  I missed.  What  was 
the  time  relationship  between  the  knowledge 
of  this  pregnancy  and  the  vaginitis? 

DR.  REESE : Approximately  seven 

months. 


DR.  RUILMANN : Prior  to  the  knowl- 
edge of  the  pregnancy? 

DR.  REESE : No  sir.  After  she  was 
pregnant. 

DR.  RUILMANN : The  other  two  abor- 
tions were  how  long  ago? 

DR.  REESE : Twelve  or  14  years  ago. 

DR.  RUILMANN:  Performed  by  her? 

DR.  REESE : No  sir,  a physician,  they 
say.  Her  husband  gives  a different  story. 
He  denies  that  he  dislikes  children.  He 
talks  in  circles  and  leads  one  to  believe 
that  it  was  done  therapeutically  for  her, 
or  at  least  that  is  what  he  has  tried  to  con- 
vince me  of ; his  wife’s  statement  is  entire- 
ly different. 

DR.  RUILMANN : How  specific  is  he 
about  “therapeutically  for  her”? 

DR.  REESE:  Not  specific  at  all. 

DR.  RUILMANN : Does  he  say  what  he 
hoped  to  cure  thereby? 

DR.  REESE : He  is  absolutely  non-spe- 
cific. I tried  to  question  him  on  that  and 
he  would  evade  me  completely  and  force 
another  question,  so  it  became  obvious  to 
me  that  he  was  trying  as  much  as  possible 
to  keep  from  bringing  himself  into  the  pic- 
ture. I may  be  wrong,  but  it  is  certainly 
my  impression  that  he  would  say  or  do  any- 
thing to  keep  any  blame  from  falling  on 
him.  That  is  why  I do  not  take  too  much 
stock  in  what  he  tells  me. 

DR.  HILL:  Are  there  any  other  ques- 
tions? 

STUDENT : I would  like  to  know  if,  after 
the  finding  of  the  pitting  edema,  another 
urine  specimen  was  examined. 

DR.  REESE : Yes.  It  was  negative. 

STUDENT:  What  is  her  religious  back- 
ground ? 

DR.  REESE : She  is  a Protestant,  and 
up  until  marriage  apparently  attended 
church  fairly  regularly.  However,  she  was 
not  what  one  would  consider  religious;  she 
more  or  less  just  took  it  in  her  stride.  She 
stated  that  until  the  time  of  marriage  and 
until  she  had  the  abortions,  she  considered 
herself  a saved  woman.  After  the  abor- 
tions it  began  to  dawn  on  her  over  a period 
of  years  that  she  was  not.  She  did  not  go 
to  church  regularly  after  she  was  married. 
She  began  to  read  the  Bible  more  regu- 
larly after  she  became  pregnant. 
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DR.  H ILL : What  was  her  attitude  toward 
tne  intimate  and  sexual  aspects  of  marital 
life? 

DR.  REESE:  This  is  strictly  from  her 
husband’s  story  because  she  said  that  had 
nothing  to  do  with  her  trouble  and  refused 
to  discuss  it  with  me.  The  husband’s  story 
is  that  she  apparently  derived  a normal 
amount  of  satisfaction  from  sexual  activ- 
ity except  when  she  began  to  be  afraid  of 
becoming  pregnant.  He  said  that  off  and 
on  during  the  12  years  after  the  abortions, 
she  would  express  fear  of  becoming  preg- 
nant and  when  that  was  on  her  mind  she 
derived  no  satisfaction  from  sexual  inter- 
course. They  always  used  some  means  of 
contraception  to  allay  her  fears,  and  I am 
sure  just  as  much  to  allay  his  fears.  I 
asked  him  if  she  was  merely  passive,  or  if 
she  resisted  him.  He  said  that  on  some 
occasions  she  did  not  want  to  indulge  in 
intercourse  whereas  on  other  occasions  she 
suggested  it  to  him.  I do  not  know  how 
true  this  is  since  she  would  not  talk  about 
it. 

DR.  HILL:  The  nature  and  pattern  of  her 
menstrual  cycle? 

DR.  REESE  : Always  regular.  However, 
I did  not  mention  that  during  the  past  12 
years  on  three  occasions  she  had  what  I 
take  to  have  been  a cervical  erosion.  They 
were  called  ulcers  on  the  womb.  These  had 
been  cauterized  on  three  different  occasions, 
but  she  expressed  no  feeling  one  way  or 
another  about  them.  It  was  just  something 
that  had  to  be  done,  and  there  was  no  dis- 
cussion about  it. 

DR.  HILL:  The  husband  was  disinclined 
to  have  children.  What  was  the  real  atti- 
tude of  this  patient  toward  having  children? 

I)R.  REESE  : She  says  that  she  loves  chil- 
dren, that  she  is  very  attached  to  her 
daughter,  but  she  told  her  husband  she  did 
not  want  this  present  pregnancy.  Other 
than  that,  in  general  she  apparently  has 
liked  children  very  well  as  long  as  they  be- 
longed to  other  people.  I asked  how  she 
got  along  with  her  daughter’s  boy  friends 
and  if  she  was  interested  in  anyth'ng  like 
that.  Apparently  she  is  just  taking  them 
in  her  stride,  although  she  prefers  that  her 
daughter  become  a lawyer  rather  than  get 


married.  However,  she  has  done  nothing 
to  hinder  her  having  dates. 

DIi.  HILL:  Dr.  Parker,  would  you  be 
willing  to  initiate  discussion  to  give  under- 
standing to  tna  development  of  the  reactions 
which  were  perceived  in  this  patient,  and 
addressing  the  discussion,  inquiries,  or 
stimulating  discussion  from  the  students? 

DR.  PARKER:  In  summary  of  the  his- 
tory, this  woman  reluctantly  became  preg- 
nant after  years  of  intermittently  voicing 
fears  of  becoming  pregnant,  following  two 
abortions  instigated  upon  the  demand  of 
her  husband.  It  was  my  impression  from 
either  the  social  history  or  some  other  data 
that  she  did  voice  some  concern  several 
times  after  she  found  out  she  was  preg- 
nant. She  implied  it  was  the  husband’s 
fault  but  apparently  did  not  show  any  great 
break  emotionally  until  the  vaginitis  oc- 
curred, approximately  a month  and  a half 
ago.  At  that  time  there  was  evidence  that 
she  was  depressed.  Though  she  did  have 
trouble  in  sleeping,  she  still  ate  fairly  well, 
was  inclined  more  and  more  to  stay  in  and 
take  less  interest  in  things.  The  husband 
told  me  he  had  to  force  her  to  take  walks 
and  he  felt  successful  if  he  got  her  to  walk 
four  blocks  for  her  daily  exercise.  She 
apparently  accused  him  more  openly  of 
getting  her  pregnant  so  she  would  die. 
After  seeing  a private  psychiatrist,  as  ad- 
vised by  her  obstetrician,  it  was  recom- 
mended that  she  come  here.  After  admis- 
sion, she  stopped  eating,  was  practically 
mute  for  a few  days  so  the  student  had 
difficulty  in  examining  her.  However, 
there  is  a very  important  point  to  be  made 
in  relationship  to  psychiatric  patients.  The 
student  was  very  patient,  was  insistent,  not 
in  an  aggressive  way  but  in  a way  of  al- 
ways being  on  hand  for  the  patient  and  in 
coming  back  even  in  the  evening  when  she 
was  in  a mood  to  talk  more  freely.  Most 
of  his  information,  as  I recall,  was  gathered 
after  he  gave  evidence  to  her  that  he  did 
understand  some  of  her  feelings.  It  was 
really  the  first  time  she  showed  any  overt 
tears,  other  than  the  psychomotor  manifes- 
tation of  despondency  which  she  was  dis- 
playing on  admission. 

Her  laboratory  studies  have  shown  some 
changes  in  so  far  as  the  protein  elements  are 
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concerned,  but  there  has  been  no  clinical 
evidence  of  this.  I think  we  have  in  this 
patient  as  a total  individual,  not  only  preg- 
nancy but  with  a reactive  depression  be- 
cause of  the  pregnancy.  There  are  several 
signs  and  symptoms  of  depression.  From 
the  viewpoint  of  approaching  this  patient 
as  a total  individual,  both  from  the  emo- 
tional make-up  as  well  as  the  physical  re- 
sponse to  pregnancy  and  possible  emotional 
conflicts,  I wonder  what  some  of  the  stu- 
dents might  think  is  the  main  difficulty 
with  this  woman,  What  they  consider  the 
core  of  the  problem,  how  they  would  ap- 
proach it  if  they  should  meet  her  in  practice. 
For  instance,  if  this  woman  were  a patient, 
how  would  you  approach  her  problem  and* 
her  husband.  He  has  to  be  dealt  with 
quite  definitely.  What  about  you,  Dr. 
Reese?  You  have  worked  with  both  of 
them. 

DR.  REESE  : I talked  to  the  husband  this 
morning,  doing  the  best  I could  in  helping 
his  attitude  toward  the  whole  thing.  I told 
him  that  since  she  had  definite,  fixed  delu- 
sions along  lines  especially  related  to  him, 
it  would  be  well  for  her  to  stay  here.  When 
I told  him  that,  he  broke  down  and  told 
something  he  had  not  told  before.  It  was 
that  she  had  threatened  to  kill  him  on  a 
couple  of  occasions.  When  I asked  him 
more,  he  said  she  blamed  him  for  the  preg- 
nancy and  that  she  would  get  rid  of  him. 
However,  she  had  made  no  moves.  He  took 
the  precaution  of  taking  the  firing  pin  out 
of  the  revolver.  Under  these  circumstances, 
I feel  she  belongs  here.  When  he  wanted 
to  know  how  long  she  would  be  here,  I told 
him  it  would  not  be  fair  to  him  or  me  or 
anybody  else  if  I gave  an  exact  date  for 
getting  well.  He  expressed  the  opinion  that 
we  were  not  doing  her  any  good  anyway 
and  that  she  would  eat  at  home. 

DR.  PARKER:  How  would  you  approach 
the  problem  so  that  we  might  do  her  more 
good  ? 

DR.  REESE  : I really  believe  that  in  some 
respects  she  is  improving,  whereas  in  others 
she  is  going  down  hill.  She  is  convinced 
that  we  are  trying  to  do  her  harm.  I don’t 
know  how  to  get  around  that, — I’ve  tried 
everything,  but  logic  does  not  seem  to  help. 


DR.  PARKER : What  are  your  aims  in 
treating  her? 

DR.  REESE  : It  is  my  understanding  that 
this  is  an  acute  case  and  that  the  prognosis 
is  probably  better  than  if  it  had  been  build- 
ing up  a year  or  more,  although  I may  be 
wrong  in  that  idea. 

STUDENT:  How  eventful  was  the  first 
delivery?  It  seems  that  she  is  getting  along 
fairly  well  for  eight  months  and  has  only 
thirty  more  days  to  go. 

DR.  REESE:  Absolutely  uneventful.  She 
was  delivered  at  home  and  she  did  not  ex- 
press any  fears  of  pregnancy,  per  se,  or  of 
delivery. 

STUDENT:  I haven’t  talked  to  either 
one  of  them  and  therefore,  I don’t  know 
how  much  it  would  help  to  have  him  come 
in  to  help  out.  Right  now  he  is  working 
against  her  by  wanting  her  to  come  home. 
There  is  a possibility  that  he  might  help 
her  through  this  pregnancy  and  convince 
her  that  things  will  be  all  right. 

DR.  REESE : There  are  two  significant 
things  along  that  line.  One  is  that  he  did 
write  letters  after  she  came  in.  They  were 
very  encouraging  and  expressed  that  he 
loved  her  and  wanted  her  back  home,  that 
he  missed  her  and  that  he  wanted  her  to 
cooperate  with  the  doctors  in  every  way  so 
that  she  could  be  well.  When  she  read  that 
letter,  instead  of  being  happy,  she  immed- 
iately asked  me  why  he  had  turned  on  her. 
When  I inquired  what  she  meant  by  that, 
she  gave  me  the  letter  to  read.  Since  I 
could  not  see  anything  wrong,  she  said  he 
was  being  sarcastic  and  that  she  resented 
that.  I could  not  find  anything  in  the  letter 
to  make  her  believe  it  was  sarcasm.  In- 
cidentally, since  he  wrote  these  letters,  he 
has  been  back  to  see  his  wife.  He  visited 
her  yesterday.  This  morning  she  was  in 
exactly  the  frame  of  mind  as  she  was  be- 
fore he  saw  her,  although  she  did  say  that 
since  he  was  trying  to  take  her  home  we 
would  not  let  her  go.  He  has  not  convinced 
her  that  we  are  doing  her  any  good,  and 
I don’t  believe  he  thinks  so  himself. 

DR.  HILL:  Do  you  think,  Dr.  Reese,  that 
the  physician  in  her  home  community  could 
have  offered  her  any  help  at  the  onset  which 
would  have  prevented  the  development  of 
these  more  fixed  ideas? 
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DR.  REESE:  Yes  sir,  I do. 

DR.  HILL:  How  would  you  approach 
this? 

DR.  REESE : The  physician  who  saw  her 
first  told  her  point  blank  that  she  had 
vaginitis  and  he  reports  that  he  regretted 
it  the  minute  he  said  it.  Apparently  he  did 
not  foresee  any  difficulty.  She  went  to 
pieces  with  this  statement.  Had  he  had 
any  awareness  of  it  in  advance,  he  might 
have  had  more  opportunity  to  prevent  her 
attitude,  but  after  that  I don’t  know  because 
it  progressed  so  rapidly. 

DR.  RUILMANN : One  wonders  if  per- 
haps the  stage  was  completely  set  and  most 
any  word  he  used  at  that  particular  time, 
vaginitis,  or  what  have  you,  would  have 
brought  this  thing  about. 

DR.  REESE : Yes  sir,  I believe  that  is 
true. 

DR.  HILL:  Dr.  Parker,  at  the  present 
stage,  do  you  believe  that  this  problem  could 
be  safely  handled  by  the  practitioner  in  a 
small  community? 

DR.  PARKER : No. 

DR.  HILL:  What  contributions  do  you 
think  the  home  physician  might  have  made 
during  the  earlier  stages  that  would  have 
thwarted  this  development? 

DR.  PARKER:  Dealing  hindsight  is 
much  easier  than  foresight  with  any  physi- 
cian, but  from  the  data  we  have  one  would 
be  inclined  to  believe  that  time  spent  in 
history  taking  concerning  the  previous 
abortions  and  reactions  and  learning  that 
the  patient  did  voluntarily  terminate  former 
pregnancies  would  be  invaluable.  Then  he 
would  have  been  alerted  even  more  than 
usually  to  the  attitude  toward  this  particu- 
lar pregnancy.  The  fact  that  a 35  year 
old  woman  who  has  had  a child  for  15  years 
became  pregnant  would  cause  one  to  wonder 
what  questions  might  occur  in  her  mind  in 
regard  to  these  facts.  She  might  have  been 
dealt  with  by  reassurance.  Whether  this 
would  have  held  this  woman  or  not,  I don’t 
know ; I’m  somewhat  doubtful  since  she  has 
progressed  to  this  degree. 

DR.  RUILMANN : Aren’t  there  points  in 
the  history  that  suggest  that  it  is  not  a fear 
of  pregnancy  or  delivery  but  rather  some- 
thing about  having  children  around  the 
house  that  this  couple  finds  disquieting. 


From  the  way  they  have  handled  their  one 
child,  stressing  the  importance  of  giving 
her  advantages,  getting  her  to  college  and 
so  on,  along  with  the  rest  of  the  history, 
would  have  helped  the  physician  to  alter 
her  feelings  about  pregnancy. 

DR.  HILL:  Would  it  not  be  well  to  em- 
phasize that  the  practicing  physician  is  in 
a unique  position  to  establish  an  under- 
standing of  these  problems  in  the  patients 
he  treats?  The  primary  requisite  for  so 
doing  is  the  willingness  to  take  the  time  for 
an  historical  appraisal  of  a type  that  gives 
true  understanding  of  the  difficulties,  not 
alone  physical  but  emotional  which  the  pa- 
tient has  been  struggling  with  in  the  course 
of  her  past  life  prior  to  seeing  him.  Dr. 
Parker,  can  you  give  the  practicing  physi- 
cian an  idea  of  what  might  be  done  now  in 
the  treatment  of  this  patient?  What  rec- 
ommendation from  the  point  of  view  of  a 
specialist  would  you  give? 

DR.  PARKER : She  shows  severe  depths 
of  delusions  which  appear  to  be  of  depres- 
sive origin  ; these  are  reinforced  by  the  idea 
that  she  should  be  punished.  The  only  hos- 
tility has  been  toward  her  husband.  Be- 
cause of  this  and  the  actual  threat  to  his 
life  before  admission,  it  is  imperative  that 
she  remain  hospitalized  where  she  cannot 
harm  either  herself  or  her  husband.  Be- 
cause of  the  depths  of  her  depression,  I 
believe  it  will  require  electric  shock  to  lift 
the  depression,  even  though  from  a physi- 
cal standpoint  she  is  in  a good  condition 
and  is  presently  eating  well.  I think  we 
have  to  consider  her  as  a total  unit  and 
remember  that  while  she  is  in  this  depres- 
sive state,  she  is  periodically  suicidal  and 
may  not  be  in  a condition  to  give  adequate 
care  to  the  child  after  it  is  born.  Unless 
we  can  see  some  break  in  the  patient’s 
depression  and  delusions,  I would  recom- 
mend electric  shock  even  at  this  late  date 
in  the  pregnancy,  but  of  course  with  cau- 
tion. It  might  be  noted  for  the  benefit  of 
the  students  that  electric  shock  can  be  given 
quite  safely  during  all  stages  of  pregnancy 
without  any  damage  to  the  mother  or  fetus. 
This,  however,  is  not  always  true  of  insulin 
shock  which  interferes  with  the  metabolism 
of  the  fetus. 

STUDENT : At  what  point  in  her  past 
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history  could  a physician  out  in  a small 
town  have  aided  her?  This  thing  has  been 
going  on  for  a long  time,  two  abortions  a 
long  time  ago,  anxiety  of  getting  pregnant, 
going  to  kill  her  husband — at  what  point 
could  he  have  aided  her?  I don’t  think  a 
physician  after  the  one  pregnancy  could 
have  aided  her  any  more.  The  whole  back- 
ground was  there. 

DR.  PARKER:  You  are  right.  The  back- 
ground was  there.  From  the  history  we 
learn  that  this  couple  concealed  the  anxiety 
between  them  toward  a fear  of  pregnancy 
which  came  episodically.  Apparently  they 
never  let  it  out  to  anyone  as  far  as  we 
know,  just  as  they  did  not  to  us  at  first. 

DR.  REESE:  The  only  physician  I can 
see  who  could  have  helped  her  was  the  one 
who  might  have  refused  to  perform  the  two 
abortions. 

DR.  RUILMANN : Is  there  not  perhaps  a 
practical  clue  at  that  point — any  time  an 
abortion  is  requested,  in  the  absence  of 
honest-to-goodness,  severe  somatic  reasons, 
there  is  good  grounds  for  trying  to  see 
what’s  behind  it,  because  it  is  not  a fre- 
quent request.  A request  for  such  a serious 
measure  is  bound  to  be  backed  by  pretty 
serious  emotional  reasons.  I wonder  if 
that  clue  is  not  a very  valuable  one. 

STUDENT : I think  that  the  only  point 
at  which  someone  could  have  aided  her  was 
back  at  the  time  of  the  first  abortion.  The 
aid  should  have  been  there  because  this 
thing  has  been  built  up,  as  you  say,  with 
the  husband  concealing  their  anxiety.  She 
hates  him  now  because  he  asked  her  to  have 
these  early  abortions.  This  is  the  first 
acute  episode  but  it  was  bound  to  happen. 

DR.  HILL:  Do  you  think  that  a condition 
of  this  type  occurs  commonly  in  practice? 

DR.  REESE : I have  an  idea  that  it  does. 
It  may  be  that  I’m  prejudiced  because  I 
have  another  patient  now  with  trouble 
along  the  same  lines.  She  had  a great  deal 
of  difficulty  after  delivering  twins. 

DR.  HILL : Do  you  feel  that  mental  health 
support  is  an  important  part  of  obstetrics? 

DR.  REESE : Yes,  sir,  I do.  I still  have 
one  more  question.  What  can  I do? 

DR.  PARKER:  What  would  you  like  to 
do? 

DR.  REESE : I would  like  to  see  her  get 


well  and  go  home.  However,  I believe  she 
won’t  get  better  until  the  child  is  delivered. 

DR.  PARKER:  How  do  you  think  safe 
delivery  of  the  child  will  clear  up  this  re- 
action? Should  we  just  support  her  along 
until  then? 

DR.  REESE : I don’t  know  about  that, 
Dr.  Parker,  but  I believe  it  would  be  a great 
aim. 

DR.  PARKER : What  do  you  think,  Dr. 
Walls? 

DR.  WALLS:  1 do  not  believe  that  deliv- 
ery of  the  child  will  materially  change  the 
picture. 

DR.  PARKER:  Do  you  think  there  is  a 
possibility  of  this  reaction  clearing  spon- 
taneously? 

DR.  RUILMANN : I think  there  is  a fair 
chance  that  what  you  see  now  will  be  dras- 
tically altered  after  delivery  of  the  child. 
I would  not  hope  for  her  to  be  symptom- 
free  though  many  times  we  see  the  partial 
or  even  complete  disappearance  of  depres- 
sion. The  things  she  voices  now,  for  ex- 
ample, the  fear  of  death  because  of  preg- 
nancy, are  going  to  drop  out  of  the  picture. 
Unless  we  can  help  alter  her  feelings  about 
having  the  child  at  all,  we  still  have  the 
need  for  some  kind  of  an  accessory  defense 
mechanism.  However,  I think  there  is  a 
good  chance  that  the  present  picture  will 
change,  whether  it  will  come  out  more  clas- 
sically in  the  form  of  neurotic  symptoms, 
somatic  disturbances,  or  something  else,  we 
don’t  know. 

STUDENT : If  this  acute  episode  had 
come  on  when  she  was  in,  say,  the  first 
month  of  pregnancy,  would  this  be  an  indi- 
cation for  a therapeutic  abortion? 

DR.  HILL:  Instead  of  being  an  indication 
for  abortion,  would  it  not  have  been  an  in- 
dication for  more  intensive  psychotherapy 
and  aid  for  this  patient  in  resolving  some 
of  her  resistance? 

The  hour  is  at  an  end,  and  we  have  seen 
a woman  who  has  developed  a depression  in 
association  with  pregnancy.  We  realize 
that  there  have  been  various  stress  factors, 
the  normal  stress  factor  of  pregnancy  it- 
self, the  intervening  infection,  and  the  pa- 
tient’s own  struggles  with  her  resistances 
to  pregnancy,  the  dynamic  mechanisms  of 
which  are  not  as  clear  on  the  basis  of  data 
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which  we  have  at  hand  as  they  could  be, 
and  they  are  not  because  we  do  need  to  know 
more  about  the  earlier  delusionary  develop- 
ment of  this  patient.  It  would  be  of  interest 
to  discuss  in  greater  detail  the  dynamic 
mechanisms  of  depression,  of  the  release  of 
irritability,  of  the  irradiation  of  that  from 
a single  focal  point,  as  for  example,  the 
child  she  carries  in  utero,  to  the  husband, 


to  others  with  whom  she  associates,  and 
also  to  discuss  more  fully  the  dynamics  of 
the  ideas  which  she  entertains  that  are  not 
amenable  to  fact.  They  are  not  subject  to 
reason  and  they  are  not  consistent  with  her 
previous  training  and  experience,  ideas 
which  in  medical  language  we  call  delusion- 
al ideas. 


Prolapse  Of  The  Umbilical  Cord.  Bowen,  C.  V. 

Bull.  School  M.  Univ.  Maryland,  34:76,  1949. 

Prolapse  of  the  umbilical  cord  is  of  serious  im- 
port to  the  infant  and  may  sometimes  lead  to  ill- 
advised  methods  of  delivery  which  damage  the 
mother.  An  average  incidence  of  0.85  per  cent  is 
reported. 

This  report  deals  with  71  instances  of  prolapsed 
cord  seen  at  the  University  Hospital,  Baltimore, 
from  January  1,  1939  through  December  31,  1948. 
The  incidence  was  0.41  per  cent.  The  series  shows 
a greatly  increased  incidence  of  prolapse  in  breech 
and  transverse  presentations.  The  cause  is  quite 
simple:  the  presenting  part  does  not  adequately 
fit  the  pelvis  and  the  cord  falls  through  the  vagina. 
Accordingly,  in  such  cases,  artifical  rupture  of  the 
membranes  to  induce  labor  would  appear  to  be 
contraindicated. 

In  41  of  the  71  cases  there  was  practically  no 
hope  for  the  child  when  the  diagnosis  was  made. 
In  8 instances,  fetal  loss  could  be  ascribed  to  causes 
other  than  prolapse  of  the  cord.  Five  infants 
weighed  less  than  1600  grams;  in  two  cases  de- 
livery was  very  difficult  and  in  one,  the  uterus 
was  ruptured  and  fetal  death  resulted.  However, 
even  if  these  eight  deaths  were  deducted,  the 
mortality  is  still  very  high,  38  or  53.52  per  cent. 

There  was  one  maternal  death  in  a multigravida 
who  had  a marginal  placenta  previa,  transverse 
presentation,  and  prolapse  of  the  cord.  Internal 
podalic  version  and  breech  extraction  were  done 
with  the  delivery  of  a dead  baby.  The  patient  went 
into  severe  shock  but  lived  for  five  days  thereafter. 
Death  was  ascribed  to  a puerperal  infection,  but 
there  was  a distinct  possibility  of  rupture  of  the 
uterus  (autopsy  was  not  performed). 

Treatment  from  the  standpoint  of  the  prolapse 
itself  consisted  of  internal  podalic  version  and 
breech  extraction  nine  times  and  Diihrssen’s  in- 
cisions and  forceps  delivery  three  times.  In  the 
remaining  59  cases  no  definite  effort  was  made  to 
hasten  delivery  in  the  interest  of  the  child. 

One  of  the  most  important  steps  in  the  treat- 
ment is  prophylaxis.  Labor  should  not  be  induced 
by  rupturing  the  membranes  unless  the  vertex  is 


engaged  and  the  pelvis  favorable.  If  there  is  any 
abnormal  presentation,  the  membranes  should  be 
preserved  as  long  as  possible  and  examinations 
should  be  minimal  in  number.  Some  authors  ad- 
vise the  use  of  a hydrostatic  bag  in  the  cervix. 

When  prolapse  occurs,  treatment  will  depend  on 
several  factors.  One  of  these  is  the  condition  of 
the  baby  as  evidenced  by  the  pulsations  of  the 
cord.  When  these  are  absent  or  very  weak  it 
should  be  evident  that  nothing  can  be  done  for 
the  baby.  All  attention  should  then  be  given  to 
the  mother  and  delivery  carried  out  in  the  most 
conservative  manner  possible.  Should  pulsations 
be  present  and  of  good  quality,  further  treatment 
will  be  indicated  by  the  findings. 

Replacement  of  the  cord  is  universally  recom- 
mended and  the  literature  would  indicate  it  to  be 
a simple  procedure.  Personal  experience  has  been 
exactly  opposite.  The  cord  is  difficult  to  handle, 
and  even  if  it  is  replaced,  it  tends  to  come  down 
again.  Therefore,  time  is  lost  and  nothing  is  ac- 
complished. The  patient  should  be  placed  in  such 
a position  as  to  elevate  her  hips  and  buttocks  and 
kept  there  until  a decision  is  reached. 

When  the  cervix  is  fully  dilated  and  labor  is 
progressing  rapidly  no  treatment  is  required  other 
than  the  administration  of  oxygen  to  the  mother. 
However,  if  prolapse  occurs  early  and  the  cervix 
is  less  than  four  centimeters  dilated,  abdominal 
delivery  offers  the  best  chance  for  the  baby. 

Between  these  two  extremes,  many  other  types 
of  cases  will  be  seen.  One  operation  to  which  resort 
is  frequently  had  is  internal  podalic  version  and 
breech  extraction.  However,  this  is  one  of  the 
most  dangerous  procedures  which  can  be  per- 
formed upon  a parturient  woman. 

Since  prolapse  of  the  cord  carries  such  a high 
mortality  for  the  baby,  dangerous  operations  to 
accomplish  delivery  should  only  be  entered  upon 
with  great  caution.  If  the  loss  of  the  baby  is 
accepted  as  inevitable  in  certain  of  these  cases, 
the  eventual  results  will  be  much  better. 

(Abstracted  by  Milton  S.  Lewis,  M.D.,  Nashville, 
Tenn.) 
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President's  Message 

SOME  LIBERTIES  WE  WOULD  LOSE  IF  MEDICINE  IS  SOCIALIZED 


Any  program  to 
socialize  medicine 
in  the  United 
States  would 
eventually  lead  to 
the  loss  of  liberties 
by  the  practicing 
physician  so  that 
eventually  he 
would  no  longer  be 
a free  agent. 

We  have  heard 
some  of  the  English  physicians  make  ad- 
dresses on  how  they  are  tied  to  their  desks 
by  a mass  of  reports  and  forms  that  have 
to  be  filled  out  and  sent  back  to  their  bosses 
— the  politicians  who  make  the  laws  and 
the  bureaucrats  who  have  charge  of  politi- 
cal medicine.  A similar  condition  would 
exist  in  our  country  if  medicine  should  be 
socialized. 

The  physician  would  lose  the  liberty  of 
free  time  to  arrange  his  schedule  and  work 
as  he  sees  fit.  Instead,  his  office  would  be 
filled  daily  with  more  patients  than  any 
doctor  can  reasonably  handle  in  a satis- 
factory manner.  Because  of  this  situation 
he  would  be  expected  to  grant  favors  of  his 
time  to  those  with  political  influence  and 
their  friends  who  were  recommended  to 
him  with  a good  word  from  “Joe.”  This 
would  make  it  tough  for  the  doctor  and 
foul  up  his  reports  and  requisitions  if  he 
wasn’t  accommodating.  Also  the  physician 
would  be  exposed  to  the  temptations  of  the 
black  market,  as  those  with  more  money 


and  a desire  for  the  type  of  medical  atten- 
tion they  can  get  only  under  our  present 
system  of  free  enterprise  would  offer  fi- 
nancial inducements  in  many  forms  for 
special  considerations. 

The  physician  would  lose  the  liberty  of 
making  his  own  diagnosis  and  administer- 
ing treatment  according  to  his  best  judg- 
ment. Such  diagnosis  and  treatment  would 
have  to  receive  the  approval  of  the  state 
after  due  consideration  and  investigation. 
The  state  would  have  to  make  sure  that 
the  patient  requires  the  treatment  pre- 
scribed and  that  a dishonest  physician  is 
not  trying  to  pad  his  income  with  unneces- 
sary expenditures.  Differences  of  opinion 
might  delay  treatment  and  would  surely 
cause  embarrassment  for  the  patient  whose 
ailments  would  become  matters  of  public 
discussion  within  the  department  of  medi- 
cine. 

Perhaps  the  greatest  loss  would  be  the 
loss  of  confidential  relationship  between 
patient  and  doctor,  which  is  often  the  most 
effective  part  of  early  diagnosis,  treatment 
and  cure. 

These  are  just  a few  of  the  great  many 
losses  of  liberty  for  the  physician  under 
socialized  medicine,  and  all  of  these  losses 
would  reflect  in  a constantly  lowering  of 
our  present  medical  standards. 

fab. 
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MEDICAL  OFFICERS  FOR  THE 
ARMED  SERVICES 

The  need  for  physicians  expands  as  the 
personnel  of  the  armed  services  is  increased, 
whether  for  “all-out-war,”  mobilization  or 
for  possible  universal  military  training. 

At  the  moment  the  military  and  execu- 
tive arms  of  the  government  can  have  re- 
course only  to  the  pool  of  reserve  officers 
to  fill  these  expanding  needs.  For  practical 
purposes  it  may  be  said  that  all  of  these 
have  served  faithfully  in  World  War  II  or 
in  the  months  thereafter.  In  the  main  these 
are  physicians  in  the  thirties  and  forties 
who  have  returned  to  re-establish  their  in- 
terrupted practice  or  who  for  the  first  time 
are  putting  down  the  roots  of  practice. 
Some  few  have  already  had  to  leave  a prac- 
tice they  had  envisioned  in  past  years,  pos- 
sibly while  in  the  service.  It  seems  likely 
that  more  of  this  group  will  need  to  join 
them.  (The  Army  has  already  issued  or- 
ders for  734  reserve  officers  needed  before 
October  1.) 

Not  only  within  the  ranks  of  the  medical 
profession  but  also  in  the  public  at  large, 


a finger  is  pointed  at  a group  of  physicians 
who  have  a twofold  obligation  to  serve  for 
a time  in  the  armed  services.  It  seems  only 
just  that  short  of  another  World  Conflict, 
this  group  should  provide  the  routine  medi- 
cal service  for  a mobilized  army  so  that  the 
veteran  may  enjoy  his  well-earned  peace  in 
medical  practice.  This  group  of  physicians, 
some  thousands  in  number,  are  those  who 
were  deferred  from  active  military  service 
and  who  received  some  or  all  of  their  medi- 
cal training  at  the  taxpayers’  expense  as 
well  as  those  deferred  to  complete  training 
at  their  own  expense. 

Several  bills  have  been  introduced  into 
Congress  aimed  at  the  group  of  physicians 
who  received  deferment,  their  education  in 
whole  or  in  part,  and  pay  as  well  in  the 
ASTP  and  Navy  V-12  programs.  The 
Board  of  Trustees  of  the  American  Medical 
Association  has  endorsed  these  bills,  and 
officers  of  the  Association  have  testified  to 
this  endorsement  before  a subcommittee  of 
the  Senate  Armed  Services  Committee.1 
The  Board  recommended  the  following  pri- 
orities for  calling  men  into  service: 

1.  Former  ASTP  and  V-12  students  and 
those  deferred  during  World  War  II  to  pur- 
sue their  study  at  their  own  expense. 

2.  Those  deferred  for  physical  and  other 
reasons  in  the  past  but  who  now  might  be 
found  fit  to  serve. 

3.  Former  ASTP  and  V-12  students  who 
served  less  than  21  months  on  active  duty 
after  completing  their  courses. 

4.  Those  who  served  less  than  90  days’ 
prior  active  duty.  (Before  entering  medical 
school.) 

5.  Those  who  served  a total  of  less  than 
21  months’  active  duty. 

At  the  time  of  this  writing  it  is  almost  a 
foregone  conclusion  that  legislation  will  be 
passed  implementing  these  recommenda- 
tions. 

Though  the  matter  of  deferment  for  the 
completion  of  a medical  education  offers 
the  basis  for  possible  legislation,  there  is  a 
moral  obligation  which  seems  to  demand 
that  the  group  of  young  physicians  in  ques- 
tion offer  their  services  for  military  needs. 

Had  this  deferment  not  been  made,  some 

'Editorial,  J.  A.  M.  A.,  143:1416,  August  19,  1950. 
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at  least  would  have  tasted  the  hardships  of 
the  jungles  of  the  South  Pacific  and  the 
hazards  of  establishing  beachheads  on  the 
islands  of  the  Pacific.  Others  would  have 
dodged  the  flak  over  Germany  in  air  raids. 
Still  others  would  have  manned  the  guns, 
the  tanks  and  other  materiel  in  the  invasion 
of  Sicily,  on  the  Anzio  beachhead,  on  D-Day, 
in  the  hedgerows  of  Normandy  or  in  the 
Battle  of  the  Bulge.  Only  deferment  for  a 
professional  education,  which  offers  a good 
living  and  an  excellent  standing  in  any 
community,  kept  this  group  of  able-bodied 
young  men  out  of  the  fox-holes  and  away 
from  the  dangers  to  which  their  contempo- 
raries were  exposed.  Any  one  of  these  men 
might  have  been  a casualty  except  for  the 
deferment. 

R.  H.  K. 

+ 

HOME  FRONT  AND  FRONT  LINE 

Because  of  the  activities  of  your  Committee  on 
Emergency  Medical  Service  in  formulating  plans 
for  Civil  Defense,  the  Chairman  was  invited  to 
write  an  editorial  which  appears  below. — Editor. 

The  threat  of  a third  world  war  is  at  this 
moment  upon  us  and  might  very  well  prom- 
ise to  be  of  a type  that  would  bring  instant 
ruin  to  our  industrial  centers  and  our  large 
cities  with  the  resultant  decimation  of  their 
populations.  To  prepare  ourselves  to  re- 
ceive and  survive  the  devastation  of  atomic 
warfare,  which  threatens  our  nonmilitary 
institutions  and  people,  calls  for  clear  think- 
ing and  energetic  action  not  only  on  the 
part  of  federal  agencies  but  also  on  the 
guidance  and  inspiration  of  organized  med- 
icine. Our  governors,  our  health  officers, 
our  mayors,  our  fire  and  police  chiefs,  our 
established  relief  agencies  all  have  impor- 
tant and  responsible  parts  in  planning 
against  such  wholesale  destruction  of  life 
and  property.  Let  a bomb  but  fall  on  one 
of  our  large  cities — the  one  single  thought 
in  the  minds  of  those  lying  maimed  and 
burned  in  its  streets  will  be  “where  is  the 
doctor?”  Intelligent  planning  against  this 
sort  of  disaster  can  proceed  only  with  the 
counsel  and  guidance  of  organized  medicine. 

In  our  state  the  Governor  has  appointed 
a State  Civil  Defense  Director,  General 
Sam  Wallace,  who,  with  the  cooperation  of 
Dr.  Hutcheson,  our  State  Public  Health 
Commissioner,  and  with  members  of  the 


State  Emergency  Medical  Service  Commit- 
tee, has  been  extremely  busy  formulating 
plans  preparatory  to  establishing  a civil 
defense  program  for  this  state.  Dr.  Hut- 
cheson has  been  named  Director  of  the 
State  Medical  Services,  and  the  Regional 
Officers  of  the  Health  Department,  Drs. 
Alex  Shipley,  R.  M.  Foote  and  Frank  Moore, 
will  assist  in  planning  in  the  communities 
within  their  jurisdiction.  Your  State 
Emergency  Medical  Service  Committee,  in 
planning  and  advising  with  the  State  Di- 
rector, has  asked  each  component  county 
medical  society  to  appoint  a committee  to 
work  with  the  local  health  officers,  the 
mayors,  and  city  fire  and  police  officials. 
In  this  manner  each  component  county 
group  can  go  a long  way  in  planning  the 
strictly  medical  aspects  of  a defense  pro- 
gram without  waiting  for  a master  plan. 
We  have  a huge  task  here  at  home  indoc- 
trinating the  profession  in  the  treatment  of 
injuries  incident  to  atomic  warfare  and  too, 
of  no  less  importance,  the  education  of,  and 
alerting  the  public  in  lifesaving  methods 
in  case  of  such  a disaster.  Your  Emergency 
Medical  Service  Committee  has  been  very 
active  for  several  weeks  in  formulating 
plans  and  putting  into  effect  this  dual 
program. 

During  World  War  II  the  medical  pro- 
fession achieved  an  enviable  record,  far 
surpassing  those  in  past  wars.  Medical 
manpower  is  essential  for  the  successful 
termination  of  any  war.  However,  it  must 
be  remembered  that  medical  manpower  is 
equally  essential  to  the  civilian  population, 
for  without  the  unending  supplies  forth- 
coming from  the  civilian  populace  efforts 
to  repel  our  enemies  would  prove  futile.  In 
peace  or  war,  the  same  number  of  physi- 
cians will  care  for  the  same  number  of 
people.  Only  the  conditions  and  methods 
of  service  are  altered  in  time  of  war. 

Past  service  in  the  last  two  world  wars 
demonstrated  a tremendous  waste  of  med- 
ical manpower.  Many  physicians  were  as- 
signed the  tasks  of  inspecting  latrines  and 
kitchens,  while  others  spent  long  hours, 
valuable  hours,  in  demoralizing  idleness 
because  of  the  lack  of  need  for  their  serv- 
ices. Such  waste  of  highly  skilled  person- 
nel in  a country  as  wealthy  as  our  United 
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States  cannot  be  afforded  even  in  time  of 
crisis,  and  it  is  sincerely  hoped  a repetition 
of  such  wanton  waste  of  personnel  will  not 
be  repeated. 

At  present,  our  available  professional 
personnel  resources  are  being  drained  to 
support  our  troops  in  the  Korean  conflict. 
This  has  necessitated  the  recall  of  numbers 
of  reserve  officers  to  active  duty  inasmuch 
as  appeals  on  the  part  of  the  war  depart- 
ment and  medical  organizations  for  volun- 
teers among  those  eligible  physicians  who 
have  not  served  in  the  Armed  Forces  have 
produced  negligible  results. 

Because  of  the  lack  of  physicians  in  the 
Armed  Forces  the  state  societies  throughout 
the  country  were  requested  by  the  War  De- 
partment to  assist  in  procuring  adequate 
physicians  to  examine  inductees  and  Na- 
tional Guardsmen  entering  the  Army.  Your 
State  Emergency  Medical  Service  Commit- 
tee, with  the  assistance  and  cooperation  of 
various  component  societies,  secured  the 
services  of  Reserve  Officer  Physicians  in 
adequate  numbers  which  resulted  in  the 
speedy  examination  of  3,000  inductees  at  a 
cost  to  the  Army  of  only  $3.90  per  man. 
Such  cooperation  on  the  part  of  these  Re- 
serve Officers  is  to  be  commended. 

As  the  tempo  of  mobilization  increases 
the  demand  for  medical  officers  will  in- 
crease. Inasmuch  as  appeals  to  those  indi- 
viduals who  were  in  the  ASTP  or  V-12  pro- 
gram to  volunteer  have  produced  few  re- 
sults, this  committee  solidly  endorses  the 
following  order  of  induction  of  physicians 
as  an  aid  to  the  war  effort : 

1.  Those  individuals  who  received  their 
medical  education  at  the  expense  of  the 
United  States. 

2.  Those  individuals  who  were  in  medical 
school  during  World  War  II  at  their  own 
expense  and  who  were  deferred  in  order 
that  they  might  complete  their  medical  edu- 
cation. 

3.  Those  individuals  who  have  not  served 
in  either  World  War  I or  World  War  II. 

4.  Those  individuals  who  have  served  in 
World  War  I and/or  World  War  II.  with 
the  order  of  calling  them  up  in  proportion 
to  the  time  they  have  served. 

James  C.  Gardner,  Chairman 
Committee  on  Emergency 
Medical  Service 


PARATHION  (PHOSPHATE 
INSECTICIDE)  POISONING 

It  has  been  urged  that  the  medical  pro- 
fession be  made  aware  of  the  high  toxicity 
of  the  organic  phosphate  insecticides  which 
have  become  of  widespread  use  in  the  past 
year  or  two.1  The  clinical  picture  is  differ- 
ent from  any  other  type  of  intoxication 
which  the  practitioner  has  had  to  combat  in 
the  past. 

The  fluorine-phosphorus  compounds  were 
studied  intensively  during  World  War  II  by 
German  scientists  searching  for  lethal  war 
gases.  Some  of  these  were  found  by  them 
to  be  good  insecticides  and  these  facts  were 
uncovered  and  publicized  after  being  found 
by  the  American  and  British  scientists  in 
postwar  Germany. 

The  most  widely  used  of  these  organic 
phosphates  is  p-nitro-phenly  diethyl  thiono- 
phosphate  sold  under  a variety  of  trade 
names  in  this  country,  the  term  Parathion 
appearing  in  the  name.  It  is  widely  used 
now  by  farmers,  florists  and  in  commercial 
spraying  in  the  form  of  dusts,  sprays  and 
aersols. 

Six  deaths  attributable  to  exposure  to 
Parathion  and  thirty-four  nonfatal  poison- 
ings are  known  to  Grob.2  A larger  number 
of  fatalities  have  been  reported  from  Bra- 
zil. 

Acute  poisoning  is  a medical  emergency. 
The  poisoning  is  of  a kind  which  will  be 
new  to  the  practicing  physician  since  the 
substance  is  an  anticholinesterase.  Para- 
thion is  believed  to  inhibit  the  cholinesterase 
enzymes  thereby  permitting  an  accumula- 
tion of  acetylcholine  in  the  tissues.  The 
effects  then  will  be  those  of  parasympathet- 
ic stimulation, — similar  to  those  of  such 
substances  as  pilocarpine,  muscarine,  me- 
cholyl  and  nicotine. 

The  first  symptoms  are  anorexia  and  nau- 
sea to  be  followed  by  vomiting  and  abdomi- 
nal cramping.  Salivation,  sweating,  and 
pupillary  constriction  occur.  With  greater 
exposure  there  may  be  diarrhea,  tenesmus, 
involuntary  defecation  and  urination.  Pal- 
lor is  present.  Bronchial  secretion  is  ex- 


'Letter  by  D.  O.  Hamblin,  M.D.,  Medical  Director 
of  The  American  Cyanamid  Co. 

•Grob,  D.:  Editorial.  Uses  and  Hazards  of  the 
Organic  Phosphate  Anticholinesterase  Compounds, 
Ann.  Int.  Med.,  32:1229,  1950. 
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cessive  and  pulmonary  edema,  cyanosis  and 
respiratory  difficulty  result.  There  may  be 
hypertension.  Fasciculations  of  muscles  of 
the  eyelids,  tongue,  eyeball,  face  and  neck 
result  in  jerking  of  the  eyes  and  twitching 
of  the  face.  These  may  become  generalized, 
and  muscular  weakness  is  marked.  Patients 
are  restless,  anxious  and  complain  of 
insomnia  and  headaches.  The  pupils  are 
constricted  to  pinpoint  degree  in  severe 
intoxication.  With  progression  the  patients 
become  confused,  drowsy,  disoriented,  have 
ataxia  and  tremor  and  finally  go  into  coma 
with  Cheyne-Stokes  respiration  and  with  a 
loss  of  all  reflexes.  Generalized  convulsions 
occur. 

Death  has  been  known  to  occur  in  from 
one  to  thirteen  hours  after  the  onset  of 
symptoms.  In  patients  recovering  from 
Parathion  poisoning  the  acute  symptoms 
have  lasted  from  6 to  30  hours,  though  mild 
symptoms  may  last  for  several  more  days. 
The  pupillary  constriction  has  been  known 
to  last  several  weeks.  Autopsy  findings  are 
only  those  of  hyperemia  and  edema  of  the 
lungs,  the  brain  and  other  organs.  Studies 
of  the  cholinesterase  activity  of  the  plasma 
and  red  blood  cells  has  been  found  reduced 
to  14  to  22  per  cent  of  normal  and  in  the 
tissues  to  22  to  88  per  cent  of  normal. 

Since  the  symptomatology  of  Parathion 
poisoning  is  that  of  parasympathetic  stim- 
ulation, treatment  consists  of  the  use  of 
atropine  in  large  doses.  The  dosage  rec- 
ommended is  from  1 to  2 milligrams  every 
hour  (1/50  grain  or  more)  intramuscularly 
even  to  a total  dose  of  20  milligrams  in  24 
hours.  In  severe  acute  intoxication  atro- 
pine should  be  used  intravenously.  Edema 
of  the  lungs  and  bronchial  exudation  may 
require  postural  drainage,  tracheal  and 
bronchial  suction  and  oxygen.  Artificial 
respiration  for  hours  has  been  necessary  in 
some  cases  because  of  muscular  fatigue  and 
weakness.  Morphine  is  contra-indicated 
since  its  action  may  be  accentuated  by  an 
anticholinesterase  compound. 

After  recovery  the  subject  should  be  kept 
from  further  exposure  to  Parathion  for 
some  time  since  the  tissue  cholinesterase  is 
low  and  he  is  thus  susceptible  to  poisoning. 

Grob,  in  an  examination  of  fellow  em- 
ployees of  one  of  his  fatal  cases  found  that 


most  of  them  revealed  a decrease  of  choli- 
nesterase activity.  He  therefore  recom- 
mends and  has  carried  out  periodic  deter- 
minations of  cholinesterase  activity  of  the 
plasma  and  red  cells  of  the  employees  ex- 
posed to  Parathion  in  its  manufacture. 
Those  showing  a lowered  activity  are  re- 
moved from  exposure  to  the  poison  for 
several  weeks.  Those  using  the  insecticide 
must  use  gloves,  respirator  and  goggles. 

Foods,  fruit  and  vegetables,  and  tobacco 
probably  should  be  sprayed  only  with  dilute 
solutions  and  be  harvested  no  sooner  than 
some  weeks  afterward. 

Physicians  must  be  on  the  lookout  for 
instances  of  poisoning  among  those  who  use 
the  organic  phosphate  insecticides.  They 
must  be  ready  to  act  promptly  since  acute 
cases  may  be  fatal  in  a matter  of  hours. 

R.  H.  K. 

-k 

PUBLIC  RELATIONS— OLD  OR  NEW? 

It  seems  strange  that  so  many  people, 
particularly  physicians,  regard  positive  ef- 
forts to  improve  relations  with  the  public 
as  a new  “wrinkle”  in  organized  medicine. 
Your  guest  editor  while  re-reading  the  Con- 
stitution was  caused  to  appreciate  anew  the 
continual  concern  of  Tennessee  physicians 
about  their  responsibilities  to  the  public — 
a concern  which  dates  back  to  1830 ! 

When  the  Constitution  of  the  Tennessee 
State  Medical  Association  was  adopted, 
these  words  appeared  in  the  second  Article, 
preceded  only  by  the  official  name  of  the 
Association : 

“The  purposes  of  this  Association  shall 
be  1)  the  extension  of  medical  knowledge, 
2)  the  elevation  of  the  standards  of  medical 
education,  3)  the  advancement  of  medical 
science,  4)  the  enactment  and  enforcement 
of  just  medical  laws,  5)  the  promotion  of 
friendly  intercourse  among  physicians,  and 
6)  the  enlightenment  and  direction  of  public 
opinion  regarding  the  problems  of  medicine 
so  that  the  profession  shall  become  more 
capable  and  honorable  within  itself  and 
more  useful  to  the  public  in  the  prevention 
and  cure  of  disease  and  in  prolonging  and 
adding  comfort  to  life.” 

This  significant  Article  (II)  stands  today 
as  an  unamended  statement  of  the  purposes 
of  your  Association — as  appropriate  today 
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as  the  day  it  was  adopted  by  a handful  of 
your  founding  forefathers. 

This  120-year-old  dedication  to  lofty  pur- 
poses, to  professional  excellence,  and  to  the 
public  interest  has  won  an  immeasurable 
amount  of  public  confidence,  approbation 
and  good  will.  Its  emphasis,  however,  was 
placed  on  achieving  technical  excellence,  and 
rightly  so. 

Today,  medical  science,  per  se,  stands  as 
one  of  man’s  greatest  scientific  achieve- 
ments, and  so  long  as  physicians  were  able 
to  devote  themselves  to  the  science  and  art 
of  medicine,  few  problems,  public  relations- 
wise,  arose. 

Progress  in  medical  science,  however,  has 
brought  new  problems  to  the  door  of  the 
profession.  The  public  desire,  almost  a de- 
mand, for  the  service  of  highly  skilled  phy- 
sicians and  allied  professions  has  created 
problems  in  the  fields  of  sociology,  econom- 
ics and  even  politics.  With  or  without  the 
physician’s  choosing  or  preference,  we  now 
find  that  the  delivery  of  medical  care  is  a 
matter  of  great  concern  to  the  physician  and 
the  public. 

The  public  has  no  quarrel  with  the  scien- 
tific excellence  of  medical  care.  It  wants, 
expects,  and  is  being  encouraged  to  demand 
by  political  action  the  solution  of  problems 
related  to  the  availability,  distribution,  and 
costs  of  medical  care.  If  the  technical  skills 
of  the  physician  are  to  fulfill  the  avowed 
purposes  of  the  profession  which  were 
enunciated  so  long  ago,  these  problems  in 
the  fields  of  medico-sociology,  medico-poli- 
tics and  medical  economics  must  be  faced 
and  solved.  You  and  your  Association  are 
about  this  task. 

These  are  twentieth  century  problems, 
some  of  them  having  reached  their  present 
crescendo  within  the  last  few  years  and  even 
days.  Thus  your  Association  has  taken  its 
cues  coincidentally  from  its  founding  fa- 
thers and  has  planned  proper  adaptations 
of  proven  objectives  and  principles  to  mod- 
ern conditions  and  circumstances. 

The  Association’s  Public  Service  Program 
(our  term  for  public  relations)  is  entirely 
in  harmony  with  the  profession’s  abiding 
and  time-honored  dedication  to  the  public 
weal. 

What’s  new  about  public  relations?  Not 


much.  The  only  things  new  are  new  prob- 
lems, new  technics  and  procedures,  and  a 
new  awareness  of  the  legitimate  demands 
and  expectations  that  can  be  made  on  a pro- 
fession that  has  long  since  achieved  its  full 
scientific  stature. 

V.  0.  F. 


DEATHS 


Samuel  James  Sibley,  M.D.,  Memphis, 
Tenn. ; Memphis  Hospital  Medical  College, 
1906;  aged  80;  died  June  4,  1950,  of  cere- 
bral thrombosis. 

* 

Forest  Reese  Kenton,  M.D.,  Memphis; 
Memphis  Hospital  Medical  College,  1912; 
aged  71;  died  June  15,  1950,  of  cerebral 
hemorrhage. 

* 

William  Gilchrist  Saunders,  M.U.,  Jack- 
son,  Tenn. ; Vanderbilt  University  School  of 
Medicine,  Nashville,  1907;  aged  68;  died 
July  28,  1950. 

M 

Ralph  W.  Simonton,  M.D.,  Portland;  Uni- 
versity of  Tennessee  School  of  Medicine, 
Memphis.  1932 ; aged  58 ; died  September  5, 
1950. 


My  Dear  Dr.  Kampmeier: 

I have  read  with  much  interest  the  new 
edition  of  the  Journal  of  the  Tennessee 
State  Medical  Association,  and  want  to 
congratulate  you  upon  the  constructive 
changes  noted. 

I like  especially  the  block  headings  such 
as  WHAT’S  NEW  IN  MEDICINE,  et 
cetera.  It  makes  for  easy  reference  and  is 
thereby  more  practical. 

Again,  with  sincere  congratulations  and 
best  wishes  for  you  in  this  work,  I am 
Yours  very  truly, 

Herbert  Acuff,  M.D. 
Knoxville,  Tenn. 
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Office  of  the  Secretary: 

I have  just  finished  reading  the  August 
issue  of  the  Journal  of  the  Tennessee  State 
Medical  Association,  and  want  to  take  this 
opportunity  of  congratulating  you  for  the 
improvement  that  has  been  made  in  the 
Journal.  I am  really  proud  to  be  a mem- 
ber of  an  organization  that  puts  out  a Jour- 
nal of  this  type,  and  I have  every  reason 
to  believe  that  under  your  guidance  and 
directorship  the  Journal  will  continue  to 
improve. 

Kindest  personal  regards  and  best  wishes. 

Ernest  G.  Kelly,  M.D. 

Memphis 

President-Elect,  T.S.M.A. 


The  Effect  of  Salicylates  and  Related 
Compounds  on  Anaphylactic  Shock 

The  studies  reported  were  of  the  follow- 
ing type.  (Proc.  Soc.  Exper.  Biol.  & Med., 
74:254,  1950.)  Rabbits  after  sensitization 
to  egg  white  were  given  shocking  doses  of 
this  protein  some  days  later.  The  control 
group  had  water  introduced  by  gavage;  the 
treated  group  were  given  aqueous  solutions 
of  drugs  by  the  same  route.  The  percentage 
of  deaths  from  anaphylactic  shock  in  the 
control  group  varied  from  41.8  to  55.9  per 
cent.  In  rabbits  protected  by  acetylsalicylic 
acid,  sodium  salicylate,  aminopyrine,  acet- 
anilid,  neocinchophen,  sodium  para-amino- 
benzoate  and  para-aminosalicylic  acid  the 
mortality  rate  varied  from  4.5  to  35.7  per 
cent.  The  lowest  figures  were  obtained 
with  the  first  three  of  these  drugs.  Blood 
salicylate  levels  ranged  from  11.5  to  26.3 
per  cent.  (No  effectiveness  of  these  drugs 
as  antihistaminics  could  be  shown  in  the 
prevention  of  death  from  histamine  injec- 
tions,— fatal  in  about  80  per  cent  of  ani- 
mals.) 

Other  experiments  have  shown  that  salic- 
ylates may  not  only  interfere  with  antigen- 
antibody  combination  but  may  also  inhibit 
the  formation  of  antibodies. 

* 

Oximetry 

Before  the  war  photometry  had  been  de- 
veloped in  Europe  for  the  study  of  the  oxy- 


gen saturation  of  the  blood  circulating  in 
the  body.  The  instrument  consists  of  a 
small  photo-electric  cell  in  a clamp  which 
can  be  fastened  to  the  ear.  It  may  be  kept 
in  place  for  long  periods  even  during  ex- 
ercise. The  photo-electric  cell  records  the 
spectral  differences  in  light  absorption  of 
oxyhemoglobin  and  reduced  hemoglobin. 
(Recently  the  same  mechanism  has  been  in- 
corporated in  a cardiac  catheter.)  During 
the  war  the  oximeter  was  used  in  the  study 
of  the  problems  of  the  effects  of  altitude  in 
the  Air  Forces  of  the  British,  German  and 
United  States  armies. 

Since  then  this  instrument  is  being  widely 
applied  in  oxygen  saturation  studies  in  a 
variety  of  physiological  and  clinical  condi- 
tions. In  the  normal  person  oxygen  utili- 
zation during  exercise  and  the  effects  of 
environment  may  be  gauged  by  this  appa- 
ratus. It  is  giving  information  as  to  gas 
exchange  during  anesthesia.  The  abnor- 
malities of  oxygen  saturation  in  cardiac 
failure,  myocardial  infarction,  congenital 
heart  disease,  chronic  pulmonary  disease, 
etc.,  are  being  studied  in  a number  of  clin- 
ics and  laboratories.  This  technic  is  ap- 
plicable to  the  determination  of  lung  to  ear 
circulation  time  by  altering  the  oxygen  con- 
tent of  air  breathed  or  by  mixing  helium 
with  the  inhaled  air. 

From  the  Section  on  Physiology  at  the 
Mayo  Clinic  come  studies  on  circulation 
time  utilizing  intravenous  injection  of  dyes. 
(Proc.  Staff  Meet.,  Mayo  Clinic,  25:377, 
1950.)  The  same  group  of  investigators 
applied  the  method  to  the  study  of  oxygen 
saturation  of  the  arterial  blood  in  normal 
newborn  infants.  These  studies  show  that 
though  hypoxemic  at  birth,  normal  infants 
attain  an  arterial  blood  oxygen  saturation 
comparable  to  that  of  adults  within  17  min- 
utes. 

* 

A Rapid  Method  of  Producing  Sickling 

Sickle  cells  are  produced  only  when  the 
hemoglobin  in  the  red  cells  is  in  a reduced 
state.  The  usual  methods  of  demonstrating 
the  sickling  tendency  either  take  too  many 
hours  for  completion,  or  require  fresh  solu- 
tions of  certain  chemicals. 

The  authors  report  a rapid  method  as 
follows  (Science,  112:109,  1950).  Five  cc. 
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of  venous  blood  is  oxalated ; this  is  trans- 
ferred to  a 250  cc.  flask.  Pure  commercial 
carbon  dioxide  is  passed  into  the  flask  for 
10  to  15  seconds.  The  flask  is  then  stop- 
pered, is  swirled  several  times.  The  blood 
should  darken.  After  5 minutes  a drop  of 
blood  is  quickly  transferred  to  a coverslip 
and  this  is  immediately  sealed  on  a slide 
with  vaseline  for  microscopic  (high  dry) 
examination.  Usually  about  20  to  30  per 
cent  of  the  cells  sickle.  Twenty-seven  Ne- 
groes who  had  shown  sickling  with  the  old 
methods  after  hours  showed  an  immediate 
response.  In  ten  who  showed  none  by  old 
methods  showed  no  sickling  by  the  new 
method. 

* 

Infection  with  the  Coxsackie  Viruses 

In  1947  a filtrable  infectious  agent  was 
isolated  from  the  feces  of  two  children  suf- 
fering from  a paralytic  illness  which  had 
been  thought  to  be  poliomyelitis.  This  agent 
causes  a fatal  paralysis  in  mice  and  ham- 
sters. Subsequently  such  viruses  were  iso- 
lated from  patients  having  diseases  simu- 
lating non-paralytic  poliomyelitis  and  from 
a patient  having  epidemic  pleurodynia.  The 
virus  was  also  isolated  from  flies  and  sew- 
age. The  group  of  viruses  involved  are 
known  as  the  Coxsackie  group  or  “C  virus.” 

Shaw  and  associates  report  6 instances  of 
febrile  disease  in  laboratory  workers  study- 
ing this  virus.  The  virus  was  isolated  from 
the  feces  in  all  6 and  from  pharyngeal  se- 
cretions in  two.  (Ann.  Int.  Med.,  33:32, 
1950.)  In  addition  all  developed  neutraliz- 
ing antibodies  in  their  serum  which  had 
been  negative  before. 

The  workers  presented  the  clinical  pic- 
ture of  abdominal  and  thoracic  pain,  some 
presented  the  picture  of  pleurodynia.  An 
increase  in  the  cells  of  the  spinal  fluid  has 
been  shown  in  one  case. 

This  virus  seems  to  be  widely  distributed 
in  New  England.  Some  persons  have  serum 
neutralizing  antibodies  without  a history  of 
illness.  This  suggests  that  asymptomatic 
infection. 

-k 

Electrophrenic  Respiration  in  Acute 
Bulbar  Poliomyelitis 

In  instances  in  which  poliomyelitis  in- 
volves the  brain  stem,  the  respiratory  center 


may  be  so  affected  that  ventilation  is  inade- 
quate even  though  the  muscles  necessary  to 
respiration  are  unaffected.  The  abnormal- 
ity may  consist  of  grossly  irregular  rhythm 
and  depth  of  respiration  or  of  a lack  of 
coordination  of  the  muscles  of  respiration. 
In  such  cases  placing  the  patient  in  a res- 
pirator is  not  necessarily  the  answer,  in 
fact,  the  condition  may  be  worsened,  because 
respirator  rhythm  cannot  be  substituted  for 
the  patient’s  irregular  rhythm.  Since  the 
death  rate  is  high  in  bulbar  poliomyelitis 
and  since  recovery,  when  it  does  occur,  is 
more  complete  than  in  the  spinal  forms,  the 
management  of  such  patients  is  most  im- 
portant. 

For  several  years  it  has  been  known  that 
the  rhythmic  application  of  an  electrical 
potential  to  a phrenic  nerve  produces  ade- 
quate ventilation  in  experimental  animals. 
Very  recently  it  was  shown  that  electrical 
stimulation  can  be  successfully  applied  ex- 
ternally over  the  motor  point  of  a phrenic 
nerve  to  supply  adequate  pulmonary  venti- 
lation. 

Sarnoff  and  associates  (J.A.M.A.,  143: 
1383,  1950)  have  used  this  method  in  9 
patients  having  bulbar  poliomyelitis.  After 
electrical  stimulation  is  applied  in  these  in- 
stances, spontaneous  respiration  is  prompt- 
ly and  completely  suppressed,  being  re- 
placed by  the  electrophrenic  respiration. 
(This  is  also  true  in  normal  individuals.) 
It  may  be  used  safely  in  patients  having  low 
blood  pressure  or  inadequate  cardiac  output, 
— circumstances  which  may  make  the  use  of 
positive  pressure  tank  respirators  hazard- 
ous. 

Though  the  authors  indicate  that  electro- 
phrenic stimulation  in  bulbar  poliomyelitis 
is  still  more  or  less  experimental,  it  does 
seem  useful  in  the  management  of  these  dif- 
ficult cases. 


Doctors  from  Putnam,  Overton,  Jackson, 
White  and  Cumberland  counties,  as  well  as 
guests  from  Clay  and  Fentress  counties, 
were  in  Cookeville  last  month  for  a meeting 
of  the  Five  County  Medical  Society. 
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The  society  meets  every  two  months  and 
alternates  between  the  county  seat  towns 
of  the  five  counties. 

Dr.  Kenneth  Haile,  Cookeville,  is  Presi- 
dent; Dr.  L.  R.  Anderson,  Gainesboro,  Vice- 
President;  and  Dr.  W.  A.  Hensley,  Cooke- 
ville, is  Secretary-Treasurer. 

* 

The  Chattanooga  and  Hamilton  County 
Clinical  Congress 

The  Twenty-First  Annual  Clinical  Con- 
gress of  the  Chattanooga  and  Hamilton 
County  Medical  Society  will  be  held 
Wednesday,  October  4,  at  the  Chattanooga 
Golf  and  Country  Club.  A number  of  na- 
tionally known  physicians  will  appear  as 
guest  speakers  on  the  program.  There  will 
also  be  papers  by  some  of  the  Chattanooga 
doctors.  All  members  of  the  Tennessee 
State  Medical  Association,  as  well  as  the 
doctors  from  surrounding  areas  of  Georgia 
and  Alabama,  are  invited  to  spend  the  day 
with  the  Chattanooga  and  Hamilton  County 
Medical  Society. 


Every  one  of  the  nineteen  thousand  Van- 
derbilt Alumni  is  invited  to  the  University’s 
open  house  birthday  celebration  on  Friday 
and  Saturday,  October  20  and  21.  The  oc- 
casion for  the  two-dav  event  is  Vanderbilt 
University’s  Seventy-Fifth  Birthday  Home- 
coming. 

The  celebration  will  open  Friday  morn- 
ing, October  20,  with  registration  of  alumni 
in  Alumni  Memorial  Hall.  For  medical 
alumni  Friday  will  be  devoted  to  clinics  and 
demonstrations  at  the  School  of  Medicine 
and  Hospital. 

On  Friday  evening  Chancellor  and  Mrs. 
Branscomb  will  be  hosts  to  a general  recep- 
tion in  Alumni  Hall  for  all  Vanderbilt  alum- 
ni and  friends.  Saturday  at  10:30  o’clock 
in  Neely  Auditorium  there  will  be  the  for- 
mal celebration  of  the  anniversary  of  the 
opening  of  Vanderbilt  University  in  1875. 


The  final  event  of  the  seventy-fifth  birthday 
home-coming  will  come  at  2 o’clock  in  the 
afternoon  when  the  Vanderbilt  Commodores 
take  on  the  University  of  Florida  Gators  at 
Dudley  Field. 

Dr.  Hutcheson  of  the  Department  of  Pub- 
lic Health  announces  a list  of  Cooperative 
Cancer  Clinics  available  to  indigent  patients 
in  Tennessee.  The  form  “Request  for  Diag- 
nostic Service”  should  be  used  in  referring 
such  cases  to  a clinic.  The  forms  may  be 
obtained  from  the  Commissioner.  The  Clin- 
ics are  the  following: 

Memphis — West  Tennessee  Cancer  Clinic, 
787  Jefferson  Avenue;  Monday,  Tuesday, 
Thursday,  Friday;  8 A.M.-12  Noon. 

Nashville — Nashville  General  Hospital 
Tumor  Clinic,  Hermitage  Avenue ; Tuesday ; 
12:30  P.M.-4  P.M. 

Hubbard  Hospital  Tumor  Clinic  (Col- 
ored), 1005  Eighteenth  Avenue,  North; 
Monday,  Thursday;  11  A.M. 

Vanderbilt  University  Cancer  Clinic, 
Twenty-First  Avenue,  South;  Eye,  Nose, 
Throat — Wednesday,  1 P.M.;  Surgery — 
Thursday,  9 A.M. ; Gynecology — Friday,  9 
A.M. ; Neurosurgery — Saturday,  9 A.M. 

Chattanooga — Chattanooga  Tumor  Clin- 
ic, Erlanger  Hospital;  Tuesday,  8:30  A.M. ; 
Friday,  12:30  P.M. 

Knoxville — East  Tennessee  Cancer  Clinic, 
Knoxville  General  Hospital ; Thursday, 
12:30  P.M. -3  P.M. 

Johnson  City — Tri-County  Cancer  Clinic, 
Appalachian  Hospital;  Thursday,  1 P.M. 

Kingsport — Holston  Valley  Community 
Hospital  Cancer  Clinic;  Friday,  1 P.M. 

* 

From  Vanderbilt  University  School  of 
Medicine 

On  October  2,  one  day  before  the  regis- 
tration for  the  Nashville  Postgraduate  Med- 
ical Assembly,  the  Pediatrics  Department 
at  Vanderbilt  University  School  of  Medicine 
will  offer  a one-day  seminar  concerning  gen- 
eral Pediatric  topics.  The  material  will  be 
chiefly  clinical  and  should  be  of  general 
interest,  though  an  exact  program  is  not 
available  at  this  time.  A registration  fee 
of  $5,  to  include  the  cost  of  luncheon,  will  be 
charged  for  the  program.  All  interested 
physicians  are  invited  to  attend. 
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Appointed  Executive  Secretary  of 
Nashville  Academy  of  Medicine 

Jack  E.  Ballen- 
tine,  Director  of 
Personnel  in  the 
Department  of  In- 
dustrial and  Pub- 
lic Relations  of 
Aladdin  Industries, 
Inc.,  has  accepted 
the  position  of  Ex- 
ecutive Secretary 
of  the  Nashville 
Academy  of  Med- 
icine, Dr.  Cleo  Miller,  president,  announced 
recently. 

Dr.  Miller  said  that  Ballentine  would  ad- 
minister the  expanded  Public  Service  and 
administrative  program  of  the  Nashville 
Academy  of  Medicine  and  the  Davidson 
County  Medical  Society. 

Ballentine,  a native  of  Nashville,  has  been 
associated  in  the  Industrial  and  Public  Re- 
lations Division  of  Aladdin  Industries,  Inc., 
since  the  corporation  moved  to  Nashville. 
Prior  to  his  connection  with  Aladdin,  he 
was  Industrial  Director  of  the  Nashville 
Chamber  of  Commerce,  where  he  actively 
participated  in  the  efforts  to  locate  the 
Aladdin  organization  in  Nashville. 

With  eight  years  experience  in  the  local 
newspaper  advertising  field  as  a member  of 
the  advertising  department  of  the  News- 
paper Printing  Corporation,  Ballentine  is 
well  equipped  to  perform  the  duties  of  Ex- 
ecutive Secretary  of  the  Nashville  Academy 
of  Medicine.  He  has  a broad  knowledge  of 
personal  relations  and  Public  Service  tech- 
niques, Dr.  Miller  stated. 

Ballentine  attended  Nashville  grade  and 
high  schools,  and  Cumberland  and  Vander- 
bilt Universities.  He  is  a deacon  of  Vine 
Street  Christian  Church,  a member  of  the 
Nashville  Vanderbilt  and  Exchange  Club, 
and  the  Chamber  of  Commerce.  He  married 
the  former  Louise  Craig  of  Nashville.  They 
have  three  children  and  make  their  home 
on  Wildwood  Avenue. 


Roane  County  Medical  Society 
Does  Fine  Public  Service  Job 

The  196th  Engineer  Combat  Battalion 
National  Guard,  Oak  Ridge,  was  recently 
called  to  active  duty.  In  cooperation  with 
the  military  the  following  doctors  did  the 
physical  examinations  for  the  outfit.  Drs. 
Pugh,  Diamond,  Lyons,  Nance,  Ruley, 
Spray,  Preston,  Davis,  Hardy,  Helm,  Wil- 
liams, Ragan,  O’Connor,  Depersio,  Nunnery, 
Berg,  Herman  and  Rehboak.  These  men 
served  voluntarily  and  the  service  rendered 
we  consider  “good  public  relations.” 

Two  15-minute  radio  programs  are  given 
each  week,  for  the  next  39  weeks,  and  are 
sponsored  by  the  society  as  a public  service 
to  the  community.  The  cost  of  this  project 
will  be  over  $1,200.00. 

A Committee  on  Emergency  Medical 
Service  has  been  appointed.  They  are  to 
work  with  the  local  Civilian  Defense  Pro- 
gram. This  plan  for  the  area  of  Oak  Ridge 
and  surrounding  areas  is  well  past  the 
“paper  stage”  and  the  doctors  and  hospitals 
are  very  important  parts  of  the  plans. 

The  scientific  portion  of  the  August  meet- 
ing was  presented  by  Dr.  Frank  Alley  of 
Memphis,  who  brought  a paper  on  the 
“Diagnosis  of  Pulmonary  Disease.” 

Wm.  P.  Hardy,  M.D.,  Secy. 
Roane  County  Medical  Society 

* 

Nashville  Postgraduate  Medical 
Assembly  Program 

For  physicians  who  have  no  time  for  long 
courses,  the  Nashville  Postgraduate  Medi- 
cal Assembly  will  present  a streamlined 
Third  Annual  Session,  October  3-4-5,  to 
keep  you  abreast  of  medical  science  ad- 
vances in  twelve  challenging  fields. 

The  essayists  are  top  men  in  their 
specialties.  The  Assembly  Committee  is 
augmenting  the  essay  program  with  a “de- 
bunking” demonstration,  with  movies,  and 
with  a television  demonstration  of  a com- 
plete heart  examination. 

Special  events  are  planned  for  the  wives 
of  attending  physicians,  including  a lunch- 
eon at  beautiful  Belle  Meade  Country  Club. 

More  than  a score  of  exhibitors  will  show 
an  array  of  items  that  strikingly  emphasize 
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the  remarkable  progress  of  twentieth 
century  medicine. 

The  Assembly  Committee  composed  of 
Drs.  Chas.  C.  Trabue,  IV,  Chairman,  C.  N. 
Gessler,  R.  H.  Kampmeier,  Irving  Hillard, 
W.  W.  Wilkerson,  and  Benjamin  F.  Fowler, 
announces  the  following  program  of  speak- 
ers and  subjects : 

Wednesday,  October  4 

Dr.  William  Parson,  Professor  and  Head 
of  Department  of  Internal  Medicine,  Uni- 
versity of  Virginia — “Obesity.” 

Dr.  Francis  M.  Rackeman,  Former  Head 
of  the  Allergy  Clinic,  and  Physician  to  the 
Massachusetts  General  Hospital,  Boston — 
“Recent  Advances  in  Asthma.” 

Dr.  Robert  Elman,  Professor  of  Clinical 
Surgery,  Washington  University,  and  Chief 
of  Surgical  Service,  Homer  G.  Phillips  Hos- 
pital, St.  Louis — “Massive  Gastrointestinal 
Hemorrhage.” 

Dr.  Theodore  E.  Woodward,  Department 
of  Medicine,  University  of  Maryland — 
“Management  of  Acute  Bacterial  Infec- 
tions, including  Brucellosis,  Typhoid  Fever, 
Tularemia,  and  Rickettsial  Diseases.” 

Dr.  Joe  V.  Meigs,  Clinical  Professor  of 
Gynecology,  Harvard  Medical  School — 
“Cancer  of  the  Cervix.” 

Dr.  Robert  A.  Hingson,  Associate  Pro- 
fessor of  Obstetrics,  Johns  Hopkins — “Safe 
and  Effective  Obstetrical  Analgesia  and 
Anesthesia  for  the  General  Practitioner, 
the  Obstetrician,  and  the  Anesthesiologist.” 

Thursday,  October  5 

Dr.  John  R.  Lindsay,  Professor  of  Oto- 
laryngology, The  University  of  Chicago 
School  of  Medicine — “Vertigo,  Differential 
Diagnosis  and  Treatment.” 

Dr.  E.  Charles  Kunkle,  Assistant  Pro- 
fessor of  Medicine,  Duke  University  School 
of  Medicine  and  Hospital,  Durham,  North 
Carolina — “Recent  Advances  in  the  Man- 
agement of  Headache.” 

Dr.  R.  V.  Platou,  Professor  and  Head, 
Department  of  Pediatrics,  Tulane  Medical 
School,  New  Orleans,  Louisiana — “Prog- 
nosis for  the  Premature  Infant.” 

Dr.  Arthur  C.  Curtis,  Professor  and  Di- 
rector, Department  of  Dermatology  and 
Syphilology,  University  of  Michigan  Medi- 
cal School,  Ann  Arbor,  Michigan — “The 


Importance  of  Recognizing  Some  Lesions 
as  a Part  of  Systemic  Disease.” 

Dr.  George  G.  Finney,  Assistant  Pro- 
fessor of  Surgery,  Johns  Hopkins — “Sur- 
gery, Diseases  of  the  Breast.” 

Dr.  C.  E.  Irwin,  Chief  Surgeon  and  Med- 
ical Director,  Georgia  Warm  Springs 
Foundation,  and  Dr.  Thomas  Gucker,  III, 
Associate  in  Orthopedic  Surgery,  Georgia 
Warm  Springs  Foundation — “Poliomyelitis: 
Part  I : Epidemiology,  Differential  Diag- 
nosis, Early  Convalescent  Care  (Dr. 
Gucker);  Part  II:  Surgical  Rehabilitation 
of  the  Poliomyelitis  Patient.”  (Dr.  Irwin). 

In  addition  to  delivering  their  essays, 
with  lantern  slide  illustrations,  the  speak- 
ers will  be  paired  to  talk  at  six  luncheon 
forums. 

Registration  begins  at  2:00  p.m.,  Tues- 
day, October  3,  in  the  lobby  of  the  Maxwell 
House,  assembly  headquarters. 


Miss  Diane  Douglass,  daughter  of  Dr. 
Henry  L.  Douglass,  sailed  September  6 on 
the  Queen  Elizabeth  to  take  her  junior  year 
in  college  at  the  University  of  Paris.  Un- 
der the  “Sweet  Briar  Plan,”  Vanderbilt, 
Miss  Douglass’  Alma  Mater,  will  approve 
the  course  of  study  she  takes  in  Paris.  Miss 
Douglass  and  a friend,  Susan  Wilson,  an- 
other Vanderbilt  junior,  will  have  an  apart- 
ment on  The  Supreme  Court. 

* 

Drs.  Homer  L.  Isbell  and  M.  A.  Carnes, 
both  graduates  of  the  University  of  Tennes- 
see School  of  Medicine,  have  opened  offices 
in  Maryville,  Tenn. 

■¥ 

Dr.  Leo  C.  Harris,  Jr.,  Lawrenceburg, 
announces  the  association  of  Dr.  John  M. 
Byrne,  in  the  practice  of  surgery,  and  Dr. 
Jack  Stricklin  Springer,  in  the  practice  of 
medicine,  at  the  Harris  Clinic. 

About  100  members  of  the  Consolidated 
Medical  Assembly  of  West  Tennessee  were 
entertained  at  a barbecue  supper  given  by 
Dr.  Charles  F.  Webb  of  Jackson.  The  an- 
nual get-together  of  Consolidated  Medical 
Assembly  members  from  11  West  Tennessee 
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counties  has  been  a courtesy  extended  by 
Dr.  Webb  to  fellow  doctors  for  many  years. 

* 

Dr.  Fred  Valentine  told  the  Newport 
Kiwanis  Club  last  month  that  millions  of 
Americans  were  protecting  their  health  the 
voluntary  way  by  buying  prepayment  health 
insurance.  Dr.  Valentine  said  the  socialized 
medical  plan  in  Britain  had  witnessed  an 
increased  death  rate,  industrial  absentee- 
ism and  inferior  medical  care. 

* 

Dr.  Merton  Baker  is  now  associated  with 
Dr.  J.  M.  Higginbotham,  Chattanooga,  with 
offices  in  the  Volunteer  Building,  in  the 
practice  of  medicine  and  surgery. 

* 

On  September  8,  the  citizens  of  Lake 
County  dedicated  the  day  to  a program  in 
tribute  to  Dr.  R.  W.  Griffin.  President 
Ralph  Monger  and  Executive  Secretary  V. 

0.  Foster  sent  the  following  wire  to  Dr.  E. 
B.  Smythe  in  response  to  his  announcement 
of  the  event : 

“The  Tennessee  State  Medical  Associa- 
tion takes  great  pleasure  in  congratulating 
the  people  of  Lake  County  for  honoring  one 
of  its  beloved  and  veteran  physicians,  Dr. 
R.  W.  Griffin. 

“Dr.  Griffin  is  a veteran  and  honored 
member  of  the  Tennessee  State  Medical 


Association,  having  been  affiliated  with  his 
fellow  physicians  in  Tennessee  since  1922. 
The  2,049  fellow  members  of  this  associa- 
tion wish  Dr.  Griffin  and  his  fellow  Lake 
Countians  many  more  useful  and  pleasant 
years  of  association  together.” 


LOCATION  WANTED 


Dear  Sir: 

I am  interested  in  practicing  medicine  in 
Tennessee.  The  type  of  practice  I desire  is 
either : 

1.  An  industrial  or  salaried  practice. 

2.  An  assistant  to  an  established  physi- 
cian not  in  a clinical  group. 

3.  An  unopposed  practice  in  a small  com- 
munity. 

For  the  past  year  I have  been  taking  gen- 
eral surgery  at  St.  Anthony  Hospital,  Okla- 
homa City. 

I am  a Canadian  citizen,  graduated  from 
Dalhousie  University,  Halifax,  Canada,  in 
May,  1949,  after  completing  a rotating  in- 
ternship. I have  my  first  American  citizen- 
ship papers.  I have  an  Oklahoma  State  li- 
cense obtained  by  examination  (Basic  Sci- 
ence and  Medical  Board). 

Arthur  L.  Knight,  M.D. 

St.  Anthony  Hospital 
Oklahoma  City  3,  Okla. 


First  in  the  South  to  Produce 
® Grade  "A”  Pasteurized 

With  400  U.S.P.  Vitamin  D Units  (Activated  Ergosterol)  Added  Per  Quart 

ANTHONY  PURE  MILK  CO.,  INC.,  504  Woodland  Street 


Homogenized  ®Soft  Curd  •Vitamin  “D” 


Clea'UM.ew- 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-618) 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 
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"THE  MONTHS  AHEAD"* 

R.  B.  ROBINS,  M.D.,f  Camden,  Ark. 

As  the  members  of  the  Association  exercise  their  prerogative  as  free 
citizens  next  month,  they  should  have  the  comments  of  our  guest 
speaker  in  mind.  This  country  became  great  through  self-determina- 
tion, an  asset  to  be  had  by  every  citizen  who  wished  it.  This  is  a 
heritage  no  reader  would  wish  to  lose  nor  deny  to  his  children. 


I would  like,  first,  to  express  my  appre- 
ciation for  the  honor  of  the  invitation  to 
appear  on  the  annual  program  of  the  Ten- 
nessee State  Medical  Association  and  to 
talk  to  you  about  “The  Months  Ahead,” 
which  I consider  to  be  probably  the  most 
important  subject  on  your  program. 

I appear  before  you  in  several  capacities 
— as  a representative  of  the  American 
Academy  of  General  Practice,  as  the  Demo- 
cratic National  Committeeman  for  the  State 
of  Arkansas,  and  as  a member  of  the  Co- 
ordinating Committee  of  the  American 
Medical  Association. 

The  months  ahead  are  not  only  vital  to 
American  medicine ; they  are  vital  to  Amer- 
ica’s way  of  life.  My  dear  colleagues,  let 
me  stress  and  emphasize  to  you  at  this  very 
moment  with  all  the  strength  and  emphasis 
at  my  command  that  this  is  the  year  of 
decision  for  us.  I refer  to  the  elections  this 
fall.  The  elections  this  year  will  decide 
whether  the  American  doctor  remains  free 
or  whether  he  becomes  slave.  We  must 
elect  congressmen  and  senators  who  have 
the  courage  to  stand  out  against  any  com- 
promise on  American  principles.  If  that  is 
not  done,  we  might  as  well  fold  our  tents 
and  slip  quietly  into  the  night  of  “statism.” 

In  the  months  ahead  every  doctor  must 
do  everything  in  his  power  to  stop  the 
march  of  socialism  in  this  country.  This 

" Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Memphis,  April  11,  12,  1950. 

fProfessor  of  Economics,  University  of  Arkansas 
School  of  Medicine. 


is  in  no  sense  a matter  of  party  politics ; 
the  issue  is  far  above  partisanship.  Each 
doctor,  as  an  individual  citizen  and  within 
his  own  party,  has  the  right  and,  more  im- 
portant, the  duty  to  work  for  the  election 
of  candidates  whose  views  reflect  the  prin- 
ciples which  we  believe  are  of  fundamental 
importance  not  only  to  our  profession  but 
to  our  nation. 

It  is  not  the  place  of  any  organized  med- 
ical society  to  engage  in  political  activities ; 
indeed  it  would  be  wrong  for  any  medical 
organization  to  do  so.  Each  individual  doc- 
tor, however,  is  a free  citizen  and  a free 
political  agent.  Every  doctor  in  his  own 
district  and  in  his  own  state  has  the  obliga- 
tion in  this  year  of  decision  to  give  support 
to  the  candidates  of  his  choice,  the  candi- 
dates who  are  on  the  side  of  freedom.  I 
hope  that  in  every  state  doctors  will  help 
in  the  formation  of  political  action  com- 
mittees on  a state  level  for  the  purpose  I 
have  indicated.  They  must  draw  into  these 
committees  many  allies — dentists,  drug- 
gists, businessmen,  housewives  and  others. 

Gentlemen,  you  have  so  much  at  stake  in 
this  matter,  though  unfortunately  there  are 
many  among  us  who  do  not  seem  to  realize 
it.  Won’t  you  go  home  from  here  and  alert 
your  colleagues?  There  is,  my  friends,  the 
most  urgent  need  for  all  doctors  to  become 
crusading  citizens  at  this  time  when  our 
whole  American  way  of  life  is  threatened. 

Please  don’t  “leave  it  to  George.”  There 
are  too  few  Georges.  You  yourself  must 
make  this  fight  for  your  professional  life. 
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Your  efforts  must  count  on  election  day  and 
we  must  let  the  socializers  know  that  they 
are  going-  to  count.  You  must  vote  and 
every  eligible  member  of  your  family  must 
vote;  all  of  your  friends  must  vote.  The 
doctor  who  doesn’t  vote  this  year  and  who 
doesn’t  actively  work  in  this  campaign  to 
prevent  socialization  of  medicine  is  not  only 
letting  down  his  profession  and  all  the  men 
in  public  life  who  have  championed  medi- 
cine’s cause,  but  he  is  also  letting  down  his 
country  and  inviting  destruction  of  the  sys- 
tem under  which  he  lives. 

If  you  are  not  going  to  do  these  things 
which  I have  indicated,  prepare  yourselves 
to  accept  political  dictation  from  Washing- 
ton. Don’t  protest  too  much  when  you 
wake  up  some  morning  to  find  yourself  a 
captive  citizen,  with  the  socializers  and  the 
ambitious  caesars  of  politics  as  your  cap- 
tors.  That  is  the  price  free  people  have 
always  paid  when  they  failed  to  prize  their 
freedom  enough  to  defend  it. 

I have  just  returned  from  Virginia  and  a 
visit  with  their  fine  Governor,  John  S.  Bat- 
tle. It  was  inspiring  to  find  the  type  of 
loyal  Americans  who  hold  high  political 
office  in  Virginia.  We  need  more  fighters 
like  Senator  Robertson  and  Virginia’s  es- 
teemed Senior  Senator,  Harry  Byrd,  to  com- 
bat the  schemes  which  are  being  concocted 
to  transform  the  United  States  of  America 
into  a socialistic  state.  May  I remind  you 
that  these  gentlemen  are  Democrats  too. 
Not  all  Democrats  are  socialistically  in- 
clined. 

The  state  of  Virginia  is  extremely  for- 
tunate in  having  two  gentlemen  in  the 
United  States  Senate  who  come  closer  to 
exemplifying  and  activating  the  principles 
of  Thomas  Jefferson  and  Andrew  Jackson 
than  do  the  nominal  leaders  of  the  Demo- 
cratic party  at  the  present  time.  Senator 
Byrd  truly  called  the  turn  when  he  re- 
cently warned  that  our  present  Washington 
administration  is  traveling  “a  nonstop, 
high-speed  highway  to  socialism.”  I,  hold- 
ing the  office  of  Democratic  National  Com- 
mitteeman for  the  state  of  Arkansas,  sub- 
scribe to  Senator  Byrd’s  warning  that 
deficit  spending  by  our  federal  government 
is  leading  our  nation  into  bankruptcy.  An- 
other great  Virginian  and,  by  the  way,  the 


founder  of  the  Democratic  party,  Thomas 
Jefferson,  once  said:  “I  place  economy 
among  the  most  important  virtues,  and 
public  debt  as  the  greatest  of  dangers  to  be 
feared.” 

Don’t  you  know,  my  friends,  that  the 
Russians  must  be  watching  with  a great 
deal  of  pleasure  our  deficit  spending  and 
our  increasing  indebtedness.  This  cannot 
continue  without  ending  in  bankruptcy  for 
our  country  and  nothing  would  suit  the 
Russians  better  than  to  see  us  crash  eco- 
nomically. When  that  happens,  we  will  be 
“easy  picking”  for  Communism. 

I call  to  your  attention  with  pride  a 
speech*  made  in  the  United  States  Senate 
on  Washington’s  Birthday  this  year  by  the 
Senior  Senator  from  my  state,  Senator 
John  L.  McClellan.  The  speech  dealt  with 
fiscal  policies  and  the  Administration's 
Legislative  Program.  Senator  McClellan 
called  attention  to  the  dangers  inherent  in 
the  incurring  of  large  annual  deficits.  Most 
of  you  know  I am  sure  that  in  the  past  ten 
months  our  national  debt  has  increased  five 
billion  dollars. 

Yes,  my  friends,  doctors  must  be  citizens 
this  year  as  well  as  doctors.  Every  physi- 
cian must  vote.  You  must  alert  all  of  the 
allied  professions  too.  Every  dentist  must 
vote.  Every  nurse  must  vote.  Every  drug- 
gist must  vote.  Every  volunteer  insurance 
man  must  vote.  All  of  their  wives,  their 
families  and  their  friends  must  vote.  It  is 
not  only  important  to  elect  congressmen  and 
senators  who  will  not  compromise  on  Amer- 
ican principles,  but  it  is  equally  important 
to  elect  governors  who  will  not  blindly  fol- 
low the  present  socialistic  leadership  in 
Washington.  We  plan  to  do  that  in  Arkan- 
sas. 

Why  do  I say  governors?  Because  gov- 
ernors usually  “hand  pick”  the  delegates  to 
the  National  Conventions  where  the  candi- 
dates for  President  will  be  selected  in  1952. 
If  you  expect  to  stop  the  socialistic  trend  in 
America,  do  not  vote  for  a governor  who 
will  blindly  follow  a national  leader  who 
advocates  socialistic  legislation.  I hope 
that  I have  made  this  plain  enough  so  every- 
body understands  what  I mean. 

All  of  us  are  concerned  about  the  months 
ahead.  It  seems  to  me  that  we  are  living  in 
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an  uncertain  world;  conditions  are  such 
that  there  is  a general  anxiety  as  to  what 
the  future  may  hold  for  us. 

As  I have  said,  doctors  are  not  only  doc- 
tors ; they  are  citizens  as  well.  And,  as 
citizens,  they  are  concerned  about  the  whole 
social  order.  We  have  all  read  our  histo- 
ries and  we  know  about  the  rise  and  fall  of 
nations  and  of  the  Roman  Empire.  We 
have  watched  with  our  own  eyes  the  disin- 
tegration of  the  British  Empire — NOW 
WE  ARE  CONCERNED  ABOUT  OUR 
NATION  IN  THE  WORLD  OF  NATIONS. 

We  have  fought  two  recent  wars  against 
aggression  and  totalitarianism,  against  the 
philosophy  of  dictatorship,  against  the  idea 
of  too  powerful  central  government  control 
over  the  lives  of  people.  Yet,  we  see  the 
tendency  in  our  own  nation  more  and  more 
to  turn  over  power  to  the  central  govern- 
ment, to  give  Washington  more  and  more 
control  over  the  lives  of  the  American  peo- 
ple as  subject  citizens. 

When  you  and  I were  children  our  par- 
ents taught  us  self-reliance.  Now  the  ten- 
dency is  to  teach  us  not  to  rely  upon  our- 
selves, but  to  rely  on  the  government.  (I 
have  a 50-cent  piece  here  in  my  hand.  I 
note  that  it  says  “In  God  We  Trust.”  Be- 
fore you  know  it  someone  will  suggest  that 
we  change  it  to  read  “In  Government  We 
Trust.”) 

SECURITY,— SECURITY— SECURITY 
is  the  word  we  hear  all  the  time.  Yes,  you 
can  have  perfect  SECURITY  in  a jail,  with 
food,  shelter,  clothing,  and  medical  atten- 
tion, BUT  YOU  CAN’T  HAVE  FREEDOM. 

The  medical  profession  of  America  is 
concerning  itself  more  than  ever  before 
about  the  trend  toward  socialism  in  this 
country.  We  realize  that  socialized  medi- 
cine is  just  one  part  of  the  structure  of 
complete  socialism. 

Never  before  in  the  history  of  the  Ameri- 
can medical  profession  has  there  been  so 
great  a need  for  united  effort  by  all  its 
members — regardless  of  regional  or  geo- 
graphic differences,  political  differences, 
racial  or  religious  differences,  or  profes- 
sional differences.  This  is  the  reason  for 
the  National  Educational  Campaign  of  the 
American  Medical  Association. 

Membership  in  the  American  Medical  As- 


sociation has  been  automatic  and  without 
financial  obligation  all  these  years  and  a 
tendency  has  developed  to  take  the  Asso- 
ciation for  granted,  and  not  really  to  ap- 
preciate it.  It  is  too  seldomly  realized  that 
the  entire  framework  of  medicine  in  the 
United  States  today  is  due  primarily  to  the 
activities  of  the  American  Medical  Asso- 
ciation. 

Just  think  of  the  improvement  in  stand- 
ards of  medical  education,  the  fights  against 
quackery,  the  improvement  in  hospital 
standards,  the  work  by  the  Council  of  Phar- 
macy and  Chemistry  to  protect  the  public 
against  unacceptable  drugs,  and  the  many 
other  Association  activities  that  have  had 
to  do  with  giving  the  public  the  best  pos- 
sible in  medical  care ! All  of  these  things 
have  been  done  voluntarily  by  your  national 
organization.  It  seems  to  me  that  it  is  time 
that  members  do  something  for  their  Asso- 
ciation. If  a manicurist  can  pay  her  union 
$36  in  dues  annually,  it  seems  to  me  that 
any  doctor  should  be  ashamed  to  complain 
about  having  to  pay  $25  for  membership  in 
his  national  organization.  I would  like  to 
say  that  any  doctor  who  refuses  to  pay  his 
membership  dues  this  year  in  the  American 
Medical  Association  is,  in  effect,  voting  for 
the  socialization  of  medicine  by  not  sup- 
porting the  organization  which  is  protect- 
ing him  against  it. 

It  is  impossible  to  conduct  the  Educa- 
tional Campaign  without  receiving  some 
criticism  about  this  and  that.  Some  of  this 
criticism  comes  from  within  the  profession 
and  sometimes  over  rather  petty  things. 
I want  to  mention  one  such  thing  because 
it  is  close  to  my  heart.  This  campaign 
began  over  a year  ago.  Just  after  it  started 
I met  a friend  of  mine  in  Chicago  and  over 
the  dinner  table  he  said  to  me:  “Bob,  why 
don’t  you  take  that  old  classic  picture  ‘The 
Doctor’  by  Sir  Luke  Fildes  and  put  some 
script  under  it  like  this — ‘Keep  Politics  Out 
of  This  Picture’?”  I thought  it  was  a goo:l 
idea  and  had  him  present  it  to  Whitaker 
and  Baxter,  the  campaign  directors.  They 
adopted  it  and  have  used  that  picture  in 
this  campaign,  and  I am  very  proud  to 
have  hanging  in  my  reception  room  the  No. 
1 copy,  autographed  by  the  man  who  origi- 
nated the  idea. 
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We  have  had  some  criticism  regarding 
the  use  of  this  classic  picture,  some  saying 
that  it  is  not  modern,  that  there  is  no  sci- 
ence in  the  picture,  that  the  picture  is 
“dated,”  etc.  As  Mr.  Whitaker  has  said, 
“The  picture  is  ‘dated,’  if  viewed  literally, 
but  on  the  same  basis  a great  many  other 
things  are  dated,  including  the  Oath  of  Hip- 
pocrates, the  Bible,  the  works  of  Dickens, 
the  works  of  Shakespeare.  Yet  in  meaning 
they  still  are  vital  and  pertinent,  even 
though  the  language  is  not  of  our  era. 
Similarly,  the  painting  of  ‘The  Doctor’  is 
‘dated’ ; the  physician,  the  patient,  and  the 
surroundings  have  all  changed  in  outward 
appearances.  But  the  compassion  in  that 
doctor’s  face  and  his  concern  over  his 
patient  are  characteristics  of  a good  doctor 
today,  as  they  were  then,  and  if  modern 
practitioners  ever  come  to  a point  where 
they  believe  scientific  knowledge  can  re- 
place personal  interest  in  the  welfare  of 
those  who  depend  on  them  for  life  and 
healing,  then  we  will  have  lost  one  of  our 
most  effective  arguments  against  govern- 
ment-controlled medical  practice.  The 
Fildes’  painting  of  ‘The  Doctor,’  even 
though  it  is  old-fashioned,  portrays  some- 
thing which  is  beyond  value  to  the  medical 
profession.  To  the  public  it  makes  sense 
to  say  ‘Keep  Politics  Out  of  This  Picture,’ 
and  the  best  evidence  of  the  picture’s  effec- 
tiveness is  the  mighty  effort  our  opponents 
have  made  to  discredit  it.  If  it  weren’t 
effective,  the  socializers  would  have  ignored 
it  instead  of  writing  thousands  of  words  to 
complain  about  it.  ‘The  Doctor’  isn’t  just 
an  outdated  painting.  It  is  a vivid  por- 
trayal of  the  vitally  important  physician- 
patient  relationship  which  has  made  doc- 
tors something  more  than  medical  techni- 
cians. And  that  relationship  is  outdated 
only  in  countries  which  have  adopted  so- 
cialized medicine.” 

So  much  for  that.  Medicine  has  a posi- 
tive campaign  as  well  as  a defensive  one. 
We  are  not  just  “againsters.”  There  are 
some  things  we  are  for.  We  are  for  VOL- 
UNTARY HEALTH  INSURANCE.  It  is 
increasing  rapidly.  Very  shortly  half  of 
the  population  of  the  United  States  will  be 
covered  by  some  form  of  Voluntary  Health 
Insurance.  Plans  to  stimulate  the  improve 


ment  and  extension  of  Voluntary  Health 
Insurance  systems,  to  take  the  economic 
shock  out  of  illness,  are  progressing  well. 
If  the  government  will  stay  out  of  this  field 
for  another  year  or  so,  the  American  peo- 
ple will  solve  their  health  problem  volun- 
tarily and  in  the  democratic  American  way. 
There  is  nothing  the  government  can  do 
for  the  individual  in  the  field  of  health  in- 
surance that  the  individual  cannot  do  better 
for  himself  and  at  far  less  expense.  Al- 
ready, both  commercially-sponsored  and 
nonprofit,  medically  sponsored  groups  are 
working  on  three  highly  significant  proj- 
ects: (1)  broader  protection  for  individuals 
on  a “nongroup”  basis;  (2)  further  protec- 
tion for  the  aged;  and  (3)  greater  coverage 
for  “catastrophic,”  that  is,  extended,  ex- 
pensive illness. 

Legislation  should  7iot  be  necessary  to 
meet  the  general  problem  of  prepaid  medi- 
cal care.  This  is  a problem  that  can  best 
be  met  by  public  education  and  diligent 
work  to  improve  the  Voluntary  systems. 
We  must  educate  people  to  consider  health 
insurance  as  a family  essential  rather  than 
as  a luxury.  Doesn’t  it  seem  strange  that 
people  should  be  more  careful  about  insur- 
ing their  automobiles  against  damage  than 
they  are  about  insuring  their  wives  and 
children  against  accident  or  sickness?  My 
friends,  this  matter  is  going  to  require 
education,  not  legislation. 

We  need  a little  housecleaning  in  the 
medical  profession  here  and  there  too.  We 
need  to  set  up  “grievance  committees” 
whereby  patients  can  present  their  side  of 
doctor-patient  problems.  The  committees 
can  hear  complaints  from  the  public  and 
try  to  remedy  them.  Many  states  are  set- 
ting up  such  committees.  You  doctors 
know  that  one  or  two  uncooperative  doc- 
tors who  charge  unreasonable  fees  and  do 
other  irregular  things  can  undo  what  hun- 
dreds of  us  are  sincerely  trying  to  do.  We 
should  have  some  means  of  dealing  with 
this  type  of  individual.  You  know  how  the 
rotten  apple  can  spoil  the  barrelful.  We 
cannot  afford  to  let  a few  members  of  the 
medical  profession  wreck  the  efforts  of 
thousands  of  us  who  are  in  this  fight  to 
retain  freedom  in  American  medicine. 

Grievance  committee  plans  are  indicative 
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of  the  medical  profession’s  sincerity  in  try- 
ing to  provide  people  with  good  medical 
care  at  equitable  fees.  Such  committees  can 
serve  a great  purpose  in  reaching  a satis- 
factory understanding  between  physician 
and  patient.  The  medical  profession  is 
anxious  in  all  ways  to  develop  better  rela- 
tions with  the  public  by  eliminating  the 
causes  that  create  ill  feeling  against  doc- 
tors. 

But  to  get  back  to  the  serious,  immediate 
problems  of  The  Months  Ahead.  We  seem 
to  accept  freedom  as  a matter  of  course. 
Freedom  is  not  free.  It  is  only  preserved 
by  effort  and  eternal  vigilance.  We  must, 
as  citizens,  alert  our  fellow  Americans  to 
the  fact  that  the  government  cannot  fur- 
nish “something  for  nothing.’’  Whatever 
is  given  from  Washington  must  be  at  the 
people’s  own  expense. 

Let  me  call  your  attention  to  the  fact  that 
for  16  of  the  past  18  years  our  government 
has  run  a heavy  deficit.  In  only  two  years 
have  federal  receipts  exceeded  expendi- 
tures. Our  national  debt  has  increased  in 
that  time  from  20  billion  to  256  billion  dol- 
lars. The  plan  of  the  present  administra- 
tion seems  to  be  to  spend  year  after  year 
more  than  it  collects  in  revenue. 

I ask  you,  does  that  make  sense?  It  can 
bring  only  one  ending,  economic  collapse 
and  national  disaster.  As  I mentioned  pre- 
viously, that  is  just  what  Russia  would  like 
to  see  happen  to  us.  Why  should  we  wil- 
fully play  into  the  hands  of  Russia?  I 
would  like  to  stimulate  your  thinking  just 
a little  beyond  the  field  of  medicine,  because 
doctors  are  citizens. 

The  social  planners  pay  no  heed  to  the 
fact  that  their  programs  add  tremendously 
to  the  tax  load  of  the  American  people. 
The  tax  bill  is  worrying  the  citizen  today 
much  more  than  the  medical  bill.  Hidden 
taxes  are  fooling  the  man  on  the  street. 
The  Tax  Foundation  tells  us  that  there  are 
150  different  kinds  of  taxes  levied  on  the 
manufacture  and  sale  of  a woman’s  hat, 
116  different  forms  of  taxes  on  a man’s 
suit  of  clothes. 

Businesses  naturally  do  everything  pos- 
sible to  pass  on  to  their  consumers  practi- 
cally all  tax  increases.  The  man  on  the 
street  should  never  be  fooled  about  that; 


he  pays  those  taxes  in  the  form  of  a higher 
price  for  every  product  that  he  buys. 

Governments  in  the  past  gained  power 
by  the  sword,  now  they  use  the  more  subtle 
weapon  of  money.  They  use  the  method 
of  taxes  to  drain  away  the  earnings  of  the 
people  and  then  they  dole  some  of  it  back 
to  them  in  the  form  of  subsidies  and  grants - 
in-aid.  In  this  way  they  become  masters 
of  citizens  rather  than  servants.  The  peo- 
ple go  to  the  government  for  support  in- 
stead of  the  government’s  going  to  the  peo- 
ple. Hitler  used  this  method  in  Germany. 

In  America  today  you  will  note  that  gov- 
ernors of  states,  mayors  of  cities  and  even 
business  organizations  go  to  Washington 
as  beggars  only  to  have  returned  to  them 
money  which  the  government  has  previously 
taken  away  from  them  in  the  form  of  taxes. 
Of  course,  as  you  all  know,  this  money  is 
returned  to  them  minus  the  federal  broker- 
age fee.  It  is  not  the  same  dollar  that  was 
originally  sent  to  Washington;  it  is  a dollar 
smaller  than  the  dollar  that  was  sent.  A 
dollar  never  gets  any  bigger  by  making  a 
round  trip  to  Washington.  You  might  be 
interested  to  know  that  last  year  federal 
expenditures  amounted  roughly  to  the  entire 
income  of  all  the  people  living  west  of  the 
Mississippi  River. 

The  “hand-out”  state  is  only  made  possi- 
ble by  the  “hand-in”  taxpayer.  The  ques- 
tion for  people  to  ask  themselves  today  is : 
WHO  CAN  SPEND  MY  DOLLAR  BEST? 
THE  GOVERNMENT  OR  I?  If  you  will 
think  about  it  for  a minute — most  of  the 
present  socialistic  philosophy  is  based  on 
the  idea  that  the  government  can  spend 
your  dollar  better  than  you  can  spend  it. 

So  many  times  I hear  doctors  say,  and 
other  citizens  too,  “What  can  I do?  I am 
just  one  individual — just  one  drop  in  the 
bucket.”  If  any  one  of  you  has  taken  that 
attitude,  then  I ask  you,  “What  would  hap- 
pen if  every  other  individual  in  America 
took  the  same  attitude?”  We  would  lose 
by  default,  wouldn’t  we?  I say  to  you  that 
each  of  you  as  an  individual  is  important  in 
this  fight.  Don’t  sell  yourselves  short.  The 
tendency  of  modern  times  is  to  make  the 
individual  unimportant.  The  average  man 
feels  wholly  inadequate  to  cope  with  the 
many  complex  situations  bp  faces.  He  asks 
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himself,  “What  can  one  man  do,  anyway?” 
and  arrives  at  the  conclusion  that  others 
are  better  fitted  than  he  to  take  the  respon- 
sibility, so  why  concern  himself  too  much 
about  present-day  problems?  That  is  tak- 
ing an  inferior  attitude,  that  is  taking  a 
defeatist  attitude.  Gentlemen,  most  of  our 
limitations  are  self-imposed.  A “do-noth- 
ing” attitude  is  inexcusable.  Don’t  sell 
yourselves  short,  because  in  the  months 
ahead  you  can  do  a wonderful  job  for  the 
future  of  American  medicine. 

It  behooves  you  to  take  a keen  interest 
in  political  affairs.  Democracy  functions 
through  politics  as  you  well  know.  It  is 
inconsistent  for  us  to  criticize  actions  of 
politicians  while  we  ourselves  evade  polit- 
ical service  or  interest  in  political  affairs. 
Doctors  have  a tremendous  political  poten- 
tial with  their  patients  and  friends  if  they 
would  only  use  it.  It  is  discouraging  to 
me  as  I go  about  to  find  here  and  there  a 
certain  amount  of  apathy  on  the  part  of  a 
good  many  doctors  toward  the  country’s 
trend  toward  socialism.  The  feeling  seems 
to  be  that  such  a course  is  inevitable  re- 
gardless of  what  we  do,  and  that  most  doc- 
tors are  old  enough  so  that  future  changes 


won’t  affect  them  anyway.  Isn’t  that  a 
terrible  attitude?  The  fact  is  that  the  so- 
cialist state  is  not  inevitable  if  the  voters 
of  the  country  are  educated  to  realize  just 
where  their  best  interests  lie.  And  surely 
we  should  be  more  concerned  about  the 
welfare  of  our  children  even  than  we  are 
about  our  own.  Would  you  not  ten  times 
rather  have  your  children  grow  up  in  an 
economically  free  society  than  to  see  them 
grind  out  an  existence  in  a “cradle-to-the- 
grave”  security  like  animals  in  a zoo,  with 
no  incentive  to  do  more  work  than  that  dic- 
tated by  some  government  labor  boss? 

If  we  doctors  of  America  want  to  remain 
free  doctors,  if  we  want  to  continue  by  our 
own  initiative  and  judgment  the  work  that 
has  made  America  the  healthiest  great  na- 
tion in  the  world,  we  must  decide  now  to 
assume  in  full  our  duties  as  private  citizens. 
We  must  inspect  our  own  house,  and  see 
that  it  is  kept  immaculate.  We  must  give 
unstintingly  of  our  support  to  those  who 
can  maintain  in  local,  state  and  national 
legislative  bodies  the  eternal  vigilance  that 
is  the  price  of  our  precious  American  free- 
dom. IT  IS  OUR  YEAR  OF  DECISION. 


Enterocele.  Weed,  J.  C.  and  Tyrone,  C.  Am.  J. 

Obst.  & Gynec.,  60:2,  1950. 

Enterocele,  or,  more  correctly,  posterior  vaginal 
hernia,  has  been  recognized  as  a clinical  entity 
since  1736  when  Garengeot  first  described  it.  The 
true  enterocele  is  a hernia  consisting  of  the  layers 
of  the  body  cavity  wall  including  peritoneum  and 
intra-abdominal  contents.  Cystoceles  and  rectoceles 
are  sliding  hernias,  and  are  not  to  be  confused 
with  enteroceles.  In  posterior  vaginal  hernia,  the 
wall  of  the  body  cavity  consists  merely  of  vaginal 
mucosa,  its  supporting  fascia,  and  peritoneum.  A 
sac  of  peritoneum  dissects  beyond  its  lower  normal 
limits,  between  the  vaginal  mucous  membrane 
anteriorly  and  the  rectum  posteriorly  to  emerge 
through  the  vaginal  introitus.  The  abdominal 
opening  of  such  a sac  lies  between  the  uterosacral 
ligaments  in  close  proximity  to  the  posterior  as- 
pect of  the  cervix.  Such  is  the  strict  definition 
of  enterocele.  Enterocele,  alone  or  in  conjunction 


with  prolapse  of  the  uterus,  cervical  stump,  or 
vaginal  vault,  is  a relatively  rare  condition,  oc- 
curring once  in  1,000  gynecologic  hospital  ad- 
missions. Age,  erect  posture,  and  multiparity  are 
important  factors  in  its  development.  Symptoms 
related  to  enterocele  alone  are  referable  to  the 
rectum  but  may  be  obscured  by  symptoms  of  as- 
sociated prolapse.  Enterocele  may  be  overlooked 
at  the  time  of  vaginal  hysterectomy  or  may  follow 
inadequate  support  of  the  vaginal  vault  at  the 
time  of  hysterectomy.  The  rational  approach  to 
correction  of  enterocele  is  the  vaginal  route  with 
excision  of  the  sac  and  adequate  restoration  of 
fascial  continuity.  The  management  of  fifty-two 
cases  of  enterocele,  with  or  without  associated 
prolapse  of  the  uterus,  cervical  stump,  or  vaginal 
vault  is  discussed  by  the  authors.  There  were  no 
deaths  in  this  series  and  the  morbidity  was  20.7 
per  cent. 

(Abstracted  by  Hamilton  V.  Gayden,  M.D.,  Nash- 
ville, Tennessee.) 
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VANDERBILT  UNIVERSITY  SCHOOL  OF 
MEDICINE,  GYNECOLOGICAL 
STAFF  CONFERENCE* 

Sarcoma  of  the  Uterus 

DR.  DIXON  N.  BURNS:  Patient:  Miss  R.  O. 

On  June  18,  1950  this  48  year  old,  unmarried 
lady  entered  the  hospital  because  of  a pelvic  mass 
which  had  been  found  at  routine  examination  two 
weeks  previously.  She  had  no  symptoms  referable 
to  this  lesion. 

Her  first  Vanderbilt  University  Hospital  admis- 
sion had  been  in  June  of  1928,  at  the  age  of  26,  when 
she  gave  a five-year  history  of  nervousness  and  loss 
of  weight,  leukorrhea  of  two  years  duration,  and 
menstrual  irregularities  of  15  months  duration; 
her  presenting  complaint  at  that  time  was  that 
of  a fibroid  tumor. 

She  gave  an  additional  history  of  having  a 
myomectomy  performed  at  another  hospital  on 
May  24,  1927,  for  a myoma  of  the  uterus;  however, 
the  pathologist  made  a diagnosis  of  round  cell 
sarcoma. 

Pre-operative  pelvic  examination  in  1928  revealed 
the  uterus  to  be  two  and  one-half  times  normal 
size.  Springing  from  the  right  cornu  was  a hard 
tumor  which  could  be  palpated  above  the  symphysis. 
Knowing  the  previous  pathological  report  which  had 
been  made,  the  natural  impression  was  sarcoma  of 
the  uterus. 

On  June  30,  1928  a complete  abdominal  hysterec- 
tomy and  bilateral  salpingo-oophorectomy  were 
done;  the  patient  tolerated  the  operation  well.  The 
pathological  report  was:  “Specimen  consists  of 
cervix,  fundus,  both  tubes,  and  ovaries.  Upon 
opening  the  uterus  a large  yellow  polypoid  mass 
somewhat  resembling  brain  tissue  is  seen  to  arise 
from  the  right  wall  and  projects  into  the  uterine 
cavity.  The  endometrium  is  somewhat  thickened 
and  thrown  into  folds.  The  tubes  are  adherent  with 
dense  adhesions  to  the  ovaries.”  The  microscopic 
diagnosis  of  sarcoma  of  the  uterus  was  made.  The 
patient  was  discharged  on  July  14,  1928  in  good 
condition. 

No  vaginal  bleeding  had  occurred  since  the  im- 
mediate postoperative  period  in  1928.  She  had 
been  seen  by  her  physician  at  intervals  since  1928, 
and  other  than  bronchitis  and  suspected  hypo- 
thyroidism, she  had  no  unusual  complaints. 

Examination : Upon  this  admission  in  June,  1950 
examination  showed  a firm,  movable  nodule  high  on 
the  left  side  of  the  pelvis. 

On  June  19,  1950  she  was  again  submitted  to  a 
laparotomy.  The  ileum  was  inadvertently  entered 
while  incising  the  peritoneum.  A freely  movable 
mass,  6 centimeters  in  diameter,  was  seen  in  the 
left  lower  abdomen  overlying  the  iliac  vessels.  A 

*From  the  Department  of  Obstetrics  and  Gyne- 
cology, Vanderbilt  University,  School  of  Medicine, 
and  Vanderbilt  University  Hospital,  Nashville, 
Tennessee. 


loop  of  sigmoid  colon  and  also  a portion  of  the 
ileum  were  incorporated  in  the  mass.  While  free- 
ing many  adhesions  about  the  bladder  it  was  acci- 
dentally perforated.  After  closure  of  this  rent 
about  10  inches  of  ileum  and  8 to  10  inches  of 
sigmoid  colon  were  resected  so  the  entire  mass 
might  be  removed.  The  ileum  was  re-approxi- 
mated  by  a side-to-side  anastomosis,  the  sigmoid 
colon  being  attached  to  the  distal  portion  of  the 
colon  by  an  end-to-end  anastomosis.  An  ileostomy 
was  done  above  the  site  of  the  ileal  anastomosis, 
and  a No.  14  French  urethral  catheter  pushed 
through  the  site  of  the  anastomosis,  then  brought 
through  the  abdominal  wall  by  a stab  incision. 

The  gross  pathologic  report  was  as  follows : “Spec- 
imen in  a mass  which  has  portions  of  small  and 
large  intestine  entering  and  leaving  it.  The  mass 
is  about  4x6  centimeters  in  diameter  and  appears 
to  arise  from  the  wall  of  the  large  bowel.  There 
is  a smaller  tumor  mass  in  the  mesentery  of  the 
small  bowel,  about  6 centimeters  from  the  large 
lesion.  This  tissue  is  of  the  same  appearance  and 
is  2 x 3 centimeters  in  diameter.  The  mucosa  of 
the  intestine  over  both  of  these  tumefactions  ap- 
pears to  be  of  normal  character  with  no  ulceration. 
Submitted  with  this  specimen  is  a firm  mass  2x3 
centimeters  in  diameter  from  the  omentum.” 

Microscopically,  the  tissue  was  composed  of  a 
mass  of  very  cellular  material.  The  cells  stain 
darkly,  are  variable  in  size  and  characteristics,  and 
contain  many  mitotic  figures.  The  cells  are  chiefly 
round  in  shape,  though  there  are  some  cells  slightly 
spindle  in  shape.  Many  of  the  cells  are  multi- 
nucleated. 

A portion  of  the  G.I.  tract  was  noted  on  one 
slide  and  appeared  to  be  intact.  The  small  tumor 
mass  and  the  node  from  the  mesentery  and 
omentum  contained  tissue  identical  to  that  from 
the  large  tumor  mass. 

After  reviewing  these  slides  and  those  from  her 
previous  operation,  it  was  thought  that  this  repre- 
sented a recurrence  of  the  original  lesion,  a round 
cell  sarcoma  of  the  endometrial  stroma. 

Postoperatively  the  patient  received  Sulfasuxi- 
dine — 2 grams  every  6 hours  for  8 days,  Strepto- 
mycin— .5  grams  every  6 hours  for  16  days,  Peni- 
cillin— 100,000  units  every  6 hours  for  15  days, 
Gantrisin — 1 gram  every  6 hours  for  6 days.  Wan- 
gensteen suction  was  continued  for  5 days,  the  tube 
being  removed  on  the  fifth  day;  however,  this  was 
resumed  from  the  8th  to  the  20th  postoperative 
day,  being  attached  to  a Cantor  tube  in  the  small 
intestine. 

Hemoglobin  was  12.5  grams  on  admission.  She 
received  2,500  cc  of  whole  blood  during  her  post- 
operative course.  Chlorides  were  107.4  m eq./l  on 
admission.  This  level  gradually  declined  to  76.8 
m eq./l  on  the  18th  day,  returning  to  91.2  m eq./l 
on  the  20th  day. 

She  received  multiple  vitamins  and  proteins 
parenterally,  her  serum  protein  and  A/G  ratio 
remaining  in  the  range  of  normal. 
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During  the  second  postoperative  week  she  de- 
veloped a right  sided  lobar  pneumonia  which  re- 
sponded promptly  to  treatment.  X-ray  films  re- 
peatedly showed  no  other  pulmonary  involvement. 
Intravenous  pyelograms  were  not  remarkable. 

At  the  beginning  of  the  third  postoperative  week 
she  developed  a marked  allergic  reaction  with 
severe  edema.  Veins  could  not  be  punctured  at  this 
time  for  feedings;  however,  she  began  taking  food 
by  mouth  and  having  2 or  3 daily  bowel  move- 
ments. She  was  discharged  on  the  28th  postopera- 
tive day  in  good  condition. 

Incidence:  From  1911  to  1935  Novak  and 
Anderson1 * 3  reported  59  cases  of  uterine 
sarcomas  among  a total  of  26,973  case  speci- 
mens secured. 


Diagnosis 

No.  of  Patients 

Incidence 

Myoma  uteri 

6,981 

25.9% 

Adenocarcinoma  of 

fundus 

241 

.89% 

Adenocarcinoma  of 

cervix 

88 

.33% 

Squamous  cell  carcinoma  of 
cervix 

934 

3.5% 

Sarcoma  of  uterus 

59 

.22% 

Sarcomas  therefore  constituted  4.5  per 
cent  of  uterine  malignancies,  exclusive  of 
chorio-epithelioma.  Vogt-  reported  an  in- 
cidence of  0.41  per  cent  among  72,116  cases 
of  myoma,  while  Haase:!  reported  an  inci- 
dence of  4.2  per  cent  of  all  diseases  of  the 
uterus  at  operation.  Kimbrough’s4  figures 
appear  to  be  nearer  the  average  found — 0.76 
per  cent  incidence  “sarcomatous  degenera- 
tion.’’ 

Knott’1 &  listed  33  of  118  cases  as  being  sub- 
mucosal in  origin.  Among  36  patients  E. 
Schjott-Rivers0  listed  25  as  arising  from 
the  corpus.  4 from  the  corpus  and  cervix,  4 
from  the  cervix,  and  3 from  the  mucous 
membrane.  Five  of  Novak  and  Anderson’s1 
59  cases  arose  from  the  endometrium,  while 
Cohen  and  Cravotta7  considered  3 of  16 
cases  as  originating  from  the  endometrial 
stroma,  at  the  Elizabeth  Steel  Magee  Hos- 
pital from  1920  to  1945.  Of  their  three 
patients  two  were  dead  at  the  time  of  report, 
one  was  still  living  3 years  after  operation. 

’Novak,  E.,  and  Anderson,  F.:  Am.  J.  Obst.  & 
Gynec.,  34:740,  1937. 

-Vogt,  M.  E.:  Am.  J.  Obst.  & Gynec.,  5:523,  1923. 

3Haase,  W. : Ztschr.  F.  Geburtsch.  u.  Gynak., 
102:344,  1932. 

’Kimbrough,  R.  A.,  Jr.:  Am.  J.  Obst.  & Gynec., 
28:723,  1934. 

’Knott,  V.:  Ann.  Surg.,  33:  137,  1901. 

"Schjott-Rivers,  E.:  Acta  obst.  et  gynec.  Scandi- 
nav.,  28:418,  1948. 

’Cohen,  M.,  and  Cravotta,  C.  A.:  Am.  J.  Obst. 

& Gynec.,  56:997,  1948. 


Symptoms:  Sarcomas  affect  women  of  the 
middle  period  of  life  most  frequently  and 
when  symptomatic  usually  produce  either 
bleeding  or  abnormal  discharge.  Since  the 
great  majority  of  sarcomas  are  secondary  in 
myomas  the  symptoms  in  early  stages  are 
dependent  upon  the  presence  and  character 
of  the  myoma. 

Pathological  considerations:  The  first 
case  of  sarcoma  of  the  uterus  was  reported 
by  C.  Meyer  to  the  Berlin  Obstetrical  So- 
ciety in  1860. 

Pathogenesis:  1.  Those  arising  in  the 
muscle  or  connective  tissue  of  the  uterine 
wall.  Most  authors  are  of  the  opinion  that 
they  arise  from  immature  muscle  cells,  while 
others  suggest  metaplasia  of  cells  or  de- 
differentiation  of  mature  cells. 

2.  Those  arising  in  myomas  of  the  corpus 
or  cervix. 

3.  Those  arising  from  mucous  membrane 
of  either  the  corpus  or  cervix. 

4.  Those  arising  in  the  blood-vessel  ap- 
paratus. 

In  Kimbrough’s4  series  he  noted  the  long- 
est interval  between  operation  and  ap- 
pearance of  recurrence  to  be  14  years. 
Salvage  in  younger  women  is  more  than 
three  times  as  great  as  in  women  who  have 
passed  the  menopause. 

Only  3 per  cent  of  these  patients  are 
usually  diagnosed  pre-operatively.  Kim- 
brough reported  that  complete  excision  of 
the  growth  resulted  in  10  of  20  patients 
living  for  from  5 to  32  years.  Schjott- 
Rivers0  reported  34  of  36  patients  who  were 
operated  upon.  Twenty-six  died,  death  oc- 
curring within  one  and  one-half  years  in 
75  per  cent  of  the  cases.  “In  the  postoper- 
ative course  of  the  cases  in  which  death 
occurred  it  is  noteworthy  that  metastases 
and  not  recurrences  mark  the  progress  of 
the  disease.”  In  those  cases  which  have 
been  followed  up  with  x-ray  films  of  the 
chest,  50  per  cent  have  shown  metastases 
to  the  lungs. 

Metastases  occur  early  after  operation 
and  fairly  often  they  are  rare  in  patients 
who  have  had  the  tumors  over  a long  period 
of  time  previous  to  the  operation  without 
having  developed  metastases. 

Evans8  has  done  a large  amount  of  work 
on  the  number  of  mitoses  in  “malignant 

8Evans,  N.  Surg.,  Gynec.  & Obst.,  30:225,  1920. 
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myomata,”  and  has  reported  the  degree  of 
malignancy  of  the  tumor  to  be  parallel  to 
the  number  of  mitoses  present. 

Every  uterus  should  be  opened  before  the 
abdomen  is  closed.  The  most  dangerous  type 
of  lesion  is  the  small  submucus  or  intra- 
mural lesion,  often  appearing  as  a single 
polyp,  whose  diagnosis  is  made  only  by 
microscopic  study. 

DR.  JOHN  C.  BURCH.  The  length  of 
the  record  and  the  availability  of  the  sec- 
tions and  specimens  is  certainly  most  inter- 
esting. It  gives  us  a pretty  clear  picture  of 
a rather  long  pathological  process.  It  is 
striking  that  this  tumor  was  first  seen  in 
1927  and  recurred  in  1928.  A recurrent 
tumor  was  removed  in  1928  and  the  patient' 
maintained  an  asymptomatic  condition  for 
22  years,  when  the  tumor  again  recurred. 
It  illustrates  the  thing  we  see  so  often  clin- 
ically. The  course  of  a malignant  tumor 
can’t  be  predicted.  It  is  very  probable  that 
this  woman  will  have  another  long  period 
during  which  there  will  be  no  symptoms  of 
a tumor.  The  tumor  seems  to  be  in  an 
asymptomatic  stage,  because  it  is  a slow 
growing  tumor.  There  were  no  nodules 
noted  in  the  spleen,  the  lungs  were  clear, 
and  there  were  several  nodules,  which  ap- 
peared to  be  very  old  nodules,  in  the 
omentum.  During  the  postoperative  course 
of  this  patient  she  had  a complication  which 
is  seen  not  too  infrequently  following  in- 
testinal surgery, — that  is  edema  of  the 
anastomotic  stoma.  A characteristic  of 
edema  of  the  anastomotic  stoma  is  that 
around  the  6th,  7th  or  8th  day  the  stoma 
cuts  off  and  fails  to  function  after  having 
been  open  previously.  This  gave  us  a good 
deal  of  concern,  but  we  were  able  to  see 
and  diagnose  the  cause  as  a result  of  edema, 
by  the  fact  that  the  plain  film  of  the 
abdomen  showed  gas  coming  down  to  the 
level  of  the  anastomosis  and  stopping 
abruptly.  It  was  not  mentioned  in  the  his- 
tory that  the  final  diagnosis  of  edema  of 
the  stoma  was  made  by  the  proctoscope. 
The  proctoscope  was  passed  in  an  attempt 
to  visualize  the  anastomosis,  and  as  it 
reached  the  level  of  the  anastomosis,  gas 
came  through.  From  that  time  on  the 
patient  has  been  all  right.  There  are  re- 
ports in  the  literature  on  colon  surgery 


stating  that  in  the  lower  anastomosis  of 
the  colon  every  now  and  then  this  complica- 
tion occurs.  If  the  operator  is  able  to  slide 
his  finger  through  the  anastomosis  he  may 
relieve  the  cause  of  malfunction.  I think 
the  important  point  from  the  standpoint  of 
teaching  is  the  illustration  of  the  wide  range 
of  surgery  that  must  be  done  in  the  female 
pelvis.  We  had  here  in  this  case  the  dis- 
section of  the  hypogastric  glands,  resection 
of  the  small  bowel,  resection  of  the  large 
bowel,  and  repair  of  the  bladder,  all  of 
which  is  part  of  the  modern  gynecologist’s 
armamentarium. 

I)R.  EMILY  SIMMS.  What  is  the  total 
number  of  stromal  sarcomas  in  the  litera- 
ture? 

DR.  BURNS.  There  are  44  such  cases 
referred  to  specifically. 

DR.  HOWARD  E.  MORGAN.  What  is 
the  most  frequent  site  of  metastasis  of 
sarcoma  of  the  uterus? 

DR.  BURNS.  The  most  frequent  site  is 
to  the  lungs  and  pleura,  and  secondly  to  the 
liver;  the  third  most  common  is  the  mesen- 
tery. By  far  the  most  common  is  the  lungs. 
In  this  series  of  reports  in  the  literature, 
50  per  cent  had  recurrence  or  metastasis 
to  the  lungs. 

DR.  BURCH.  Will  you  give  the  evidence, 
Dr.  Burns,  on  which  you  make  the  state- 
ment that  the  tumor  arose  from  the  endo- 
metrial stroma  rather  than  from  a fibroid? 
The  clinical  history,  of  course,  indicates 
that  this  tumor  did  arise  from  a fibroid. 

DR.  BURNS.  Sarcomas  that  arise  from 
fibroids  are  liomyosarcomas  and  consist  of 
the  smooth  muscle  cells  with  no  evidence  of 
stromal  cells  as  in  this  tumor.  There  are 
no  muscle  cells  in  this  tumor.  The  tumor 
consists  of  small,  round  cells  with  small 
pyknotic  nuclei  which  look  very  much  like 
the  stromal  cells  seen  in  the  endometrium. 

DR.  BURCH.  The  evidence  to  me  is  not 
convincing  that  this  is  a stromal  sarcoma. 
The  mere  morphology  of  the  tumor  is  not 
convincing.  The  reason  for  this  statement 
is  that  this  lesion  could  be  classified  under 
the  old  classification  as  round  cell  sarcoma. 
Now,  a round  cell  sarcoma  can  arise  in 
muscles.  It  is  a common,  everyday  oc- 
currence. 

DR.  HARRY  E.  JONES.  Has  any  differ- 
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ential  straining  been  done  to  try  to  deter- 
mine whether  this  is  of  muscle  or  fibrous 
origin? 

L)R.  BURNS.  We  have  some  slides 
stained  with  Masson’s  stain,  and  there  is  a 
silver  stain  from  her  previous  operation. 
They  show  no  evidence  of  either  fibrous  tis- 
sue or  muscle  elements. 

-K 

Turner's  Syndrome 

DR.  HOUSTON  SARRATT.  The  patient  is  an 
18  year  old  single  nulligravida  who  was  admitted 
to  the  Vanderbilt  University  Hospital  on  June 
20,  1950  with  a complaint  of,  “I  have  never 
menstruated.” 

She  was  first  seen  in  1940  for  frequent  colds 
and  retardation  of  statural  growth.  The  family 
history  was  noncontributory.  There  was  no  siblings, 
and  no  history  of  dwarfism  in  other  members  of 
the  family. 

The  pregnancy  history  was  vague,  but  the  patient 
was  said  to  be  the  result  of  a full  nine  months 
gestation.  However,  she  had  weighed  only  2 pounds 
at  birth.  The  child  was  vigorous  and  the  neonatal 
condition  was  good.  She  was  bottle  fed  for  one 
year  and  received  cod  liver  oil  and  orange  juice 
supplements.  Following  this  she  ate  a regular 
diet.  Appetite  was  always  good,  and  she  was 
never  a feeding  problem. 

She  had  mumps  at  4 years  of  age,  measles  at  6, 
and  whooping  cough  at  7,  all  without  sequelae. 
The  onset  of  dentition,  sitting  alone,  walking  alone, 
and  talking  all  occurred  at  the  normal  age.  She 
always  had  normal  eating  and  sleeping  habits. 
She  was  intelligent,  well  behaved,  and  got  along 
well  with  other  children.  However,  she  was  always 
smaller  than  the  children  of  her  age,  and  the 
family  noted  a webbing  of  her  neck  from  birth. 
She  seemed  to  tire  easily  at  school,  but  did  superior 
school  work.  She  was  brought  to  Vanderbilt  Hos- 
pital because  of  frequent  sore  throats  and  retarded 
development. 

Examination  at  that  time  (1940)  was  normal  in 
all  respects  except  for  a webbed  neck,  broad 
barrel-like  chest,  and  short  ring  and  little  fingers 
on  both  hands.  Chronically  infected  tonsils  were 
also  noted.  She  was  found  to  have  pin  worms  for 
which  she  received  hexyresorcinol.  Tonsillectomy 
and  adenoidectomy  were  recommended,  but  refused 
by  the  family.  The  child  at  that  time  (8  years  old) 
was  42  inches  tall  and  weighed  38  pounds.  (These 
are  normal  measurements  for  a 6 year  old  child.) 
The  consultant  stated  at  that  time  that  the  meas- 
urements were  all  reduced  proportionately,  and  the 
diagnosis  rested  between  pituitary  dwarfism  or 
poor  care  given  a premature  infant.  Skull  plates 
revealed  a normal  sella  turcica.  Bone  development 
was  normal  for  a child  of  8 years.  Urine,  blood 
work,  glucose  tolerance  test,  serum  calcium  and 


phosphorous  determinations  were  all  within  normal 
limits.  Three  BMR’s  ranged  from  plus  11  to  plus 
21  per  cent.  After  10  days  of  observation  the 
patient  was  discharged. 

During  the  ensuing  10  years  she  has  had  no 
serious  illnesses.  She  has  continued  to  do  well 
in  her  school  work  and  has  many  friends.  How- 
ever, growth  has  continued  to  be  very  slow.  She 
has  never  had  any  vaginal  bleeding  and  the  breasts 
have  remained  infantile.  In  the  past  two  years 
she  has  developed  some  pubic  hair.  At  age  18  she 
is  53  inches  tall  and  weighs  74  pounds. 

Physical  examination  revealed  a healthy  appear- 
ing, short,  fairly  well  proportioned  girl  with  un- 
developed secondary  sex  characteristics.  The  prin- 
cipal findings  were  short  stature,  webbing  of  the 
neck,  an  increased  carrying  angle  of  the  elbow, 
and  sexual  infantilism.  The  BP  was  120/80. 
There  was  bilateral  ptosis  of  the  lids,  and  the 
tonsils  were  still  present  and  still  chronically  in- 
fected. The  thyroid  gland  wras  not  enlarged.  There 
was  an  increased  A-P  diameter  of  the  chest,  giving 
her  a barrel  chest  appearance.  There  was  short- 
ening of  the  ring  and  little  fingers  on  each  hand, 
and  similar  deformities  of  the  feet.  Pelvic  exami- 
nation revealed  scant  hair  on  the  mons  pubis,  but 
no  fat  pad.  The  labia  majora  were  covered  sparse- 
ly with  hair  and  the  labia  minora  and  clitoris 
were  very  small.  The  hymen  was  almost  intact. 
Rectal  examination  revealed  a IV2  centimeter  pelvic 
mass,  thought  to  be  the  uterus.  No  adnexal  struc- 
tures were  felt.  X-ray  examination  revealed  most 
of  the  epiphyses  fused  or  at  the  point  of  fusion. 
The  skull  showed  no  remarkable  change  and  the 
sella  was  found  to  be  normal.  The  third  and 
fourth  metatarsals  and  third  and  fourth  metacar- 
pals  were  shortened.  The  bones  were  about  the  size 
of  a 10  year  old  child.  The  epiphyses  of  some  of  the 
vertebral  bodies  were  ununited.  Blood  and  urine 
studies  were  entirely  within  normal  limits.  BMR 
was  plus  19  per  cent.  Urinary  gonadotropins 
(F.S.H.)  revealed  192  mouse  units  per  day  ex- 
ci'eted;  17-ketosteroid  excretion  was  1 milligram  in 
24  hours. 

The  diagnosis  on  this  admission  was 
Turner’s  syndrome,  the  laboratory  and 
physical  findings  being  typical  of  this  condi- 
tion. 

DR.  JOHN  C.  BURCH.  This  case  pre- 
sents an  opportunity  for  discussion  of  some 
of  the  basic  physiological  principles  under- 
lying the  growth,  development  and  function 
of  the  reproductive  organs.  The  diagnosis 
is  quite  obvious.  It  is  a case  of  ovarian 
agenesis,  and  the  differential  diagnosis  is 
between  ovarian  agenesis  and  pituitary 
dwarfism.  Now,  the  points  that  are  im- 
portant in  that  differentiation  are  the  fact 
that  pituitary  dwarfs  usually  are  of  smaller 
stature,  that  they  have  an  absence  of  pubic 
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and  axillary  hair,  and  that  they  also  have  no 
follicle  stimulating  hormones  in  the  urine. 
The  follicle  stimulating  hormones  of  the 
urine  of  the  ovarian  agenesis  cases  is  indi- 
cative of  adequate  pituitary  function. 

Under  treatment  these  cases  show  some 
rather  interesting  developments  which  are 
illustrative  of  the  actions  of  various  hor- 
mones on  the  female  reproductive  organs. 
The  patient  is  now  under  treatment.  Un- 
fortunately, the  stilbestrol  originally  pre- 
scribed was  nauseating  to  the  patient  and 
had  to  be  changed  to  a different  type  of 
synthetic  estrogen.  She  is  now  on  relative- 
ly large  dosage  of  benzestrol  and  is  making 
some  progress,  although  I don’t  think  she 
has  been  under  treatment  long  enough  to 
really  determine  what  the  outcome  will  be. 
The  outcome  of  treatment  is  bound  to  be 
limited,  but  there  are  certain  changes  which 
take  place  that  will  be  of  great  benefit  to  this 
patient. 

Dr.  Towery,  will  you  take  the  discussion 
from  here? 

DR.  BEVERLY  T.  TOWERY.  As  Dr. 
Burch  has  intimated,  the  reproductive  capa- 
bilities of  this  patient  are  practically  nil, 
and  substitution  therapy  will  only  change 
secondary  sex  characteristics,  but  not  re- 
store fertility. 

In  1938  Turner  described  clinically  a 
syndrome  of  infantilism,  congenital  webbed 
neck  and  decubitus  valgus.  In  1942,  Kenyon 
and  Koch  described  the  same  sort  of  situa- 
tion, the  association  of  short  stature,  re- 
tarded skeletal  and  sexual  development  with 
high  urinary  gonadotropin  titers.  In  the 
same  year,  Albright  and  his  collaborators 
described  a group  of  individuals  which  they 
characterized  as  primary  ovarian  insuf- 
ficiency with  decreased  stature.  Then,  in 
1943,  Snider  and  McCullough  reported  ad- 
ditional cases  and  referred  to  them  as  Turn- 
er’s syndrome  in  deference  to  Turner’s 
1938  description.  In  1944  Wilkins  and 
Fleischman  studied  a group  of  “ovarian 
dwarfs”  and  found  that  biopsies  of  the 
ovarian  anlagen  revealed  only  undiffer- 
entiated fibrous  tissue  without  evidence  of 
primordial  follicles.  Actually,  the  tissue 
was  not  recognizably  ovarian  in  origin,  ex- 
cept that  it  came  from  the  ovarian  ridge. 
In  1947  Del  Castillo  re-emphasized  the  diag- 


nostic importance  of  high  urinary  gona- 
dotropins (F.S.H.)  previously  noted  by 
Kenyon  and  Koch  and  by  Albright.  In  1947, 
however,  Dorff  and  his  collaborators  re- 
ported a case  showing  webbing  of  the  neck, 
short  stature  and  retarded  sexual  develop- 
ment, but  with  no  apparent  elevation  of  the 
urinary  gonadotropins.  In  June,  1950, 
Hertz  reported  a second  case  with  normal 
urinary  F.S.H.  titers,  and  laparotomy  re- 
vealed the  fibrotic  ovarian  anlagen  previous- 
ly reported  by  Fleischman  and  Wilkins. 
Hertz’  case  is  very  interesting  insofar  as 
the  other  reported  cases  go,  because  of  the 
fact  that  the  patient,  although  she  had  a 
short  stature,  showed  no  significant  retarda- 
tion of  genital  or  breast  development 
although  she  had  never  menstruated  spon- 
taneously. Axillary  and  pubic  hair  were 
normal,  17-ketosteroids  were  within  normal 
limits,  and  measurable  amounts  of  estro- 
genic steroids  were  found  in  the  urine.  The 
histologic  characteristics  of  the  ovarian 
anlagen  suggests  that  the  estrogen  was 
being  produced  by  the  adrenal  cortex. 

Except  for  the  unusual  cases  reported  by 
Dorff  and  Hertz,  the  common  finding  in 
these  individuals  is  a high  F.S.H.  (above 
52  M.U./24  hours),  low  17-ketosteroids,  and 
complete  absence  of  all  evidences  of  estro- 
gen effect  upon  the  genitalia.  The  patient 
under  discussion  shows  these  findings. 
There  are  two  theories  as  to  the  patho- 
genesis of  this  syndrome:  (1)  That  these 
patients  have  a congenital  protoplasmic  de- 
fect which  accounts  for  the  failure  of 
skeletal  and  ovarian  development,  the  web- 
bing of  the  neck,  etc.  (Incidentally,  I can- 
not evaluate  the  clinical  evidence  of  mumps 
in  this  patient.  I would  doubt  that  it  could 
be  implicated  as  a cause  of  ovarian  failure 
at  the  early  age  at  which  she  had  mumps.) 
(2)  Albright  and  his  collaborators  suggest 
that  in  the  absence  of  ovarian  estrogens, 
the  luteinizing  hormone  is  deficient.  In  the 
absence  of  luteinizing  hormone  the  adreno- 
cortical elaboration  of  androgen  is  deficient, 
and  this  deficiency  is  manifest  by:  (1)  ab- 
sence of  the  normal  pubertal  growth  spurt, 
(2)  low  urinary  17-ketosteroids  and,  (3) 
absent  or  deficient  axillary  hair  growth. 
If  estrogen  is  given  in  relatively  small 
amounts,  luteinizing  hormone  production 
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is  stimulated,  the  17-ketosteroid  assays  rise, 
and  axillary  hair  may  then  appear  under 
therapy. 

Time  does  not  allow  an  extended  discus- 
sion of  the  differential  diagnosis.  Suffice  it 
to  say  the  high  F.S.H.  and  closed  epiphyses 
preclude  the  diagnosis  of  pituitary  dwarf- 
ism. There  is  no  evidence  of  congenital  or 
juvenile  thyroid  deficiency,  but  in  another 
instance  detailed  studies  might  be  necessary 
(e.g.,  I131  uptake  studies)  to  exclude  these 
possibilities. 

DR.  BURCH.  Dr.  Sarratt,  you  have  had 
an  opportunity  to  study  this  case  probably 
more  than  any  of  us.  You  have  gone  over 
our  past  experiences  here  in  the  hospital 
with  these  cases,  and  you  have  also  gone 
over  the  literature.  Would  you  begin  your 
discussion  please  by  commenting  on  the  fact 
that  it  is  usually  considered  that  eunuchoid- 
ism or  ovarian  failure  is  associated  with 
long  limbs? 

DR.  SARRATT.  The  fact  that  the  associ- 
ation of  very  tall  patients  with  increased 
span,  etc.,  is  commonly  associated  with 
eunuchoidism  is  thought  by  some  people  to 
be  proof  against  the  theory  that  the  primary 
ovarian  agenesis  in  this  syndrome  has  any- 
thing to  do  with  retardation  of  growth.  In 
other  words,  if  this  is  the  factor  that  causes 
them  to  be  very  small,  then  why  are  the 
eunuchoid  individuals  tall?  So  it  follows 
that  it  is  probably  a genetic  defect  rather 
than  a primary  ovarian  defect,  because 
there  is  a high  association  of  other  con- 
genital abnormalities  with  the  syndrome  as 
has  been  shown  here. 

DR.  ROBERT  L.  CHALFANT.  Isn’t  the 
17-ketosteroid  excretion  lower  in  this  case 
than  one  would  expect? 

DR.  TOWERY.  The  17-ketosteroids  were 
lower  than  I would  have  predicted.  How- 
ever, the  17-ketosteroids  are  only  an  index 
of  the  adrenal  androgen  excretion.  As  far 
as  1 know  none  of  these  people  have  an 
adrenocortical  abnormality  which  can  be 
demonstrated  by  a glucose  tolerance  test. 
Such  techniques  as  the  insulin  tolerance  test 
and  the  eosinophil  response  to  epinephrine 
or  ACTH  are  preferable  in  demonstrating  a 
deficiency  of  adrenal  carbohydrate  regula- 
ting steroids. 


DR.  F.  FAXON  PAYNE.  What  type  of 
therapy  is  indicated  in  these  cases? 

DR.  SARRATT.  The  only  treatment  of 
benefit  is  the  administration  of  estrogens. 
Pituitary,  equine  and  chorionic  gonadotro- 
pins are  of  no  value,  since  no  ovarian  tissue 
is  present  to  respond.  These  patients  have 
an  excess  of  urinary  gonadotropins  any- 
how. The  administration  of  testosterone  is 
contraindicated  since  it  only  results  in  mas- 
culinization  of  these  little  girls  and  makes 
their  condition  even  worse.  Estrogens  of 
any  type  are  of  course  the  treatment  of 
choice.  Stilbestrol  is  cheap  but  at  times  not 
well  tolerated.  Natural  or  conjugated  estro- 
gens, such  as  premarin,  give  good  results 
but  are  more  expensive.  The  dosage  varies 
with  the  patient.  Two  to  5 milligrams  per 
day  of  stilbestrol,  given  over  a three  week 
period  is  used.  After  2 to  3 months  of 
treatment  withdrawal  bleeding  generally 
occurs.  The  administration  of  estrogen  is 
continued  in  3-week  periods  for  about  1 to 
2 years.  During  this  time  there  will  be  a 
marked  growth  of  axillary  and  pubic  hair. 
The  breasts  and  internal  genitalia  are  stim- 
ulated to  maturity.  The  treatment  is  con- 
tinued until  the  desired  results  are  obtained. 

DR.  TOWERY.  To  return  to  Dr.  Chal- 
fant’s  question,  we  anticipate  that  the  17- 
ketosteroids  will  rise  on  estrogenic  therapy. 

DR.  BURCH.  The  rise  in  17-ketosteroids 
is  the  result  of  estrogen  stimulation  of  the 
pituitary.  Is  that  right? 

DR.  TOWERY.  Of  luteinizing  hormone, 
presumably. 

DR.  BURCH.  Luteinizing  hormone  stim- 
ulates the  adrenocortical  production  of  17- 
ketosteroids  which  are  responsible  for  the 
development  of  axillary  and  pubic  hair. 
I think  that  is  an  important  differential 
point.  I think  it  is  also  important  as  you 
have  pointed  out,  Dr.  Sarratt,  that  these 
things  demonstrate  very  clearly  the  role  of 
estrin  in  the  development  of  the  secondary 
sex  characteristics.  It  has  not  been  pointed 
out  that  the  growth  and  pigmentation  of  the 
areola  is  one  of  the  most  striking  things, 
it  seems.  The  growth  and  development  of 
the  labia  majora  and  the  development  of 
the  pubic  fat  pad  are  all  related  to  the 
estrogen  administration. 

DR.  HOMER  M.  PACE,  JR.  What  re- 
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suits  are  obtained  from  estrogen  therapy, 
and  what  is  the  ultimate  prognosis  of  these 
cases? 

DR.  SARRATT.  Well,  estrogen  therapy 
results  in  the  development  of  the  breast  as 
we  said,  and  the  growth  of  axillary  and 
pubic  hair,  as  well  as  the  development  of 
internal  and  external  genitalia.  After  one 
or  two  years  of  treatment  the  sexual  status 
will  have  developed  enough  so  that  satis- 
factory sexual  relations  are  possible.  Little 
or  no  statural  growth  will  result,  since  in 
most  of  these  cases  the  epiphyses  are  closed 
or  nearly  closed  when  the  diagnosis  is  made. 
In  the  few  instances  in  which  stilbestrol  has 
been  used  in  patients  under  15  where  the 
epiphyses  were  found  to  be  open,  no  growth 
has  been  noted. 

This  condition  is  relatively  rare.  Only  50 
or  60  cases  have  been  reported  to  the  present 
time.  However,  the  syndrome  is  recognized 
a new  one  and  I am  sure  that  there  are 
numerous  cases  that  have  never  been  diag- 
nosed. Certainly  the  syndrome  is  clear 
cut  enough  to  warrant  diagnosis  without 
much  difficulty.  Treatment  results  in  a 
great  boost  in  the  patient’s  morale,  for  she 
comes  to  regard  herself  as  a normal  acting 
and  appearing  female  so  long  as  estrogen 
treatment  is  continued.  Discontinuation, 
however,  results  in  regression  of  the  vaginal 
mucosa  and  size  of  the  uterus  and  cervix; 
but  the  effects  on  breast  and  hair  growth 


persist  long  after  the  treatment  is  discon- 
tinued. The  therapy  can  be  resumed  when 
it  is  needed,  of  course.  Prognosis  for  a 
relatively  normal  life  is  good.  None  of  these 
patients  have  been  followed  more  than  10 
to  12  years  at  present,  but  there  is  some  in- 
dication that  they  are  subject  to  premature 
senility.  This  condition  is  thought  not  to 
be  familial. 

DR.  HARRY  E.  JONES.  Has  any  ex- 
perimental work  with  animals  been  done 
along  this  line?  Can  you  remove  the  ovaries 
in  a newborn  animal,  for  instance,  and  pro- 
duce anything  similar  to  this  picture? 

DR.  SARRATT.  To  my  knowledge,  no 
such  work  has  ever  been  done. 

DR.  JONES.  If  ever  the  transplantation 
of  tissue  becomes  feasible  as  postulated  by 
Dr.  Harry  Greene  of  Yale,  this  would  seem 
to  be  an  ideal  case  to  transplant  fetal  human 
ovarian  tissue  to  one  of  these  patients. 
Although  it  probably  would  not  produce  any 
change  in  the  stature,  as  you  stated,  at  least 
it  would  be  permanent  substitution  therapy 
for  the  lack  of  ovarian  hormone. 

DR.  TOWERY.  One  other  thing  we  can 
anticipate — as  she  is  given  estrogenic  ther- 
apy her  F.S.H.  titer  ought  to  fall,  and  that’s 
one  of  the  characteristic  relationships. 
When  she  is  on  adequate  substitution  ther- 
apy her  F.S.H.  ought  to  decline  to  a normal 
level. 


Pre-Diabetics:  What  becomes  of  them.  John,  H.  J. 

Am.  J.  Digest.  Dis.,  17:219,  1950. 

The  report  concerns  the  observations  made  by 
the  author  since  1921,  of  patients  regarded  as  pre- 
diabetics. These  patients  had  an  occasional  eleva- 
tion of  blood  sugar,  either  fasting  or  before  meals, 
or  during  the  course  of  a glucose  tolerance  test. 
In  all,  fifty-five  patients  were  followed  for  periods 
varying  between  one  and  twenty-five  years.  Twenty- 
four  of  the  group  have  remained  free  of  evidence 
of  diabetes.  Thirty-one  or  sixty  per  cent  devel- 
oped diabetes  mellitus.  The  case  histories  of  these 


thirty-one  patients  with  graphs  giving  the  details 
of  their  observation  are  presented.  The  majority 
of  the  thirty-one  patients  developed  the  disease 
during  the  5th  decade.  No  conclusions  could  be 
drawn  as  to  just  when  the  diabetes  would  develop. 
Therefore,  it  is  necessary  to  check  periodically  the 
urine  and  blood  sugar  of  any  patient  who  is  found 
at  any  time  to  have  an  abnormally  high  blood 
sugar. 

(Abstracted  for  the  Tennessee  Diabetes  Associa- 
tion by  Albert  Weinstein,  M.D.,  Nashville,  Tennes- 
see.) 
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CLINICO-PATHOLOGICAL 

CONFERENCE* 

A 48-year-old  white,  unmarried  female  nurse 
entered  the  Surgical  service  on  January  6,  1938, 
with  a complaint  of  stiffness  of  the  hands  and  feet. 

The  onset  of  her  symptoms  was  in  April,  1937, 
with  numbness  and  tingling  of  the  right  arm  distal 
to  the  elbow  and  right  leg  distal  to  the  knee.  Two 
weeks  later  she  noticed  a brownish  color  of  the  skin 
and  a swelling  of  both  hands  and  both  feet. 

She  had  loss  of  appetite,  became  nauseated  and 
vomited  frequently.  There  was  a complaint  of  a 
good  deal  of  “gas  on  her  stomach”  and  eructation 
and  a loss  of  38  pounds  in  weight.  There  were  no 
other  gastrointestinal  symptoms  and  the  type  of 
vomitus  was  not  significant. 

The  remainder  of  her  present  illness  related  to 
her  extremities.  In  May,  1937,  her  hands  became 
greatly  swollen,  painful,  frequently  felt  cold,  and 
she  lost  the  ability  to  use  her  hands  well.  She  had 
no  fever.  In  July  she  was  almost  forced  to  stop 
walking  because  these  symptoms  involved  her  feet. 
In  August  her  face  and  neck  became  affected  and 
most  of  the  swelling  disappeared  from  the  extrem- 
ities. The  skin  over  the  hands,  arms,  legs  and  feet 
became  hard,  shiny,  tight  and  the  color  changed 
from  brown  to  red.  These  symptoms  continued 
until  December,  after  which  time  there  was  a slight 
regression. 

The  past  history  was  not  contributory  except 
that  in  1919  she  had  frequency  of  urination,  hema- 
turia, and  burning  of  urination,  which  soon  cleared 
up  and  she  has  had  no  symptoms  referrable  to  the 
genito-urinary  system  since  then.  She  had  ex- 
perienced no  dyspnea  or  chest  pain. 

Family  History:  There  was  no  similar  disease  of 
the  extremities  in  any  of  her  relatives.  Five  mem- 
bers of  her  family  had  had  “kidney  trouble.” 

Physical  Examination:  The  skin  of  the  arms 
distal  to  the  elbow  and  of  the  legs  distal  to  the 
knees  was  tight,  shiny,  hard,  warm,  and  reddish 
purple  in  color.  Motion  of  the  fingers,  wrists,  toes 
and  ankles  was  markedly  limited.  Pulsation  of  the 
peripheral  arteries  was  excellent.  The  skin  of  the 
cheeks  and  of  the  neck  was  thick,  hard,  and  dis- 
colored in  areas.  The  remainder  of  the  skin  was 
normal.  The  fundi  showed  no  abnormality.  There 
was  no  general  glandular  enlargement.  The  heart 
was  slightly  enlarged,  but  there  was  no  murmur. 
The  blood  pressure  was  160/90.  The  abdomen  was 
negative;  small  hemorrhoids  were  present.  Sen- 
sory examination  showed  slight  to  marked  impair- 
ment to  temperature  and  to  touch  over  the  arms, 
hands,  legs  and  feet.  There  was  slight  pitting 
edema  of  the  lower  extremities. 

Laboratory  Work:  There  was  no  anemia;  the 
white  cell  count  was  5,900  with  a normal  differen- 
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tial  picture.  The  urine  showed  a specific  gravity 
of  1.013,  negative  for  albumin  and  sugar;  there 
were  occasional  white  and  red  cells  and  an  occa- 
sional cast.  The  serum  proteins,  NPN,  calcium  and 
phosphorus  were  normal.  Blood  sugar  was  114  mg. 
per  cent.  B.M.R.  plus  4 per  cent. 

Special  Studies:  Thermocouple  readings  showed 
the  skin  temperature  to  be  normal  (33  to  34  C.) 
everywhere  except  on  the  soles  of  the  feet,  toes, 
dorsum  of  the  hands  and  fingers  (26.2  to  32  C.). 
The  posterior  tibial  nerve  on  the  right  was  anes- 
thetized with  novocain  and  the  area  corresponding 
to  its  distribution  became  2 to  3 C.  warmer  than 
the  corresponding  unanesthetized  side. 

Course  in  Hospital:  The  appearance  of  the  ex- 
tremities varied.  At  times  they  were  red,  suffused, 
swollen,  and  at  these  times  the  patient  complained 
of  a tingling,  prickly  sensation.  At  other  times 
they  were  pale,  cooler,  the  skin  was  less  tense,  and 
patient  was  more  comfortable.  One  intravenous  in- 
jection of  calcium  gluconate  gave  transient  relief. 
X-rays  of  hands  and  feet  were  normal ; those  of  the 
spine  and  skull  were  essentially  normal,  and  those 
of  the  long  bones  showed  a zone  of  increased  pene- 
tration near  the  ends. 

On  January  14  an  operation  for  the  purpose  of 
removing  part  of  the  parathyroid  tissue  was  per- 
formed. At  operation  six  separate  parathyroid 
bodies  were  identified,  two  being  aberrant.  Most 
of  those  appeared  larger  than  normal.  Three  of 
the  parathyroid  bodies  were  removed  in  toto  and 
part  of  a fourth  was  removed  and  a silk  thread 
put  through  its  capsule  for  subsequent  identification 
(superior  pole,  left  lobe  thyroid).  It  was  noted  at 
operation  that  the  subcutaneous  tissue  and  skin 
were  sclerosed  and  the  thyroid  had  the  appearance 
of  that  seen  in  thyroiditis. 

The  immediate  postoperative  course  was  good. 
The  day  following  operation  the  extremities  felt 
warmer  and  she  could  move  her  fingers  better.  Dur- 
ing the  next  few  days  she  was  symptomatically 
considerably  improved  and  some  of  the  abnormal 
skin  areas  over  the  upper  thorax  and  neck  almost 
disappeared. 

On  January  26  she  began  to  have  mild  cramping 
pain  in  the  left  side  of  her  neck.  January  30  and 
February  1 she  had  two  separate  episodes  which 
were  characterized  by  sudden  dyspnea,  cough,  large 
amounts  of  frothy,  bloody  sputum.  No  chest  pain 
occurred  with  the  first  attack  but  slightly  so  with 
the  second.  The  B.P.  rose  to  215  systolic.  Many 
moist  rales  were  scattered  throughout  both  lungs 
especially  at  the  bases.  The  first  attack  was  re- 
lieved by  morphine.  During  the  second  attack  she 
became  intensely  cyanotic,  pale  and  sweaty  and 
looked  as  if  she  were  going  to  die.  Morphine  and 
an  800  cc.  phlebotomy  relieved  the  acute  symptoms, 
and  she  was  later  put  in  an  oxygen  tent  and  digi- 
talized. W.B.C.  count  was  17,000;  2 days  later  it 
rose  to  30,000.  An  X-ray  of  her  chest  showed  en- 
largment  of  the  heart  and  old  healed  tuberculosis 
of  each  apex. 
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On  February  2 hyperactive  reflexes  were  noted. 
She  was  started  on  calcium  lactate  .6  Grn.  4 times 
daily.  On  February  7 she  ceased  eating,  became 
nauseated,  and  was  fed  by  stomach  tube.  She  began 
having  slight  fever  which  reached  100  (rectal)  by 
February  7 ; following  this  fever  continued  up  to 
100  until  the  time  of  her  death.  She  had  no 
diarrhea.  February  11  twitching  of  the  hands  and 
wrists  was  noted,  and  this  spread  to  the  muscles  of 
the  head  and  neck.  Laryngeal  stridor  was  noted  the 
next  day.  Blood  calcium  February  12  was  6.0  mg. 
percent,  phosphorus  8.3  mg.  percent,  NPN  180  mg. 
percent.  Urine  showed  a sp.  gr.  of  1.010,  albumin 
3 plus,  sugar  0,  numerous  coarsely  granular  casts, 
many  w.b.c.,  no  r.b.c.  She  became  stuporous,  then 
comatose.  Large  amounts  of  intravenous  calcium 
and  subcutaneous  parathormone  were  given  with 
some  improvement  for  about  24  hours.  She  became 
anuric  and  secreted  only  a few  cubic  centimeters 
of  urine  daily  until  the  time  of  death.  On  February 
13  total  serum  protein  was  4.8,  albumin  2.6,  glob- 
ulin 2.2  Gin.  percent.  The  NPN  on  February  14, 
205.  A secondary  anemia  developed  during  the  last 
10  days  of  life  which  reached  a level  of  7.5  Gm.  of 
Hb.  and  3.0  million  r.b.c.  on  February  14.  She 
remained  comatose  and  died  on  February  15. 

Clinical  Discussion 

It  is  unfortunate  that  this  patient  was 
first  admitted  to  the  Surgical  service. 

The  description  in  the  physical  examina- 
tion is  typical  of  scleroderma.  Her  first 
symptom,  that  of  numbness  and  tingling, 
can  be  related  to  impaired  circulation  asso- 
ciated with  loss  of  turgor  in  skin  areas 
where  the  tissue  is  quite  thick.  In  addition 
to  sensory  changes  a hard  type  of  edema 
develops  and  there  is  frequently  a brownish 
pigmentation  and  a bluish  discoloration  or 
a mottling  of  the  skin.  The  lesion  is  fre- 
quently distributed  distally  in  the  extremi- 
ties while  proximal  parts  remain  normal. 
The  skin  of  the  cheeks,  ulna  surface  of  the 
arm,  over  the  elbow  and  spine  is  a frequent 
site  of  change.  Loss  of  appetite  and  vom- 
iting occur  often.  Changes  in  the  esopha- 
gus renders  the  tube  rigid  and  food  enters 
the  stomach  rapidly  and  abruptly  bringing 
on  nausea.  This  phenomenon  can  be  dem- 
onstrated fluoroscopicallv  and  may  point  to 
the  diagnosis.  Another  radiographic  find- 
ing of  significance  are  the  areas  of  in- 
creased penetration  near  the  ends  of  long 
bones.  This  abnormality  of  bones  differs 
from  that  of  hyperparathyroidism,  in  which 
the  changes  are  generalized. 

Further  the  disease  is  one  of  the  middle 


years  and  is  more  commonly  seen  in  women 
than  in  men. 

Two  other  diagnoses  which  should  be 
considered  are  Raynaud’s  disease  with  par- 
esthesia and  rheumatoid  arthritis.  How- 
ever, these  are  not  likely  in  the  face  of  the 
available  information. 

As  to  dermatomyositis  this  patient  did 
not  show  the  weakness  or  pain  expected  in 
this  disease,  and  most  of  her  symptoms  and 
signs  were  at  distal  points  on  the  body. 

The  fact  that  this  lady  died  with  uremia 
is  interesting  but  difficult  to  explain.  Vas- 
cular lesions  of  scleroderma  can  occur  in  the 
kidney  and  this  is  a possibility  in  this  case. 
However,  the  chemical  imbalance  initiated 
by  removal  of  the  parathyroids  may  be  an 
important  factor.  Also  the  episodes  involv- 
ing circulatory  collapse  may  have  reduced 
renal  blood  flow  to  the  point  where  irrepar- 
able damage  resulted. 

CLINICAL  DIAGNOSIS:  Scleroderma. 

Pathological  Discussion 

Sections  from  this  patient’s  skin  showed 
an  increase  in  collagenous  elements,  endar- 
terial  thickening  of  blood  vessels  and  peri- 
vascular accumulations  of  lymphocytes  and 
atrophy  of  gland  changes  pointing  to  sclero- 
derma. In  addition  she  had  a chronic  thy- 
roiditis and  focal  scarring  of  the  myocar- 
dium. 

Other  changes  were  related  to  an  acute 
arterial  lesion,  necrotizing  in  type.  Lesions 
of  this  type  were  found  in  the  kidney,  pan- 
creas and  gastro-intestinal  tract.  The  renal 
lesion  was  extensive  and  consisted  of  multi- 
ple thromboses  and  infarction  of  the  renal 
cortex.  The  vessels  here  showed  swelling 
and  necrosis. 

A portion  of  one  parathyroid  gland  was 
found.  This  showed  an  inflammatory  exu- 
date in  relation  to  a suture  through  the  sub- 
stance of  the  gland. 

The  ribs,  skull  and  vertebra  contained  an 
increased  amount  of  calcium. 

The  anatomical  picture  is  one  of  diffuse 
scleroderma.  It  is  possible  that  the  more 
acute  lesions  are  evidence  of  a hypersensi- 
tive element  in  this  disease. 
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President's  Message 

EMERGENCY  MEDICAL  SERVICE 


It  was  my  priv- 
ilege to  attend  a 
meeting  in  Chicago 
on  September  10th 
and  hear  a rather 
detailed  discussion 
from  representa- 
atives  from  Wis- 
consin, Minnesota, 
Michigan,  Ken- 
tucky, Iowa,  Mis- 
souri, Kansas  and 
Tennessee  on  the  above  subject.  Also  pres- 
ent was  our  state  chairman,  Dr.  James 
Gardner,  and  Dr.  W.  C.  Dixon  from  Nash- 
ville. All  of  the  above  states  are  making 
definite  plans  for  the  organization  of  this 
service. 

It  was  the  consensus  of  opinion  of  this 
group  attending  this  session  that  if  our 
country  becomes  engaged  in  a major  con- 
flict, bombing  of  our  cities  will  be  inevitable. 
Furthermore  the  type  of  bombing  we  must 
concern  ourselves  with  is  the  atom  bomb. 

Dr.  George  Line  gave  a very  interesting- 
discussion  on  what  might  happen  if  an  atom 
bomb  is  dropped.  The  actual  destruction 
an  atom  bomb  might  cause  is  not  definitely 
known,  and  we  can  only  speculate  on  the 
effects  of  the  proposed  hydrogen  bomb, 
which  is  expected  to  be  1,000  times  more 
powerful  than  the  Hiroshima  bomb.  We 
do  know,  however,  that  a bomb  such  as 
dropped  on  Hiroshima  would  cause  total  de- 
struction and  serious  damage  within  an 
area  of  two  miles  of  the  blast.  Additional 
damage  would  extend  four  miles  around  the 
blast.  An  atom  exploding  in  the  heart  of  a 
large  city  would  probably  result  in  50,000 
dead  and  another  50,000  seriously  injured 
or  burned. 

Proper  care  for  a single  burn  case  would 


require  42  tanks  of  oxygen,  three  nurses. 
36  pints  of  plasma,  2.7  miles  of  gauze,  40 
pints  of  whole  blood,  100  pints  of  other 
fluids,  morphine,  antibiotics  and  other  es- 
sentials. One  item  alone,  whole  blood,  il- 
lustrates the  increased  magnitude  of  the 
emergency  medical  program.  In  a city  of 
one  million  population  there  would  be  about 
50,000  burn  cases  from  one  bomb  and  would 
require  w'hole  blood  at  the  rate  of  250,000 
pints  the  first  three  weeks. 

Since  war  is  probable  we  must  create 
some  sort  of  defense  against  atom  bombs 
for  aid  in  case  an  enemy  bombing  mission 
reaches  its  target.  Such  plans  are  now  being 
made  by  Dr.  Gardner  and  his  committee. 
The  first  line  of  defense  in  the  United  States 
is  a warning  system.  The  United  States 
and  Canada  are  now  spending  $175,000,000 
a year  to  build  a radar  screen  from  Green- 
land to  Alaska.  Organized  behind  that 
screen  for  a depth  of  1,000  miles  will  be  a 
force  of  1,500,000  civilian  air  raid  spotters. 

Should  this  country  become  involved  in 
a major  war  it  will  probably  open  with  an 
attack  which  will  make  every  home,  every 
place  of  business  and  factory,  every  nursery, 
every  school  a war  front.  In  this  program 
there  will  be  a place  for  every  able  bodied 
man  and  woman. 

A satisfactory  civilian  defense  program 
is  going  to  make  demands  on  all  of  us.  We 
cannot  do  with  less  than  a satisfactory  pro- 
gram— one  that  will  assure  our  people  the 
safety  and  security  they  are  entitled  to  have 
in  case  of  a full  scale  war. 


Uh 
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MERCURIAL  DIURETICS 

This  group  of  drugs  has  gained  wide- 
spread use  because  of  their  great  value 
in  the  management  of  conditions  character- 
ized by  water  retention.  Their  application 
has  been  furthered  particularly  in  the  ever 
increasing  number  of  persons  having  con- 
gestive heart  failure,  having  survived  pneu- 
monia and  other  complications  because  of 
advances  in  modern  therapy. 

In  the  past  several  years,  possibly  be- 
cause of  the  extended  use  of  the  mercurial 
diuretics,  we  are  hearing  more  and  more 
concerning  the  hazards  attendant  to  their 
use.  This  is  true  whether  the  preparation 
is  Salyrgen,  Mercupurin,  or  other  less  com- 
monly used  mercurials.  (The  first  death  fol- 
lowing the  use  of  Mercuhydrin  appeared  in 
1949.)  The  physician  who  uses  these  sub- 
stances must  keep  the  possibility  of  un- 
toward reactions  in  mind.  These  seem 
classifiable  into  three  types  of  reactions. 

The  first  and  least  significant  are  of  the 
“anaphylactoid”  type,  at  times  classified 
as  allergic.  These  are  probably  related  to 


the  organic  portion  of  the  mercurial  com- 
pound. The  symptoms  may  be  urticaria, 
erythema,  asthma  and  pulmonary  edema. 
They  are  essentially  the  same  as  the  nitri- 
toid  reaction  encountered  in  the  past  with 
old  arsphenamine,  neoarsphenamine  and 
tetraiodophenolphthalein.  Such  reactions 
can  be  avoided  by  changing  to  another 
mercurial  diuretic.  Positive  patch  tests  are 
demonstrated  in  these  cases. 

The  second  and  more  important  type  of 
reaction  is  one  appearing  immediately  or 
soon  after  injection.  This  contributes  to 
the  immediate  fatalities  after  intravenous 
injections.  In  1948  Kaufman1  collected 
31  instances  of  immediate  fatalities  and 
added  another.  Many  more  near-fatalities 
have  been  reported  and  no  doubt  there  have 
been  many  unreported  cases.  Of  these  32 
deaths,  16  occurred  in  patients  with  con- 
gestive heart  failure,  5 in  those  with 
nephritis  or  nephrosis  and  in  1 the  reason 
for  use  of  a mercurial  diuretic  was  un- 
known. In  6 death  followed  the  first  in- 
jection; in  11  it  followed  the  second  to 
fourth ; some  had  had  42  to  100  and  even 
200  previous  injections.  The  usual  dose 
was  2 cc.  in  adults  and  1 cc.  in  children. 

The  symptomatology  of  the  immediate 
reactions  has  been  described  as  coming  on 
within  several  minutes  of  injection  with 
gasping  breathing,  cyanosis  and  pallor, 
dyspnea,  orthopnea  and  substernal  discom- 
fort. Tachycardia,  palpitation,  cardiac  ir- 
regularities and  a drop  of  blood  pressure 
occur.  Convulsions  may  take  place.  (Some 
of  the  patients  with  such  an  onset  recover 
spontaneously.) 

It  has  been  known  for  30  years  that 
mercury  salts  have  a toxic  effect  upon  the 
myocardium.  At  that  time  it  was  learned 
that  inorganic  and  organic  salts  of  mercury 
are  capable  of  inducing  ventricular  flutter 
and  fibrillation  in  cats  and  dogs.  More  re- 
cently it  has  been  shown  experimentally  that 
in  dogs,  Salyrgen  and  Mercupurin  caused 
fatal  ventricular  fibrillation  as  shown  by  the 
electrocardiogram.  Mercuhydrin  produced 
ventricular  asystole.  Three  reports  include 
electrocardiograms  in  human  beings.  Two 

’Kaufman,  R.  E. : Immediate  Fatalities  After 
Intravenous  Mercurial  Diuretics,  Ann.  Int.  Med., 
28:1040,  1948. 
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were  in  fatalities  due  to  ventricular  fibril- 
lation ; one,  in  a patient  who  had  a severe 
immediate  reaction  with  recovery,  showed 
ventricular  premature  contractions  and 
paroxysmal  ventricular  tachycardia. 

The  third  way  in  which  mercurial 
diuretics  may  have  an  ill  effect  is  in  their 
over-use  especially  in  the  patient  managed 
on  a low  sodium  chloride  intake.  The  term 
“low  salt  syndrome"  has  been  suggested  for 
this.-  Schroeder  states  that  this  syndrome 
is  characterized  by:  “(1)  a successive  de- 
pression of  urinary  volume  over  a period 
of  several  days;  (2)  a depression  of  urinary 
chlorides  to  negligible  quantities;  (3)  a 
rapid  progressive  gain  of  body  weight;  (4) 
an  elevation  of  the  nonprotein  nitrogen  con- 
tent of  the  blood;  (5)  a fall  in  the  plasma 
levels  of  chloride  and  sodium,  and  (6)  oc- 
casionally an  elevation  of  the  cardiac  rate.” 
Such  a patient  may  suffer  from  weakness 
and  lethargy,  anorexia,  nausea,  vomiting 
and  thirst.  Muscular  and  abdominal  cramp- 
ing may  occur.  Edema  may  be  accentuated. 
Impaired  renal  function  is  usually  present. 

The  “low  salt  syndrome”  seems  to  be  a 
state  in  which  renal  insufficiency  results 
from  a disturbance  of  the  normal  sodium 
content  in  the  extracellular  fluids,  and  re- 
sults in  water  retention  further  diluting 
electrolytes.  This  may  occur  by  the  de- 
pletion of  the  body  of  sodium  chloride 
through  the  use  of  mercurial  diuretics,  es- 
pecially if  the  patient  is  on  a low  salt  diet. 
Then  a renal  “shut-down”  occurs  and 
diuresis  does  not  occur.  This  appears  to 
be  related  to  the  low  sodium  chloride  level 
in  the  plasma  or  extracellular  fluid  which 
may  either  cause  a reduced  renal  blood  flow 
or  increased  tubular  resorption  with  water 
moving  into  the  cells  and  thus  interfering 
with  normal  physiologic  activity.  Then  the 
output  of  urine  decreases  in  volume  and 
nitrogen  retention  occurs  to  end  in  uremia. 
Continued  intake  of  water  accentuates  the 
edema  since  the  kidneys  can  no  longer  put 
it  out.  The  condition  often  is  irreversible 
and  death  ensues. 

Mercurial  diuretics  are  such  valuable 
adjuncts  in  the  treatment  of  congestive 


•’Schroeder,  H.  A. : Renal  Failure  Associated 
with  Low  Extracellular  Sodium  Chloride,  J.A.M.A., 
141:117,  1949. 


heart  failure  especially  that  they  cannot 
be  discarded  because  of  occasional  fatalities. 
However,  some  modifications  in  their  use 
may  eliminate  the  potential  dangers. 

The  immediate  fatalities  resulting  from 
intravenous  medication  can  be  eliminated 
by  intramuscular  injections,  (Mercuhydrin 
is  the  least  irritating)  or  by  the  use  of  oral 
or  rectal  preparations.  It  is  recognized 
that  these  routes  may  be  unsuccessful  and 
the  intravenous  use  be  imperative.  It 
seems  that  if  a 1 cc.  dose  will  be  effective, 
it  is  needless  to  use  twice  this  amount.  Since 
many  of  the  immediate  deaths  have  followed 
the  first  few  injections,  smaller  dosages 
might  be  used  in  the  first  several  injections. 
The  slow  injection  of  intravenously  admin- 
istered mercurials  may  be  a safeguard.  The 
amount  of  mercurial  and  frequency  of  in- 
jections may  be  kept  at  a minimum  if  the 
patient  is  given  5 to  10  Gm.  of  ammonium 
chloride  daily  for  2 or  3 days  before  the 
injection  of  a mercurial.  This  drug  enhances 
the  diuretic  effect.  If  any  type  of  reaction 
occurs,  the  use  of  future  injections  of  a 
mercurial  diuretic  is  probably  unwise. 

The  symptoms  of  low  salt  syndrome 
should  be  carefully  watched  for  in  those  pa- 
tients maintained  on  a low  salt  diet.  They 
are  particularly  subject  to  this  derangement 
and,  in  such  instances  the  injections  of 
mercurial  diuretics  should  be  widely  spaced. 
If  symptoms  of  the  low  salt  syndrome  ap- 
pear, treatment  to  re-establish  electrolyte 
balance  must  be  begun  at  the  earliest 
moment  to  avoid  a fatal  outcome. 

R.  H.  K. 

* 

THE  PHYSICIAN  AS  CITIZEN 

In  his  address  to  the  House  of  Delegates 
last  June,  President  Ernest  E.  Irons  said, 
“Physicians  in  every  community  must  ac- 
cept and  take  on  the  responsibilities  of 
citizenship.  First  they  must  register  and 
then  vote.  A survey  taken  recently  dis- 
closed that  13  per  cent  of  physicians  in  the 
localities  surveyed  were  not  registered,  in 
fact,  22  per  cent  did  not  vote.”1 

The  physician  must  be  interested  in,  and 
be  aware  of  the  trends  which  have  been  in 
force  some  fifteen  or  more  years,  not  mere- 


M.A.M.A.,  143:977,  July  15.  1950. 
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ly  in  selfish  terms  but  in  the  general  effects 
upon  the  country  at  large.  Governmental 
interest  in  medicine  is  but  a small  facet  in 
the  socialistic  pattern  as  a whole.  The  phy- 
sician belongs  to  that  segment  of  the  elec- 
torate which  is  capable  of  independent 
thinking.  The  intelligent  in  the  electorate 
always  make  up  the  minority  and,  unless 
they  demonstrate  their  strength,  wid  be 
woefully  outnumbered  by  those  who  may 
easily  be  molded  in  the  hands  of  dema- 
gogues. 

The  physician  then  must  join  the  non- 
medical citizens  who  have  sufficient  vision 
to  wish  to  maintain  a land  of  opportunity, 
as  against  a welfare-state,  for  their  children 
and  future  generations.  As  Dr.  Irons  went 
on  to  say,  “The  only  sound  and  consistent 
position  for  American  medicine  and  the 
American  people  is  that  of  opposition  to 
any  measures  related  to  the  progress  of  the 
socialist  welfare  state.  . . . These  objectives 
can  be  attained  more  safely  and  effectively 
by  local  and  state  efforts  after  appropriate 
thorough  education  of  the  public.  . . . The 
successful  program  of  local  and  state  service 
to  the  sick  and  needy  must  not  be  nullified 
by  dominating  interference  of  selfish  federal 
bureaucracies.  Programs  for  preventive 
medicine  must  be  advanced  and  not  diverted 
by  the  destructive  effects  of  socialized 
medicine  on  the  quality  of  medical  service 
to  the  public. 

“Medicine  will  flourish  and  progress  only 
in  a sound  economy.  Our  efforts,  therefore, 
must  concern  not  only  the  interests  of  good 
medicine  but  also  the  maintenance  of  free 
enterprise  and  solvent  finance  in  American 
life.  We  must  labor  to  maintain  the  personal 
freedom  and  initiative  of  our  citizens.  Our 
funds  then  will  be  available  to  help  the 
needy  and  improve  the  conditions  of  other 
citizens  by  local  measures ; citizens  will  not 
lose  their  initiative  and  sense  of  personal 
responsibility  to  the  state.  . . . 

“Do  we  as  people  wish  to  rush  down  the 
socialist  road  after  Great  Britain?  The 
answer  obviously  is  ‘no,’  but  we  must 
present  forcefully  our  convictions.  We  as 
physicians  and  citizens  shall  not  relax  until, 
with  other  patriotic  groups  in  business,  on 
the  farm,  in  the  other  professions  and  labor, 
we  shall  have  rolled  back  the  socialist  flood 


that  threatens  to  engulf  our  American  free- 
dom and  our  solvency.” 

* R.  H.  K. 

BLOOD  BANKS 

If  a national  disaster,  such  as  atomic 
warfare,  were  to  strike,  the  blood  banks 
of  the  country  would  play  a role  of  in- 
calculable importance.  No  doubt  those  re- 
sponsible for  the  establishment  of  the  Red 
Cross  Blood  Centers  visualized  each  as  a 
unit  of  such  administrative  and  organiza- 
tional set  up  that  the  prompt  addition  of 
a few  doctors,  nurses  and  medical  students 
could  enormously  expand  its  activities.  One 
needs  to  exercise  his  imagination  only  a bit 
to  see  these  potentialities  of  the  Red  Cross 
Blood  Center  in  the  pattern  of  Civilian 
Defense  measures. 

The  American  Medical  Association  has 
published  a report  of  a survey  made  by  the 
Bureau  of  Medical  Economic  Research  for 
the  Committee  on  Blood  Banks.*  A map 
supplement  shows  the  location  of  the  1,636 
blood  banks  and  centers  in  the  951  cities. 
It  is  estimated  in  the  survey  that  3,500,000 
units  of  blood  were  used  in  hospitals  during 
1949.  There  are  31  Red  Cross  Regional 
Blood  Centers,  1,571  hospital  blood  banks 
and  46  non-hospital  blood  banks. 

The  following  items  from  the  summary 
of  the  report  are  of  interest.  Hospital 
blood  banks  issue  about  60  per  cent  of  the 
3.5  million  units  of  blood  used ; Red  Cross 
Regional  Centers  issue  12  per  cent;  non- 
hospital blood  banks  issue  8 per  cent ; the 
remaining  20  per  cent  come  from  “walking 
blood  banks”  and  those  hospitals  not 
answering  the  questionnaire.  The  inventory 
of  whole  blood  current  at  the  time  of  the 
survey  was  76,000  units.  Blood  banks  and 
centers  have  equipment  and  personnel  to 
bleed  5,500  donors  simultaneously  or 
440,000  in  a 40  hour  week.  (In  an  emer- 
gency it  seems  quite  obvious  that  this  capa- 
city could  be  extended  greatly.) 

No  information  could  be  gained,  because 
of  incompleteness,  relative  to  the  prepara- 
tion of  plasma  and  the  number  of  units 
supplied. 

"Survey  of  Blood  Banks  in  the  United  States 
and  Possessions : A Report  to  the  Committee  on 
Blood  Banks  and  a Map  Supplement,  American 
Medical  Association,  Chicago,  1950,  36  pages. 
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This  survey  reveals  where  we  as  a coun- 
try stand  in  an  activity  most  crucial  in  com- 
bating the  effects  of  atomic  bombing. 

R.  H.  K. 

* 

THE  POSTGRADUATE  EDUCATION  OF  THE 
GENERAL  PRACTITIONER 

Recently  it  was  pointed  out  in  these 
columns  that  about  sixty  per  cent  of  the 
physicians  listed  in  the  new  A.M.A.  direc- 
tory are  engaged  in  general  practice.1  These 
physicians  can  and  should  ably  manage  the 
majority  of  conditions  requiring  medical 
attention.  (Some  have  estimated  that  more 
than  ninety  per  cent  of  illnesses  can  be 
treated  adequately  by  the  family  physi- 
cian.) It  is  needless  to  point  out  that  this 
is  most  fortunately  true  since  the  family 
physician  is  more  often  than  not  the  sole 
medical  attendant  in  illness  because  of  geo- 
graphic, economic  and  physician-patient 
relationships. 

The  fact  that  medical  science  has  made 
such  great  strides  in  the  past  couple  of  dec- 
ades does  not  necessarily  make  the  man- 
agement of  patients  more  complicated  for 
the  family  physician.  In  fact  in  some  fields 
it  has  simplified  some  of  his  problems. 
When  your  editor  thinks  of  his  daily  rounds 
years  ago,  during  the  winter  months,  in  the 
homes  of  those  having  pneumonia  he  envies 
the  present  day  family  physician  his  peni- 
cillin. This  is  true  of  other  infectious  dis- 
eases as  well. 

Since  some  two-thirds  of  our  physicians 
are  to  care  for  the  majority  of  illnesses  of 
the  population  this  question  is  very  perti- 
nent,— Have  our  medical  educational  agen- 
cies, medical  schools  and  hospitals,  offered 
the  type  of  training  so  necessary  for  the 
general  practice  of  medicine?  Your  editor, 
having  for  several  years  practiced  medicine 
far  from  academic  circles  and  for  a brief 
interval  as  a general  practitioner  in  an  iso- 
lated mining  community,  feels  the  answer 
must  be  in  the  negative. 

The  American  Academy  of  General  Prac- 
tice is  making  laudable  efforts  in  providing 
for  continuation  courses  and  postgraduate 
opportunities.  These  must  be  extended.  In 

'Physicians  and  Medical  Care,  J.  Tenn.  M.A.,  43: 
291,  1950. 


such  fields  medical  schools  should  be  active; 
they  should  be  the  center  from  which  post- 
graduate education  in  the  field  is  activated. 
On  the  whole  the  medical  colleges  of  this 
country  have  failed  woefully  in  this 
province  through  a peculiar  feeling  that 
responsibility  in  medical  education  ceases 
with  the  conferring  of  an  M.U.  degree. 
Fortunately  the  past  decade  or  so  has  seen 
increasing  activity  on  the  part  of  some  med- 
ical schools  (especially  those  of  the  middle 
western  states)  in  carrying  postgraduate 
education  to  the  general  practitioner  in  the 
field. 

At  the  moment,  however,  your  editor  is 
concerned  with  the  postgraduate  training 
of  the  man  about  to  enter  general  practice. 
Is  his  preparation  what  it  should  be?  De- 
cidedly not. 

The  errors  and  shortcomings  in  this  stem 
to  some  extent  from  the  attitudes  in  many 
of  the  medical  schools.  In  the  emphasis 
on  the  “science”  of  medicine  a superiority 
complex  unaccountably  develops  toward  the 
general  practitioner  who  is  isolated  from 
these  often  interesting,  but  not  necessarily 
essential  attributes  in  providing  adequate 
medical  care.  The  medical  student  living 
and  breathing  this  atmosphere  commonly 
is  deterred  from  going  on  with  a former 
intention  of  entering  general  practice.  The 
more  promising  student,  if  he  had  such  a 
goal  in  mind,  is  usually  side-tracked  by  of- 
fers in  the  research  field  or  in  residency 
training  in  the  field  of  a specialty.  Thus 
the  body  of  family  physicians  loses  another 
excellent  potential  recruit.  (Surely  it  takes 
a keener,  thinking  individual  relying  on  his 
five  senses  and  judgment,  to  be  a good  gen- 
eral practitioner  than  it  does  to  be  a good 
specialist  with  a battery  of  diagnostic  and 
laboratory  aids.  ) 

Thus  many  of  the  graduates  entering  gen- 
eral practice  do  so  because  of  economic  pres- 
sures, or  because  they  have  been  denied  the 
aura  of  specialty  residency  training.  It  is 
in  the  training  offered  these  men  that  your 
editor  feels  postgraduate  education  has 
been  short-sighted.  Some  medical  schools 
are  beginning  to  show  interest  in  this  type 
of  training.  More  should  awaken  to  the 
needs.  Nevertheless,  the  all  too  common 
view,  often  openly  expressed,  is  that  the 
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university  hospital  has  as  a function  the 
training  of  specialists,  leaving  the  intern- 
ship in  a hospital  of  less  favorable  standing 
to  supply  the  training  of  the  man  entering 
general  practice.  The  more  prominent  indi- 
viduals on  the  staffs  of  such  hospitals  are 
usually  busy  specialists  and  thus  the  special 
type  of  training  needed  for  general  practice 
is  neglected.  The  university  hospitals 
actually  should  be  the  ideal  spot  for  the 
training  of  the  general  practitioner.  Here 
are  men  trained  in  teaching,  having  a flair 
for  teaching,  usually  less  hurried  than  is 
true  of  the  staff  of  the  private  hospital, 
where  so  many  of  the  men  entering  general 
practice  serve  their  internships. 

What  should  this  postgraduate  training 
of  the  potential  general  practitioner  consist 
of?  At  least  two  years  should  be  spent  in 
preparation  for  practice.  The  first  year 
may  well  be  that  of  the  routine  rotating 
internship.  He  can  thus  extend  the  hospital 
experience  of  his  fourth  year  in  medical 
school,  differing  because  of  some  responsi- 
bility now.  Certainly  he  does  not  need  an 
extended  experience  in  the  operating  room 
assisting  at  major  operations.  He  should 
be  exposed  to  plenty  of  good  obstetrical 
practice,  and  his  experience  in  medicine 
and  pediatrics  should  be  intensive. 

His  second  year  should  be  of  a type  which 
would  offer  experience  in  the  management 
of  problems  cared  for  in  the  office.  He 
should  have  experience  in  good  office  prac- 
tice as  demonstrated  in  the  medical  clinic, 
the  pediatric  clinic  and  well  baby  clinic. 
He  should  meet  the  problems  of  the  eye, 
ear,  nose  and  throat  clinics,  as  well  as  the 
gynecologic  clinic  and  others.  In  this  year 
he  should  have  some  experience  in  psychi- 
atry and  intensive  work  in  obstetrics  and 
in  the  emergency  and  accident  surgical 
clinics. 

The  training  must  be  of  a special  kind, — 
not  only  in  the  treatment  of  the  diseases 
he  is  expected  to  encounter  in  the  home 
and  office,  but  especially  in  their  diagnosis. 
It  is  not  being  melodramatic  to  say  that  not 
uncommonly  the  patient’s  life  or  future 
health  lies  in  the  family  physician’s  hands. 
He  is  the  first  to  see  the  patient  in  the  in- 
cipiency  of  disease.  The  diagnostic  acumen 
and  the  niceties  of  judgment  of  the  physi- 


cian are  of  incalculable  importance  to  the 
patients  under  certain  circumstances.  Must 
the  victim  of  the  auto  accident  be  placed 
in  an  ambulance  and  taken  to  a neurosur- 
geon fifty  miles  distant?  Is  this  an  ectopic 
pregnancy?  Must  a given  patient  be  sent  to 
the  hospital  because  of  acute  appendicitis? 
Does  a clinical  picture  indicate  the  likeli- 
hood of  meningitis?  Is  labor  likely  to  be 
difficult  because  of  a mildly  contracted 
pelvis?  Had  this  compound  fracture  better 
be  sent  to  a specialist  seventy-five  miles 
distant?  Might  these  visual  symptoms 
suggest  study  for  brain  tumor?  Does  a 
given  clinical  picture  suggest  early  pul- 
monary tuberculosis  and  the  need  for  diag- 
nostic studies?  Must  this  nodule  in  the 
breast  be  removed  by  a surgeon ; does  that 
cervical  erosion  need  a biopsy?  Is  this  a 
psychoneurosis  or  does  it  represent  the  be- 
ginning of  a depression  with  suicidal  ten- 
dencies? All  these  problems  confront  the 
general  practitioner  periodically,  in  addi- 
tion to  the  colds,  lacerations,  furuncles, 
normal  labors,  hemorrhoids,  tonsillitis,  et 
cetera.  Thus  it  is  no  exaggeration  to  say 
that  thousands  of  lives  actually  are  in  the 
hands  of  the  family  physician.  The  reduc- 
tion in  maternal  mortality,  the  betterment 
of  child  health,  and  the  early  diagnosis  of 
tuberculosis  and  cancer,  and  the  salvaging 
of  lives  in  these  diseases,  rests  in  the  main 
on  the  shoulders  of  the  general  practitioner 
and  not  on  those  of  the  specialist. 

On  the  whole  the  postgraduate  training 
of  our  future  general  practitioners  is  not 
providing  the  background  to  handle  these 
problems.  In  these  days  of  demagogues’ 
demands  for  “better”  medical  attention  for 
the  populace,  administrators  of  university 
and  other  good  hospitals  might  well  give 
thought  to  the  training  of  general  practi- 
tioners. 

No  better  closing  paragraph  could  be 
written  than  that  by  Dr.  Maurice  Pincoffs:- 
“If  the  faculty  of  our  schools  would  accept 
and  act  upon  the  principle  that  the  objec- 
tive in  postgraduate  training  in  their  hos- 
pitals and  clinics  is  not  solely  to  reproduce 
their  likes,  but  also  to  train  men  for  the 


-Pincoffs,  Maurice:  President’s  Address.  Trans. 
Am.  Clin,  and  Climated.  Assoc.,  61:1,  1949. 
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specific  demands  of  general  practice,  a first 
vital  step  would  be  taken  to  regain  a more 
normal  balance  between  the  different  parts 
of  our  medical  organization.  Not  only 
would  some  of  the  damage  done  to  the 
prestige  of  general  practice  be  repaired  but 
such  specially  trained  men  would  in  time 
enlarge  again  the  proper  field  of  general 
practice  to  the  great  benefit  of  both  economy 
and  efficiency  in  medical  care.” 

R.  H.  K. 


Viral  Hepatitis  Following  the  Use  of 
Irradiated  Plasma 

In  the  past  year  or  two,  because  the  in- 
cidence of  viral  hepatitis  following  infusions 
of  untreated  plasma  was  estimated  at  from 
8 to  16  per  cent,  ultra-violet  irradiation  was 
instituted  as  a prophylactic  measure.  Ir- 
radiation was  based  on  experiments  in 
human  volunteers  about  half  of  whom  de- 
veloped hepatitis  from  small  quantities  of 
injected  icterogenous  plasma  and  none  of 
whom  developed  the  disease  after  injection 
of  irradiated  infectious  plasma.  Therefore 
the  National  Institute  of  Health  required 
irradiation  of  human  plasma  as  a prereq- 
uisite for  the  licensing  of  manufacturers. 

Now  three  reports  have  appeared 
( J.A.M.A.  144:224,  226,  228,  1950)  indi- 
cating that  homologous  serum  jaundice  may 
be  transmitted  in  spite  of  irradiation.  Bar- 
nett and  associates  report  three  cases,  with 
two  deaths.  Rosenthal  et  al  describe  three 
cases  of  polycythemia  vera  in  which  irradi- 
ated plasma  was  used  as  replacement  after 
therapeutic  phlebotomies.  The  preliminary 
report  of  James  and  associates  concerns 
eleven  cases  of  jaundice  among  20  persons 
receiving  irradiated  plasma  from  one  com- 
mercial lot.  (There  were  ten  others  who 
received  this  plasma  but  died  of  the  condi- 
tion for  which  it  was  given  within  the 
incubation  period  for  hepatitis.) 

There  is  reason  to  believe  that  certain 
strains  of  the  virus  of  hepatitis  may  be 
resistant  to  ultra-violet  irradiation.  Such 
treatment  of  the  plasma  can  not  with  cer- 
tainty be  accepted  as  making  it  safe  for  use. 


Aureomycin  in  the  Treatment  of 
Neurosyphilis 

The  use  of  aureomycin  by  mouth  in  the 
experimental  treatment  of  early  and  late 
cutaneous  syphilis  was  reported  in  1948. 

Now  Kierland  and  O’Leary  report  the  use 
of  this  drug  orally  in  12  instances  of  neuro- 
syphilis. (Am.  J.  Syph.,  Conor,  and  Ven. 
Dis.,  34:443,  1950.)  These  included  3 pa- 
tients having  asymptomatic  neurosyphilis, 
2 of  meningovascular  syphilis,  1 of  tabes 
dorsalis,  1 of  taboparesis  and  5 of  paresis. 
The  authors  noted  marked  objective  and 
subjective  improvement  in  their  patients. 
The  spinal  fluid,  eleven  of  the  twelve  being 
of  the  Group  3 type,  showed  the  same  re- 
sponse to  treatment  as  following  the  use  of 
penicillin.  The  cells  and  protein  dropped 
quite  rapidly.  The  last  spinal  fluid  of  these 
cases  was  obtained  in  from  113  to  258  days 
after  treatment.  During  this  period  of 
follow-up,  both  the  cells  and  protein  were 
normal  in  4 cases,  cell  counts  were  normal 
in  2 others  and  protein  in  1 other  instance. 
The  patients  gained  weight.  As  is  to  be 
expected,  the  irreversible  symptoms  and 
signs  were  not  influenced,  as  is  true  in  any 
other  type  of  treatment.  There  was  one 
instance  of  relapse  in  the  spinal  fluid 
findings. 

The  patients  were  given  from  50  to  90 
Cm.  of  aureomycin  in  one  course,  on  a 
schedule  of  2 to  4 Gm.  per  day  in  divided 
doses.  Gastro-intestinal  symptoms  occurred 
in  50  per  cent  of  cases  but  a reduction  of 
dosages  from  4 to  2 Gm.  controlled  the 
symptoms.  Two  patients  (not  included  in 
the  12  reported)  had  to  be  taken  off  the 
treatment  because  of  the  reaction. 

The  authors  suggest  aureomycin  may  be 
indicated  in  the  patients  having  neuro- 
syphilis resistant  to  penicillin  or  in  those 
with  hypersensitivity  to  penicillin. 

-* 

Effect  of  Cortisone  and  ACTH  on  the 
Arthus  Reaction  and  Antibody  Formation 

Since  hypersensitivity  seems  to  be  the 
basis  for  the  diseases  in  which  these  hor- 
mones are  effective,  their  action  upon  the 
Arthus  phenomenon  should  be  of  interest. 
(Proc.  Soc.  Exp.  Biol.  & Med.,  74:815, 
1950.) 


October,  1950 


WHAT'S  NEW  IN  MEDICINE 


379 


Germuth  and  Ottinger  injected  24  rabbits 
daily  with  crystalline  egg  albumin  intra- 
cutaneously  for  18  days.  In  8 animals 
cortisone  was  injected  intramuscularly  at 
the  time  each  sensitizing  dose  was  given ; 
another  8 rabbits  were  given  ACTH  every  6 
hours  during  the  18  days.  Antibody  content 
of  the  serum  was  determined  on  the  4,  7, 
9,  11,  14  and  16  days. 

All  of  the  8 control  animals  had  developed 
large  Arthus  reactions  by  the  13th  injection, 
— hemorrhagic,  necrotic  lesions  healing 
with  a black  scab.  The  8 rabbits  receiving 
simultaneous  injections  of  cortisone  showed 
little  if  any  reactions  at  the  site  of  egg 
albumin  injections.  The  ACTH  animals 
had  lesser  reactions  than  the  control  group, 
there  being  hemorrhage  and  necrosis  in  3 of 
them. 

The  serum  antibody  studies  showed  that 
ACTH  suppressed  antibody  formation  to  an 
average  of  50  per  cent  of  that  of  the  control 
group.  For  practical  purposes  cortisone 
completely  prevented  antibody  formation. 

A passive  Arthus  reaction  was  produced 
in  the  animals  protected  by  cortisone  and 
ACTH,  by  the  injection  of  rabbit  anti- 
pneumococcus II  antibody  nitrogen  and  30 
minutes  later  pneumococcus  II  polysac- 
charides. 

It  thus  appears  that  cortisone  and  ACTH 
suppress  antibody  formation.  They  do  not 
interfere  in  the  capacity  of  the  animal  to 
react  to  antibody-antigen  combination  in 
the  tissues  as  is  shown  in  the  positive  pas- 
sive Arthus  phenomenon. 

M 

Clinical  Use  of  Cortisone  and  ACTH 

Recently  a symposium  on  this  subject  ap- 
peared in  the  literature  which  summarized 
the  effectiveness  of  these  hormones  in  a 
variety  of  diseases.  (Proc.  Staff  Meet., 
Mayo  Clinic,  25:474,  1950.) 

Hench  introduced  the  symposium  by 
comments  about  these  hormones.  He  agrees 
that  they  may  “cure”  nothing.  It  also 
appears  that  they  have  no  effect  on  the 
exciting  agent  of  disease,  but  act  as  a buffer 
between  the  irritant  and  the  sensitive  tissue. 
At  present  it  seems  that  cortisone  and 
ACTH  are  “new  tools  for  the  clinical  inves- 
tigation of  a group  of  diseases  which  has 


heretofore  been  peculiarly  resistant  to  in- 
quiry.” 

Slocumb  summarized  the  effectiveness  in 
the  treatment  of  23  patients  with  severe 
or  moderately  severe  rheumatoid  arthritis. 
These  had  been  followed  from  seven  to  four- 
teen months.  Very  marked  relief  of  symp- 
toms and  disability  occurred  in  13,  marked 
in  9 and  moderate  in  1.  Signs  of  hyper- 
cortisonism  were  absent  in  9,  mild  in  8, 
moderate  in  2 and  marked  in  4.  The  major 
ones  were  edema,  psychiatric  upsets  and 
delayed  wound  healing.  There  were  bio- 
chemical disturbances  in  some.  Upon  dis- 
continuance of  treatment  relapse  occurred, 
sometimes  quickly,  in  others  slowly, — a few 
had  relapse  delayed  to  five  to  fourteen 
months.  Some  patients  in  spite  of  relapse 
have  had  some  permanent  improvement  in 
symptoms  and  signs. 

In  acute  rheumatic  fever  Barnes  found, 
in  a study  of  14  cases,  that  cortisone  and 
ACTH  are  effective  in  suppressing  the  acute 
phases  in  three  weeks  or  less.  In  8 of  the 
14  patients  these  reappeared  on  cessation  of 
therapy.  They  disappeared  and  reappeared 
as  the  drug  was  used  or  stopped  until  the 
disease  had  run  its  natural  course.  Thus 
it  appears  that  they  will  not  shorten  the 
course  of  disease,  and  treatment  theoret- 
ically would  have  to  continue  until  the 
disease  has  run  its  course. 

Brunsting  reported  on  the  use  of  the  hor- 
mone in  7 women  suffering  from  dissemi- 
nated lupus  ervthematosis.  The  symptoms 
were  suppressed  but  symptoms  may  return 
promptly  on  stopping  the  therapy.  How- 
ever, one  patient  has  been  in  a remission  for 
almost  a year  except  for  arthralgias.  Un- 
toward effects  of  treatment  were  quite 
marked.  Three  of  the  7 have  died  to  date. 

Carryer  pointed  out  that  the  use  of  corti- 
sone in  the  treatment  of  ordinary  bronchial 
asthma  and  hay  fever  is  unjustifiable  at 
present.  Nevertheless  they  studied  the  ef- 
fects of  the  hormone  in  3 volunteers  having 
both  hay  fever  and  asthma.  Relief  from 
symptoms  was  apparent  within  three  days 
and  continued  during  the  time  of  adminis- 
tration of  the  drug. 

Because  of  joint  changes  found  not  in- 
frequently in  patients  having  ulcerative 
colitis,  Bearing  used  cortisone  and  ACTH 
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in  4 patients  having  this  disease.  One  pa- 
tient having  rheumatoid  arthritis  and  ul- 
cerative colitis  has  had  a seven-month  re- 
mission. One  experienced  subjective  im- 
provement. Two  noted  no  alteration  in  the 
clinical  picture.  All  of  these  3 had  no  change 
in  the  proctoscopic  or  X-ray  findings  and 
all  maintained  a high  sedimentation  rate 
throughout  treatment. 

Stickney  reports  the  results  in  the  treat- 
ment with  cortisone  of  12  patients  having 
acute  leukemia  and  6 who  received  ACTH. 
In  the  18,  there  were  3 complete  and  2 
partial  remissions.  Fifteen  of  the  18  have 
died.  Three  patients  having  Hodgkin’s 
disease  showed  regression  of  the  nodes,  but 
biopsies  indicated  no  change  in  the  picture. 

Henderson  reported  on  the  effects  of  cor- 
tisone in  certain  ophthalmic  diseases.  In 
6 patients,  having  ocular  inflammation 
associated  with  arthritis,  remission  was 
prompt  if  the  eye  disorder  was  of  recent 
occurrence.  If  the  ocular  disease  had  been 
present  some  months,  little  or  no  effect  was 
noted  upon  treatment.  Arrest  of  three  and 
six  months  occurred  in  2 of  the  6 cases. 
Two  patients  with  ocular  inflammation,  un- 
associated with  arthritis,  have  received 
treatment.  In  one  the  iritis  was  controlled 
after  other  treatment  had  been  unsuccess- 
ful. In  vernal  conjunctivitis  cortisone  has 
caused  a slow  disappearance  of  the  con- 
junctival papules;  symptoms  recur  if  the 
drug  is  discontinued. 

The  effects  of  cortisone  upon  acute,  sub- 
acute and  chronic  nephritis  were  studied  by 
Keith  in  5 patients  mainly  to  study  the  ef- 
fects of  the  hormone  upon  edema  and  gen- 
eral cellular  metabolism.  Electrolyte  and 
water  balance,  serum  proteins  and  non-pro- 
tein nitrogen  retention  were  studied.  Nitro- 
gen retention  was  accentuated,  increasing 
the  danger  of  uremia.  In  renal  disease  with 
a nephrotic  picture,  diuresis  may  be  in- 
duced. 

In  periarteritis  nodosa  and  cranial  arteri- 
tis Shick  reported  the  following  results. 
All  6 patients  having  periarteritis  nodosa 
lost  their  fever  in  24  to  72  hours  after  treat- 
ment was  begun.  Sedimentation  rates  re- 
turned to  normal.  Two  died  from  cardio- 
renal failure  after  initial  improvement. 
Biopsies  showed  healing  of  vascular  lesions. 


In  one  autopsied  case  all  vascular  lesions 
had  healed  but  fibrous  obliteration  of  ves- 
sels resulted  in  widespread  infarction.  In 
two  patients  with  cranial  arteritis  there 
was  prompt  relief  of  symptoms  but  follow- 
up biopsies  showed  no  change. 

Rome  used  cortisone  and  ACTH  in  schizo- 
phrenic and  depression  states  of  the  meno- 
pause. These  patients  were  stimulated  to 
a state  of  restlessness,  elation  and  excite- 
ment. He  also  described  the  untoward  re- 
actions of  psychiatric  nature  met  with  in 
treatment  of  other  disorders. 

The  studies  of  the  use  of  cortisone  and 
ACTH  in  conditions  such  as  exophthalmos 
of  Graves’  disease,  Addison’s  disease  and 
Cushing’s  disease  are  difficult  of  evaluation. 

Millikan  used  the  hormones  in  2 cases  of 
anterior  poliomyelitis,  1 of  multiple  scle- 
rosis, 1 of  amyotrophic  sclerosis  and  in  5 
having  myasthenia  gravis.  No  striking  re- 
sults appeared. 


Sept.  18,  1950 

Dear  Mr.  Foster: 

I deeply  appreciate  your  communication 
in  regard  to  the  fine  action  of  the  medical 
profession  in  appointing  Emergency  Medi- 
cal Service  Committees  (state  and  local). 

We  have  a Civilian  Defense  Council,  and 
certainly  want  the  cooperation  of  the  entire 
medical  profession.  I am  taking  the  liberty 
of  forwarding  your  letter  to  Commissioner 
Louis  Grashot,  who  is  Chairman  of  our  Civil 
Defense  Committee. 

With  every  good  wish. 
Sincerely  yours, 

Watkins  Overton 
Mayor,  Memphis,  Tennessee. 

M 

Editor,  Journal  of  the  Tennessee  State 
Medical  Association: 

I thank  you  very  much  for  sending  your 
interesting  magazine,  The  Journal  of  the 
Tennessee  State  Medical  Association. 
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Its  contents  have  been  listed  in  the  files 
of  the  “Centro  Bibliografico  Medico”  and 
several  of  those  works  have  been  also  listed 
in  the  bibliographies  destined  to  Italian 
physicians. 

I hope  to  be  able  in  that  manner  to  bring 
your  valuable  magazine  to  the  knowledge 
of  our  medical  profession. 

Sincerely  yours, 

Dr.  Diodati  Bonifacio 
Rome,  Italy 

* 

September  25,  1950 

Mr.  V.  0.  Foster 

The  Executive  Secretary 

Tennessee  State  Medical  Association 

504  Doctors  Building 

Nashville  3,  Tennessee 

Dear  Mr.  Foster: 

This  will  acknowledge  your  mimeo- 
graphed letter  of  September  12,  1950,  in 
connection  with  Civil  Defense  Planning. 

Your  association  is  to  be  congratulated 
for  the  progress  made  in  the  appointment 
of  Emergency  Medical  Service  Committees 
in  29  of  your  48  local  societies,  and  we  trust 
that  the  rest  of  your  societies  will  in  the 
near  future  appoint  similar  committees.  In 
the  event  of  any  emergency  the  role  of  the 
medical  profession  will  be  vital,  and  plan- 
ning to  meet  the  exigencies  of  a disaster 
prior  to  its  occurrence  is  important. 

Thanking  you  for  your  letter  with  en- 
closure thereto,  I am, 

Very  sincerely, 

Sam  T.  Wallace 
Brigadier  General,  Tenn.  NG 
The  Adjutant  General 
Director  of  Civil  Defense. 
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Sullivan-Johnson  County 
Medical  Society  Meeting 

Dr.  James  Brown  of  Kingsport,  intro- 
duced by  Dr.  John  Powers,  discussed  “Man- 
agement of  Massive  Gastro-intestinal  Hem- 
orrhage.” His  paper  was  discussed  by  Drs. 
Harkrader,  Howard,  Scribner,  Eversoe, 
Reed,  and  Powers. 


Twenty-eight  members  attended  the 
meeting  on  September  6.  At  the  request  of 
the  Tennessee  State  Medical  Association, 
Dr.  Henry  Burem,  President,  appointed 
Drs.  N.  J.  Patterson,  W.  H.  Reed,  and  Wil- 
liam Wiley  as  a Committee  on  Emergency 
Medical  Service. 

Dr.  L.  Rowe  Driver,  Jr.,  of  Bristol,  and 
Dr.  James  H.  Boles,  of  Kingsport,  were 
elected  to  membership. 

John  O.  Marcy,  M.D. 

Secretary-Treasurer. 

* 

Public  Relations  Discussed  at 
Washington-Carter-Unicoi 

The  ten  point  program  for  public  service, 
adopted  by  the  newly  created  Public  Service 
Committee,  was  discussed  in  a forum  ses- 
sion of  the  society  October  5 by  Ed  Bridges, 
Public  Service  Director,  and  V.  O.  Foster, 
Executive  Secretary,  of  the  Tennessee  State 
Medical  Association. 

The  director  explained  the  ten  points  of 
the  program  and  told  how  the  headquarters 
office  expected  to  accomplish  them.  Mr. 
Foster  stressed  the  value  of  public  rela- 
tions to  the  internal  workings  of  the  profes- 
sion. They  were  invited  by  Dr.  H.  L.  Mon- 
roe of  Erwin,  who  is  a member  of  the  15- 
man  Public  Service  Committee. 

* 

Knoxville  Academy  Attendance 
Is  Reported  Booming 

Dr.  Ralph  H.  Monger,  who  holds  the  dual 
jobs  of  President  of  the  Tennessee  State 
Medical  Association  and  Secretary  of  the 
Knoxville  Academy  of  Medicine,  reports 
that  attendance  is  climbing  in  his  own  soci- 
ety meetings. 

“Let’s  keep  it  up  and  get  the  habit  of 
attending  regularly,”  Dr.  Monger  wrote  in 
the  September  26  Bulletin. 

That  meeting  presented  Dr.  John  Dough- 
erty, discussing  “The  Nature  of  Obstruc- 
tions About  the  Bladder  Neck.”  Discussion 
was  led  by  Dr.  G.  A.  Williamson,  Jr. 

-K 

Dr.  Lull  Sp  ea  ks  to 
Nashville  Academy 

A trend  toward  state  medicine  apparently 
has  been  halted.  Dr.  George  Lull  told  the 
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Nashville  Academy  of  Medicine  and  David- 
son County  Medical  Society  last  month. 

The  Secretary  and  General  Manager  of 
the  American  Medical  Association  said  the 
profession  had  made  “tremendous  ad- 
vances” in  economics  as  well  as  in  science. 

Approximately  two  hundred  physicians 
from  Middle  Tennessee  attended  the  dinner 
meeting  where  Dr.  Lull  was  guest  speaker. 

Dr.  Lull  said  he  understood  the  original 
military  call  for  doctors  had  been  cut  in 
half. 

+ 

Consolidated  Discusses 
the  Tennessee  Ten 

The  ten-point  program  for  Public  Service 
by  the  membership  of  the  TSMA  was  for- 
mally presented  and  discussed  at  a meeting 
of  the  Consolidated  Medical  Assembly  of 
West  Tennessee  on  the  evening  of  October 
3. 

The  Executive  Secretary  and  Public  Serv- 
ice Director  outlined  the  ten-point  program 
and  reported  that  progress  had  been  made 
on  more  than  half  of  the  ten  points.  The 
Public  Service  phase  of  the  meeting  was 
sponsored  by  Dr.  John  R.  Thompson,  Jr.,  of 
Jackson,  Chairman  of  the  Public  Service 
Subcommittee  on  Objectives. 

* 

Putnam  County  Society 
Sponsors  Radio  Series 

A radio  series  titled  “The  Public  Comes 
First”  was  sponsored  by  the  Putnam  County 
Medical  Society  over  station  WHUB  during 
September. 

Meeting  in  Cookeville,  the  society  author- 
ized the  Public  Service  Director  to  place 
the  series  through  the  radio  station.  The 
society  expressed  its  appreciation  to  the 
station,  operated  by  Judge  Luke  Medley, 
for  giving  free  time  to  this  public  service 
project. 

Rutherford  County  Society 
Also  Sponsors  Programs 

The  Rutherford  County  Medical  Society 
after  previewing  a radio  series  of  health 
information,  authorized  the  Public  Service 
Director  to  place  the  programs  through  ra- 
dio station  WGNS.  The  Society  and  the 


Association  appreciate  the  generosity  of 
station  operator  Cecil  Elrod  for  giving  free 
time  for  the  transcriptions. 

-*■ 

Dickson  County  Society 
Discusses  Insurance 

The  Dickson  County  Medical  Society  in- 
formed Association  representatives,  in  a 
meeting  last  month,  that  prepayment  health 
insurance  covered  only  a fractional  part  of 
the  population  in  that  region. 

Officials  pointed  out  that  at  least  one 
large  industry  in  the  city  of  Dickson  was 
not  covered  by  health  insurance  and  that 
many  farm  families  also  were  not  covered. 

The  TSMA  representatives  planned  to 
contact  representatives  of  farm,  industrial 
and  labor  organizations  in  Dickson  County 
in  an  effort  to  spread  health  insurance  cov- 
erage in  that  area. 

Dr.  William  Jackson  presided  over  the 
September  meeting. 

* 

Dyer-Lake-Crockett  Society 
Combines  Science,  Public  Service 

A combination  program  of  scientific  es- 
says and  public  service  talks  featured  the 
September  meeting  of  the  Dyer-Lake- 
Crockett  Medical  Society. 

Dr.  L.  W.  Edwards  of  Nashville  present- 
ed an  illustrated  lecture  on  Vagotomy  and 
Dr.  William  0.  Vaughn  of  Nashville  lec- 
tured on  Unusual  Cases  of  Meningitis. 

As  special  guests  of  Dr.  Paul  Baird  of 
Dyersburg,  the  Executive  Secretary  and 
Public  Service  Director  outlined  and  dis- 
cussed “The  Tennessee  Ten.” 

-K 

Sumner  Medical  Society 
Hears  Dr.  Shoulders 

The  September  meeting  of  the  Sumner 
County  Medical  Society  in  Gallatin  fea- 
tured public  relations  talks  by  Dr.  Harrison 
Shoulders  of  Nashville,  former  President 
and  Speaker  of  the  House  of  the  American 
Medical  Association,  and  Executive  Secre- 
tary V.  0.  Foster  of  TSMA. 

Dr.  Shoulders  discussed  the  value  of  pub- 
lic relations  to  the  profession  and  Secretary 
Foster  reported  the  progress  of  the  Ten- 
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nessee  Plan  of  Prepayment  Health  Insur- 
ance. Society  President  James  Loveless, 
reported  approval  of  projects  in  the  schools 
of  Sumner  County. 

* 

Memphis,  Shelby  Medical  Society 
Turns  Out  for  Public  Service 

Although  it  was  a called  meeting,  the 
Memphis  and  Shelby  County  Medical  Soci- 
ety filled  its  meeting  hall  for  a spirited  ses- 
sion of  discussion  on  the  recently  approved 
Tennessee  Ten  Program  of  Public  Service. 

Preceding  the  meeting,  Dr.  Sam  Raines, 
Chairman  of  the  Steering  Committee,  was 
host  to  a dinner  meeting  at  which  the  Exec- 
utive Secretary  and  Public  Service  Director 
reported  progress  on  public  service  pro- 
gram. Officials  of  the  society  attending  the 
dinner  offered  valuable  suggestions  for  local 
application  of  the  state-wide  program. 

Approximately  two  hundred  doctors  at- 
tended the  Public  Service  Meeting.  In  a 
question  and  answer  period,  they  expressed 
particular  interest  in  health  insurance,  med- 
ical ethics,  and  emergency  medical  service. 

Next  day,  the  headquarters  representa- 
tives spoke  to  the  monthly  meeting  of  the 
Woman’s  Auxiliary  to  the  Society. 

* 

Giles,  Shelby  Societies 
Open  Fair  Booths 

The  Giles  and  Shelby  County  Medical  So- 
cieties set  up  and  operated  Fair  Booths  to 
carry  the  message  of  extended  medical  care 
to  the  people  of  Middle  and  West  Tennessee, 
Arkansas  and  Alabama. 

In  Pulaski,  Dr.  W.  K.  Owen  was  chairman 
of  the  fair  booth  committee  and  Mrs.  Owen 
and  Mrs.  T.  F.  Booth  distributed  literature 
to  the  crowds  at  Giles  County’s  first  Fair. 

In  Memphis,  Dr.  Phil  M.  Lewis  arranged 
for  a booth  at  the  Mid-South  Fair  which 
drew  a tremendous  crowd  from  three  states. 
Members  of  the  Woman’s  Auxiliary  helped 
set  up  the  booth  in  the  Atomic  Energy 
Building  and  “manned”  it  during  the  ten 
days  of  the  Fair. 

In  mid-week  of  the  Fair,  Dr.  Lewis  re- 
ported that  the  mass  of  literature  had  been 
exhausted  and  a fresh  supply  was  sent  from 
Association  headquarters.  It  appeared  that 


about  30,000  pieces  of  literature  would  be 
distributed  to  the  crowds  at  the  Memphis 
Fair. 

Next  month  a similar  booth  will  be  oper- 
ated by  the  Knox  County  Medical  Society 
at  the  annual  convention  of  the  East  Ten- 
nessee Teachers  Association. 
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Doctor-Draft  Legislation 

This  may  be  a twice-told  tale,  but  we 
have  had  so  many  inquiries  about  the  doc- 
tor-draft legislation  that  we  present  here- 
with a summary  of  the  present  (press  time) 
situation : 

Doctor-Draft  Legislation.  We  have  re- 
ceived the  following  information  concerning 
the  Doctor-Draft  legislation  from  the  Wash- 
ington Office  of  the  American  Medical  As- 
sociation which  completes  the  picture  as  it 
stands  today : 

Who  Must  Register ? Physicians  and 
dentists  who  have  not  reached  the  age  of  50 
and  are  not  members  of  military  reserves. 

Who  Are  Eligible  for  Draft  and  in  What 
Order  Will  They  Be  Called?  Any  regis- 
trant is  subject  to  induction  if  acceptable. 
The  law  provides  that  registrants  will  be 
called  up  on  the  following  priority: 

1.  Former  ASTP  and  V-12  men  who  have 
not  served  on  active  duty  (military,  Coast 
Guard  or  Public  Health  Service)  and  others 
deferred  from  service  to  continue  their  edu- 
cation during  World  War  II,  and  who  have 
had  less  than  90  days  of  active  duty  (mili- 
tary, Coast  Guard  or  Public  Health  Serv- 
ice). 

2.  Members  in  the  above  groups  who  have 
had  more  than  90  days  active  duty  (mili- 
tary, Coast  Guard  or  Public  Health  Serv- 
ice) but  less  than  21  months. 

3.  With  no  reference  to  above  groups, 
those  who  did  not  have  active  service,  (mili- 
tary, Coast  Guard  or  Public  Health  Serv- 
ice) subsequent  to  September  16,  1940.  This 
could  include  postwar  medical  graduates  as 
well  as  other  physicians  who  have  not 
served  and  have  not  reached  their  fifty-first 
birthday. 

4.  All  others,  including  World  War  II 
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nonreserve  veterans.  Men  in  this  group  to 
be  called  on  basis  of  extent  of  duty ; those 
with  least  duty  first,  etc. 

When  Will  Draft  Take  Effect?  Not  until 
the  President  sets  a time  for  registration, 
which  will  probably  be  within  the  next  few 
weeks.  Following  registration,  Selective 
Service  will  place  registrants  in  one  of  the 
four  classes  listed  above.  Twenty-one  days 
following  the  physical  examination  will  be 
allowed  those  called  to  active  duty. 

Can  a Registrant  Get  a Reserve  Commis- 
sion? Yes,  if  acceptable  to  the  military. 
When  granted  a reserve  commission,  Selec- 
tive Service  will  not  process  him  further. 

Who  Gets  the  $100  Pay  Bonus?  All  re- 
serve officers  who  are  called  or  volunteer. 
Draft  registrants  if  they  volunteer  prior  to 
induction. 

Who  Is  Eligible  for  Deferment?  Defer- 
ment is  at  the  discretion  of  local  Selective 
Service  Boards.  Military  service,  depend- 
ency status  and  undue  hardship  may  consti- 
tute reasons  for  deferment. 

A National  Advisory  Committee  is  re- 
quired by  the  law  to  advise  Selective  Service 
and  to  coordinate  work  of  the  state  and  local 
advisory  committees  with  respect  to  selec- 
tion of  needed  personnel.  Law  does  not  con- 
trol local  advisory  committees.  Local  con- 
ditions are  to  govern  establishment  of  these. 

Will  Draft  Create  Critical  Doctor  Short- 
age Areas?  It  might,  but  the  law  attempts 
to  set  up  safeguards.  National,  state  and 
local  committees  shall  “give  appropriate 
consideration  to”  civilian  as  well  as  military 
medical  and  dental  requirements.  Army 
commanders  are  under  orders  to  consider 
doctor  shortage  areas  in  calling  reserve  offi- 
cers. 

How  Many  Will  Be  Drafted?  Military 
medical  officers  hope  enough  men  will  now 
volunteer  to  meet  requirements  due  to  the 
$100  bonus  denied  to  men  inducted  but 
available  to  those  who  volunteer. 

•* 

Announcement  by  AMA 

The  Fourth  Clinical  Session  of  the  Amer- 
ican Medical  Association,  designed  primar- 
ily for  the  general  practitioner,  will  be  held 
in  Cleveland,  December  5-8. 

Outstanding  clinical  teachers  with  recog- 
nized ability  as  speakers  will  conduct  the 


scientific  demonstrations.  Actual  cases  will 
be  presented  and  discussed.  Diagnoses, 
treatment  and  preventive  measures  as  they 
fit  into  daily  practice  will  receive  the  great- 
est attention. 

Each  clinical  session  will  be  limited  to  an 
attendance  of  100  physicians.  These  small 
groups  will  make  it  possible  for  the  general 
practitioner  to  enter  actively  into  the  dis- 
cussion and  to  inquire  about  his  own  cases. 
Leading  men  in  each  of  the  fields  under 
discussion  will  be  available  to  help  with 
the  problems  presented. 

In  obstetrics,  difficult  cases  of  interest 
will  be  featured.  Especially  stressed  will 
be  the  general  subjects  of  breech  deliveries, 
induction  of  labor,  indications  for  cesarean 
section,  obstetric  analgesia  and  anesthesia, 
and  hemorrhages. 

Clinical  discussions  featuring  actual 
pediatrics  patients  have  been  arranged. 
The  care  of  premature  infants;  acute 
diarrhea  in  children,  rheumatic  fever,  pre- 
ventive medical  measures  and  psychiatric 
care  for  small  children  are  among  the  in- 
teresting topics  scheduled. 

Because  of  the  unusual  interest  displayed 
last  year  in  the  section  devoted  to  manage- 
ment of  heart  cases,  there  will  be  a similar 
session  this  year.  It  will  include  discussions 
on  hypertension,  recent  advances  in  drug 
therapy,  including  ACTH  as  it  applies  to 
heart  disease,  acute  arterial  occlusion  and 
cardiac  arrhythmias. 

Of  special  interest  will  be  discussions  on 
Parkinsonism,  the  use  of  the  electro-en- 
cephalograph,  electric  shock  therapy  and 
psychotherapy. 

With  more  cases  of  fluid  imbalance  ap- 
pearing because  of  the  larger  number  of 
geriatric  patients,  there  will  be  discussions 
on  fluid  replacement  in  shock,  renal  repair- 
ment,  dehydration  and  other  topics. 

Of  unusual  interest  will  be  the  new 
studies  and  clinical  histories  involving  trau- 
matic surgery.  This  will  include  material 
on  reconstructive  surgery,  emergency  anal- 
gesia and  emergency  surgical  measures. 

Taken  up  in  detail  will  be  the  manage- 
ment of  post  operative  or  inoperable  cancer 
patients.  The  use  of  analgesics  and  the 
effects  of  hormone  and  radiological  treat- 
ment will  be  discussed. 
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An  excellent  program  has  been  arranged 
covering  diabetes.  This  will  include  diag- 
nosis, vascular  complications,  special  con- 
sideration in  pregnancy  and  surgery,  and 
dietary  problems. 

Very  timely  will  be  the  panel  discussions 
and  demonstrations  on  the  diagnosis  of 
poliomyelitis,  the  treatment  of  respiratory 
failure  and  the  management  of  paralytic 
cases.  There  will  be  demonstrations  of 
physical  therapy  and  rehabilitation  meas- 
ures for  poliomyelitis  cases. 

Papers  covering  practical  problems  in 
dermatology  and  syphilology  will  be  pre- 
sented. Deep  fungous  infections  and  in- 
dustrial, allergic  and  contact  dermatoses 
will  be  demonstrated  and  discussed.  Em- 
phasis will  be  put  on  the  newest  develop- 
ments in  syphilology. 

New  developments  and  refinements  of 
older  techniques  will  feature  the  discussions 
on  anesthesiology.  Spinal  anesthesia,  man- 
agement of  the  surgical  case,  intravenous 
administration  and  other  practical  problems 
will  be  reviewed. 

Outstanding  speakers  will  discuss  ulcers, 
jaundice,  infectious  hepatitis,  cirrhosis  and 
other  gastro-intestinal  diseases.  Newest  ad- 
vances in  medicine  and  the  use  of  many 
newer  drugs  and  their  application  to  the 
general  practice  of  medicine  will  be  pre- 
sented in  another  section.  Of  special  in- 
terest will  be  the  discussions  on  the  use  of 
antibiotics,  hormones  and  antispasmodics. 

Outstanding  features  of  the  scientific 
exhibits  will  be  special  demonstrations  on 
fractures,  diabetes,  rheumatism  and  arth- 
ritis. Exhibits  will  be  presented  on  cancer, 
pediatrics,  chest  diseases,  surgical  proced- 
ures and  other  subjects  correlated  with  the 
clinical  presentations. 

Once  again  color  television  will  take  its 
place  on  the  program.  A schedule  of  sur- 
gery, clinical  treatment  and  examination 
will  be  telecast  from  the  Western  Reserve 
School  of  Medicine  to  the  auditorium.  It 
will  be  sponsored  by  Smith,  Kline  & French 
-Laboratories. 

The  annual  General  Practitioner  Award 
has  come  to  be  regarded  as  one  of  medi- 
cine’s highest  honors  and  a definite  step 
toward  increasing  the  recognition  of  the 


family  doctor.  This  year’s  selection  will 
be  made  at  the  Cleveland  meeting. 

The  steadily  climbing  registration  of  gen- 
eral practitioners  at  the  clinical  sessions 
and  the  comments  of  those  participating  in- 
dicate these  meetings  are  valuable  means 
of  keeping  abreast  of  developments  in  medi- 
cine. It  is  hoped  that  a record  number  of 
physicians  will  take  advantage  of  the  op- 
portunity in  December  to  attend.  The  pro- 
gram has  been  designed  with  that  in  mind. 


MEDICAL  NEW! 
IN  TENNESSEE 


Postgraduate  Cancer  Courses 

Recently  The  Journal  published  a lead- 
ing editorial  titled  “Every  Doctor’s  Office 
a Cancer  Detection  Center.’’  We  have 
found,  in  traveling  about  the  state,  that 
there  is  intense  interest  in  cancer  courses. 
Therefore,  the  immediate  future  schedule 
of  postgraduate  cancer  courses  is  published 
below : 


Murfreesboro — Stones  River  Country  Club 

November  6 

5 :00  P.M.  Malignancies  of  the  Thorax 
and  Cervical  Regions,  Dr. 
Sealy 

6 :30  P.M.  Dinner 

7:30  P.M.  Gastrointestinal  Cancer:  The 
Problem  of  Early  Diagnosis, 
A Sound  Movie 

8:10  P.M.  Carcinoma  of  the  Kidney, 
Bladder  and  Prostate,  Dr. 
Orr 

Sponsor:  The  Stones  River 
Medical  Society 


Cookeville — Cookeville  General  Hospital 

November  7 

4:00  P.M.  Malignancies  of  the  Thorax 
and  Cervical  Regions,  Dr. 
Sealy 

5:00  P.M.  Carcinoma  of  the  Kidney, 
Bladder  and  Prostate,  Dr. 
Orr 

6:15  P.M.  Dinner,  T.P.I.  Cafe  (across 
from  Hotel  Shanks) 

7:30  P.M.  Gastrointestinal  Cancer:  The 
Problem  of  Early  Diagnosis, 
A Sound  Movie 
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Sponsor:  The  Five-County 
Medical  Society 


Oak  Ridge — Medical  Division  of  the  Institute  of 
Nuclear  Studies — Oak  Terrace 


November  8 
1:00  P.M. 

3:00  P.M. 

4:00  P.M. 
4:30  P.M. 

5:10  P.M. 


Registration  — Medical  Divi- 
sion of  the  Institute 
Tour  of  the  Center  with  dem- 
onstrations of  radio-isotope 
technique  in  Cancer  Treat- 
ment 

Malignancies  of  the  Thorax 
and  Cervical  Regions,  Dr. 
Sealy 

Intermission  and  visit  to  the 
Commercial  Exhibit 
Gastrointestinal  Cancer:  The 
Problem  of  Early  Diagnosis, 
A Sound  Movie 
Carcinoma  of  the  Kidney, 
Bladder  and  Prostate,  Dr. 
Orr 


6:10  P.M.  Entertainment  Program — 

In  the  Starlight  Room  of  Oak 
Terrace 

7 :15  P.M.  Informal  Banquet 

Registration  fee  of  $5.00  will 
include  admission  to  the  Cock- 
tail Hour  and  Banquet 
Sponsors : Roane  County  Med- 
ical Society  and  The  Medical 
Division,  Institute  of  Nuclear 
Studies 

Note  : The  American  Museum  of  Atomic 
Energy  is  issuing  a special  invitation  to  all 
who  wish  to  come  earlier  to  this  program 
to  visit  the  Museum  prior  to  commencement 
of  the  conference. 


Kingsport — Kingsport  Utility  Building  and 
Kingsport  Inn 


November  9 

4:00  P.M.  Gastrointestinal  Cancer:  The 
Problem  of  Early  Diagnosis, 
A Sound  Movie 

4 :30  P.M.  Malignancies  of  the  Thorax 
and  Cervical  Regions,  Dr. 
Sealy 

7 :00  P.M.  Dinner — Kingsport  Inn 
8 :00  P.M.  Carcinoma  of  the  Kidney, 
Bladder  and  Prostate,  Dr. 
Orr 


(This  session  at  Kingsport 
Inn) 

Sponsor:  Staff  of  Holston  Val- 
ley Community  Hospital 


W.  C.  SEALY,  M.D. 

Duke  University  School  of  Medicine,  Durham,  N.  C. 
Assistant  Professor  of  Surgery;  Chief,  Division  of 
Thoracic  Surgery;  Thoracic  Surgeon,  Duke  Univer- 
sity Hospital. 


LOUIS  M.  ORR,  M.D. 

Emory  University;  Postgraduate,  Boston  and 
Cleveland,  Ohio;  Diplomate,  American  Board  of 
Urology;  Chief,  Department  of  Urology  in  Orange 
General  Hospital,  Orlando,  Fla.;  Head  of  Orr  Uro- 
logical Group. 
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Cleveland — Cherokee  Hotel 

November  10 

5:30  P.M.  Malignancies  of  the  Thorax 
and  Cervical  Regions,  Dr. 
Sealy 

7 :00  P.M.  Dinner — In  the  Cherokee  Din- 
ing Room  Grill 

8:00  P.M.  Gastrointestinal  Cancer:  The 
Problem  of  Early  Diagnosis, 
A Sound  Movie 

8:45  P.M.  Carcinoma  of  the  Kidney, 
Bladder  and  Prostate,  Dr. 
Orr 

Sponsor : Bradley  County 
Medical  Society 

From  Vanderbilt  University  School  of 
Medicine 

Dr.  Howard  J.  Curtis,  head  of  the  Physi- 
ology Department  has  resigned  to  become 
chairman  of  the  biology  department  of  the 
Brookhaven  National  Laboratory,  a nuclear 
research  center  at  Upton,  New  York  oper- 
ating under  contract  with  the  Atomic 
Energy  Commission. 

Dr.  J.  M.  Johlin,  associate  professor  of 
biochemistry  since  1925,  has  been  retired. 

Dr.  Richard  O.  Cannon,  Assistant  Direc- 
tor of  Vanderbilt  University  Hospital  since 
September,  1949,  has  been  appointed  as 
Director  of  the  Hospital. 

* 

From  the  University  of  Tennessee  College 
of  Medicine 

The  Memphis  Chapter  of  the  American 
Heart  Association  has  made  a contribution 
of  $1,000  to  the  Department  of  Medicine 
for  the  purchase  of  equipment  for  teaching- 
in  cardiovascular  diseases  and  for  the  diag- 
nosis and  treatment  of  patients  in  the  John 
Gaston  Hospital.  It  also  gave  $900  to  the 
Department  of  Pediatrics  for  its  expansion 
of  a clinic  for  children  with  heart  diseases 
in  the  same  hospital. 

Dr.  John  L.  Wood,  associate  professor  of 
chemistry,  has  been  advanced  to  a profes- 
sorship. 

Dr.  George  W.  Changus  of  Memorial 
Hospital,  New  York  City  and  Dr.  Robert 
H.  Fennell,  Jr.  of  the  Massachusetts  Gen- 


eral Hospital  have  been  appointed  as  assist- 
ant professor  of  pathology. 

Dr.  Ilsa  Caswell  has  been  appointed  as 
assistant  in  medicine,  and  Dr.  Hubert  K. 
Turley  as  assistant  in  urology.  Doctors 
Robert  S.  Caradine,  William  F.  Mackey  and 
Hal  P.  James  have  received  appointments 
as  assistant  in  obstetrics  and  gynecology. 

A committee  has  been  appointed  to  super- 
vise the  use  of  radioactive  isotopes  at  the 
University  of  Tennessee  Medical  Units. 

It  will  assume  responsibility  for  the  safe 
use  of  isotopes  in  research  work,  attempting 
to  make  certain  that  no  radiation  hazard 
exists  that  the  waste  disposal  is  properly 
carried  out,  that  adequate  records  are  made 
of  the  disposal  of  isotopes,  and  to  pass 
upon  all  uses  of  isotopes  in  human  beings. 
The  committee  consists  of:  Drs.  Donald  B. 
Zilversmit,  Conley  Hall  Sanford,  John 
Wood,  Alys  Lipscomb,  and  David  Carroll. 
* 

Central  State  Hospital’s  new  Geriatrics 
Building  was  officially  dedicated  on  Sept. 
20,  1950.  The  structure  of  this  building, 
costing  $875,000.00  is  perhaps  the  most 
modern  building  of  its  type  in  existence 
according  to  Dr.  O.  S.  Hank,  Superintendent 
of  the  Hospital,  and  host  at  the  dedication 
program. 

Approximately  100  guests,  including 
County  Judges  from  the  Mid-State  Coun- 
ties and  a number  of  representatives  from 
the  Medical  Profession,  were  in  attendance. 
Commissioner  of  Institutions,  Houston 
Brown,  spoke  at  the  dedication  and  Gover- 
nor Gordon  Browning  was  the  principal 
speaker. 

Dr.  Hauk,  host  at  a luncheon,  outlined 
the  purposes  of  the  new  200  bed  addition 
where  aged,  mental  patients  will  be  quar- 
tered. He  said  that  the  200  additional  beds 
will  “just  about  take  up  the  over-crowding” 
in  the  remainder  of  the  hospital.  He  ex- 
plained, however,  that  the  increase  in 
Davidson  County’s  population  in  the  1950 
census  would  entitle  the  county  to  a free- 
bed  quota  increase  equal  to  approximately 
one-third  of  the  new  beds  available.  Dr. 
Hauk  pointed  out  that  each  of  the  33  Middle 
Tennessee  counties  may  send  one  patient  for 
every  1,000  population  to  the  hospital  at 
state  expense. 
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Tennessee  has  taken  a leading  step  in 
setting  up  such  a unit,  since  only  one  other 
state  has  a project  of  this  type  and  it  is 
closely  following  the  experience  of  Tennes- 
see in  caring  for  the  mentally  deranged 
aged.  Begun  a year  ago,  the  new  addition 
contains  six-bed  cubicles  and  private  rooms 
for  200  patients.  It  is  the  first  large  building 
in  Nashville  to  have  “radiant  heat”  through- 
out. There  are  no  steps  in  the  building,  the 
passage  from  different  levels  being  by  way 
of  ramps.  Furnishings  will  cost  approxi- 
mately $70,000. 

* 

From  the  Department  of  Public  Health 

A summary  of  cases  of  notifiable  diseases 
reported  weekly  by  physicians  is  given  in 
tabular  form  for  the  two  months,  July  and 
August,  1950,  with  comparable  data  for 
similar  period  of  1949. 


July  and  August 

Disease 

1950 

19U9 

Total 

7,622 

8,886 

Cancer 

623 

623 

Diphtheria 

12 

26 

Gonorrhea  

3,879 

4,301 

Influenza 

65 

92 

Malaria 

3 

5 

Measles 

224 

229 

Meningitis  

29 

11 

Pneumonia 

202 

308 

Poliomyelitis 

234 

270 

Rocky  Mountain  Spotted  Fever 

11 

17 

Scarlet  Fever 

105 

82 

Syphilis 

715 

977 

Tuberculosis 

667 

1,049 

Typhoid  Fever 

31 

50 

Typhus  Fever 

5 

8 

Undulant  Fever 

11 

11 

Whooping  Cough 

366 

315 

Others 

440 

512 

The  number  of  cases  of  poliomyelitis  re- 
ported for  this  period  of  1950  was  234. 
This  figure  was  only  slightly  less  than  the 
number  (270)  reported  for  the  same  two 
months  of  1949.  The  second  highest  case 
rate  on  record  for  poliomyelitis  in  Tennes- 
see was  recorded  for  the  entire  year  1949. 


Dr.  Murray  C.  Brown  has  been  appointed 
chief  of  the  division  of  grants  and  fellow- 
ships of  the  National  Heart  Institute,  a 


division  of  the  U.  S.  Public  Health  Service. 
He  will  have  the  responsibility  of  passing 
upon  the  awards  of  federal  funds  for  heart 
research  in  medical  schools  and  hospitals. 
Dr.  Brown  had  been  director  of  medical  ed- 
ucation at  Meharry  Medical  College  for  five 
years.  Before  this  he  was  Venereal  Disease 
Control  Officer  of  the  Nashville  City  Health 
Department  for  several  years. 

* 

Dr.  Paul  D.  Richards,  who  recently  com- 
pleted his  pediatric  training  at  the  North 
Carolina  Baptist  Hospital  in  Winston- 
Salem,  has  joined  Dr.  Joe  T.  Smith  of  Knox- 
ville in  the  practice  of  pediatrics. 

■¥ 

Dr.  J.  M.  Stockman,  Knoxville,  was  elect- 
ed vice-president  of  the  Piedmont  Procto- 
logic Society  during  the  annual  meeting  of 
the  Society  in  Hendersonville,  N.  C.,  in 
August.  The  Society  will  hold  its  next 
annual  meeting  at  Knoxville  on  Saturday, 
March  31,  1951. 


Vaginal  Delivery  Following  Cesarean  Section. 

Cosgrove,  R.  A.  Bull.  Margaret  Hague  Ma- 
ternity Hosp.,  3:14,  1950. 

In  a recent  series  of  100  women  admitted  to  the 
Margaret  Hague  Maternity  Hospital,  at  or  near 
term  and  with  a history  of  a previous  cesarean 
section,  45  per  cent  were  delivered  vaginally  with- 
out maternal  mortality  or  serious  complication. 
Furthermore,  there  was  no  maternal  mortality  due 
to  rupture  of  the  post-cesarean  uterus  in  a total 
of  more  than  100,000  live  births  in  that  hospital. 
Women  who  have  had  a previous  cesarean  section 
are  allowed  a “test  of  labor,”  with  facilities  avail- 
able for  instant  use  if  there  is  any  evidence  of 
abnormality  in  the  course  of  labor.  If  they  show 
any  evidence  of  ability  to  deliver  vaginally  they 
are  allowed  to  do  so.  The  term  “test  of  labor” 
is  used  in  the  loosest  possible  sense  to  indicate 
some  trial  of  labor  of  sufficient  length  to  produce 
a reasonable  prognosis  as  to  the  expectancy  of 
delivery.  This  trial  of  labor  and  its  length  de- 
pend upon  several  variables,  as  follows: 

1.  The  indication  for  the  previous  cesarean  sec- 
tion. If  the  first  section  was  done  because  of 
placenta  previa,  toxemia,  abruption  of  the  placenta, 
or  for  some  other  reason  essentially  not  associated 
with  feto-pelvic  disproportion,  the  Margaret  Hague 
group  are  inclined  to  give  a relatively  long  test, 
if  the  labor  appears  to  be  progressing  satisfactorily. 

2.  The  type  of  pelvis  as  determined  both  by 
x-ray  and  clinically.  Obviously,  a large  well 
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formed  pelvis  will  dispose  to  a rather  long'  trial 
of  labor,  regardless  of  the  indication  for  the 
previous  cesarean  section. 

3.  The  station  of  the  presenting  part  at  the 
onset  of  labor. 

4.  The  presentation  and  position  of  the  fetus 
at  the  onset  of  labor. 

5.  The  status  of  the  scar.  This  is  important 
because  if  there  is  any  tenderness  in  the  area  of 
the  scar  it  is  considered  to  be  warning  of  possible 
impending  rupture.  When  the  scar  does  become 
tender,  a section  is  usually  done. 

6.  The  type  of  previous  cesarean  section.  The 
Margaret  Hague  group  feel  much  safer  in  allow- 
ing a patient  to  have  labor  if  the  previous  section 
was  of  the  low  flap  type.  They  are  much  more 
cautious  about  a classical  scar,  and  if  the  type  of 
operation  is  unknown,  they  regard  it  as  having 
been  a classical  type. 

7.  The  postoperative  course  following  the  prev- 
ious cesarean  section,  if  known.  Although  there 
is  no  certain  proof  of  it,  they  feel  that  there  is  a 
greater  tendency  for  trouble  in  patients  whose 
previous  postoperative  course  was  morbid. 

8.  The  status  of  the  membranes.  In  general, 
if  the  membranes  are  ruptured  they  consider  that 
the  time  for  observation  of  labor  is  limited  and 
that  a decision  must  be  made  before  long. 

9.  The  size  of  the  infant  delivered  by  previous 
cesarean  section  as  compared  with  the  estimated 
size  of  the  present  child. 

10.  The  presence  of  fetal  distress  tends  to  force 
a decision  in  the  handling  of  any  particular  case. 

(Abstracted  by  Milton  Smith  Lewis,  M.D.,  Nash- 
ville, Tennessee.) 


The  Merck  Manual.  Eighth  Edition.  Rah- 
way, N.  J.  1950.  Merck  & Co.,  Inc.  1592 
pages. 

The  compendium  of  medicine  has  been 
widely  used  by  internes,  residents  and  phy- 
sicians for  many  years.  The  proof  of  this 
is  that  it  appears  in  its  eighth  edition. 

Diseases  are  briefly  covered  from  etiology 
and  pathology,  through  symptomatology, 
signs  and  laboratory  findings,  through  diag- 
nosis, prognosis  and  finally  treatment. 

A remarkable  amount  of  material  is  avail- 
able in  this  book  which  easily  slips  into  a 
coat  pocket  or  into  the  doctor’s  bag.  If 
this  little  volume  is  accepted  for  what  it  is, 
a compendium  for  quick  reference,  it  has 
a valuable  place  in  the  physician’s  hands. 
Rut  like  all  such  books  it  lacks  detail  because 


of  brevity  and  cannot  replace  the  text-books 
dealing  with  the  subjects  in  more  detail,  so 
necessary  in  the  adequate  study  of  a given 
condition. 

R.  H.  K. 

* 

The  Future  in  Medicine — The  March  of  Med- 
icine, 1949.  Columbia  University  Press, 
New  York,  1950.  160  pages.  $2.50. 

This  small  volume  is  the  1949  number  in 
a series  of  New  York  Academy  of  Medicine 
Lectures  to  the  Laity.  Some  of  the  essays 
are  by  physicians,  others  are  not. 

As  is  indicated  in  the  introduction  to  the 
book,  the  five  lectures  are  based  in  the  fields 
of  law,  sociology,  anthropology,  physics, 
criminology,  endocrinology,  hematology, 
immunology  and  psychiatry.  The  subjects 
presented  are  “Law  and  Medicine,”  “The 
Endocrines : Servants  or  Masters,”  “Science 
Under  a Dictatorship,”  “Blood  and  Man” 
and  “The  Criminal  Within  Us.” 

The  third  lecture  is  especially  interesting 
in  its  description  of  how  a healing  art  can 
be  perverted  to  the  wishes  of  a dictatorial 
regime  as  under  the  Nazi  domination  in 
Germany.  It  is  a noteworthy  lesson  in  how 
a profession  dedicated  to  the  alleviation  of 
suffering  can  be  enmeshed  in  an  ideology  by 
coercion  and  political  pressure  to  the  extent 
of  acting  contrary  to  its  age-long  tenets. 

R.  H.  K. 


ANNOUNCEMENTS 


A postgraduate  pediatric  course  will  be 
given  at  the  University  of  Arkansas  School 
of  Medicine  on  November  6,  7,  1950.  The 
course  is  sponsored  by  the  Pediatric  Depart- 
ment of  the  University  and  the  Maternal 
and  Child  Health  Division  of  the  Arkansas 
State  Board  of  Health  and  the  Arkansas 
Medical  Society.  No  registration  fee. 

* 

The  36th  Clinical  Congress  of  the  Amer- 
ican College  of  Surgeons  will  convene  in 
Boston,  October  23  to  27.  One  hundred  and 
seventy  reports  on  research  aimed  to  ad- 
vance surgery  will  be  presented  at  thirteen 
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sessions  of  a forum  on  Fundamental  Sur- 
gical Problems.  The  University  of  Tennes- 
see School  of  Medicine  is  among  the  report- 
ing groups. 

The  ninth  annual  meeting  of  the  Amer- 
ican Academy  of  Dermatology  and  Syphil- 
ology  will  be  held  in  Chicago  December  2-7 


inclusive,  with  principal  sessions  at  the 
Palmer  House. 

The  annual  meeting  of  the  Southeastern 
States  Cancer  Seminar  will  be  held  in  Jack- 
sonville on  November  8,  9 and  10  at  the 
George  Washington  Hotel  Auditorium.  No 
registration  fee. 
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• Grade  "A”  Pasteurized  •Homogenized  •Soft  Curd  •Vitamin  "D” 

With  400  U.S.P.  Vitamin  D Units  (Activated  Ergosterol)  Added  Per  Quart 

ANTHONY  PURE  MILK  CO.,  INC.,  504  Woodland  Street 


QleaAMieux 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-618) 
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coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
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Albert  J.  Crevello,  M.D. 
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Though  the  outlook  for  the  mother  in  the  late  toxemias  of  pregnancy 
has  improved,  fetal  mortality  is  still  disproportionately  high.  The 
author  considers  the  management  of  such  cases  with  the  hope  of 
Improving  the  outlook  for  the  fetus. 

FETAL  SALVAGE  IN  THE  LATE  TOXEMIAS  OF  PREGNANCY 

SAMUEL  S.  LAMBETH,  M.D.,  Maryville,  Tenn. 


Great  strides  have  been  made  in  the  pre- 
vention of  eclampsia  and  thus  in  the  re- 
duction of  maternal  mortality  in  the  late 
toxemias  of  pregnancy  (which  include  pre- 
eclampsia, eclampsia,  and  hypertensive  vas- 
cular disease  complicated  by  pre-eclampsia 
or  eclampsia).  Although  there  has  been  a 
reduction  in  fetal  loss  from  these  condi- 
tions, it  has  not  paralleled  the  maternal 
results.  Figures  in  support  of  this  view 
appeared  in  two  recent  analyses  of  patients 
having  late  toxemia  at  Duke  Hospital  in 
Durham,  N.  C.  In  the  first  of  these1  there 
was  a fetal  survival  rate  of  29  per  cent  in 
a group  of  54  women  with  elevated  blood 
pressure  who  died  during  pregnancy  or  de- 
livery in  the  years  from  1930  to  1946.  In 
a second  study2  of  53  women  who  had  one 
of  the  late  toxemias  of  pregnancy  and  sur- 
vived, the  fetal  salvage  rate  was  60  per 
cent.  This  figure  was  based  on  fetuses 
reaching  a weight  of  1,000  Gms.  or  more. 
This  study  represented  a cross-section  of 
the  late  toxemias  of  pregnancy  at  Duke  Hos- 
pital from  October  1,  1945,  to  April  1,  1947. 
Since  only  3 of  5 infants  survived  a con- 
dition which  did  not  kill  any  mothers,  it 
constitutes  good  evidence  of  the  need  for 
improvement  in  fetal  results  in  the  late 
toxemias. 

In  addition,  a considerable  “toxemia  prob- 
lem” still  exists  despite  the  greatly  reduced 
maternal  mortality.  Approximately  8 per 
cent  of  all  pregnant  women  show  some  ten- 
dency to  develop  pre-eclampsia.  This  may 
be  due  partly  to  the  increasing  marriage 


rates  among  older  women  who  more  often 
develop  hypertension. 

In  view  of  the  frequency  of  the  late  tox- 
emias and  the  high  fetal  loss  in  these  con- 
ditions, it  seems  worth  while  to  discuss  the 
evidence  that  the  fetus  actually  suffers  from 
any  of  the  late  toxemies  of  pregnancy,  and 
to  try  to  decide  whether  pregnancy  should 
ever  be  interrupted  in  the  interest  of  the 
fetus.  An  effort  will  be  made  to  weigh  the 
dangers  of  prematurity  and  mechanical 
induction  of  labor  against  the  theoretical 
possibility  of  harm  resulting  from  pro- 
longed exposure  of  the  fetus  to  the  toxemia. 

A recent  patient  illustrates  the  problem 
of  deciding  the  correct  management  of 
pregnancy  under  such  circumstances.  She 
was  a 19-year-old,  white,  married  primi- 
gravida,  who  was  first  seen  on  August  19, 
1948.  The  last  menstrual  period  was 
March  25,  1948.  The  calculated  date  of 
confinement  was  January  2,  1949.  Al- 
though she  was  examined  more  often,  the 
important  changes  in  her  course  are  shown 
in  the  accompanying  chart.  The  cessation 
of  the  growth  of  the  fetus,  as  measured  by 
the  uterine  fundus,  followed  closely  the  de- 
velopment of  the  mild  pre-eclampsia.  Fetal 
heart  sounds  were  always  normal  and 
ranged  from  140  to  160.  The  treatment 
consisted  of  rest,  diet  and  finally  induction 
of  labor  a week  after  admission  to  Blount 
Memorial  Hospital.  The  patient  never 
seemed  to  be  acutely  ill  and  had  no  convul- 
sions. The  labor  was  complicated  by  pri- 
mary uterine  inertia.  The  infant  boy, 
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Chart  Illustrating  Course  of  Patient  - W.B. 


although  small  (3  lbs.  and  12  oz.)  seemed 
vigorous  and  cried  immediately  after  deliv- 
ery by  episiotomy  and  low  forceps.  The 
placenta  was  small,  having  a diameter  of  15 
centimeters.  An  estimated  half  of  its  ma- 
ternal surface  was  covered  with  multiple 
grayish  infarcts.  The  microscopic  exami- 
nation was  reported  by  a pathologist  as 
“villous  necrosis  due  to  fibrin  deposits.” 
The  problem  presented  by  this  patient 
was  essentially  that  of  what  ill  effects,  if 
any,  the  fetus  was  suffering  from  the  mild 
pre-eclampsia.  The  failure  of  the  uterine 
fundus  to  enlarge  during  the  last  six  weeks 
of  pregnancy,  as  illustrated  in  the  accom- 
panying chart,  suggested  that  the  fetus  had 
suffered  some  untoward  effects.  An  X-ray 
film  of  the  fetus  at  the  thirty-first  week 
revealed  that  the  size  and  development  were 
normal  for  that  stage  of  pregnancy.  A sec- 
ond film  at  the  thirty-seventh  week  showed 
some  bone  maturation,  but  not  the  antici- 
pated increase  in  the  size  of  the  fetus  for 
the  period  of  time  which  had  elapsed.  The 
accompanying  chart  clearly  shows  that  the 
fundus  had  ceased  to  enlarge  which  is  quite 
contrary  to  the  estimate  in  Stander’s  text' 


of  the  usual  rise  of  one  inch  between  the 
thirty-second  and  thirty-sixth  weeks  of  a 
normal  pregnancy. 

Regardless  of  the  X-ray  studies  and  fre- 
quent estimates  of  the  size  of  the  uterine 
fundus,  it  was  quite  difficult  to  decide  defi- 
nitely that  the  fetus  was  suffering  because 
of  the  mild  pre-eclampsia.  The  fetal  heart 
sounds  and  movements  remained  excellent. 
In  fact,  the  problem  impressed  this  author 
very  forcibly  that  at  this  time  we  do  not 
have  any  good,  simple  and  practical  methods 
of  deciding  how  the  fetus  is  faring  in  utero, 
in  the  presence  of  one  of  the  late  toxemias. 

At  the  thirty-eighth  week  labor  was  in- 
duced because  the  blood  pressure  became 
higher  and  a small  amount  of  albumin  ap- 
peared in  the  urine.  The  failure  of  the 
fetus  to  grow  and  develop  was  also  consid- 
ered and  no  doubt  was  a factor  in  the  deci- 
sion to  interfere  in  the  course  of  pregnancy. 
On  the  other  hand,  the  possible  bad  effects 
of  prematurity  and  the  mechanical  induc- 
tion of  labor  were  points  which  delayed 
interference. 

Although  the  immediate  result  was  good, 
:t  is  possible  that  a stronger  and  more  fully 
developed  infant  would  have  been  obtained 
if  the  pregnancy  had  continued  until  spon- 
taneous labor.  On  the  other  hand,  the  bad 
effects  of  the  pre-eclampsia  might  have  ex- 
pressed themselves  more  forcibly  if  the 
fetus  had  remained  in  its  “toxemic  environ- 
ment.” 


Discussion 

Interest  in  the  problem  encountered  in 
handling  this  patient,  particularly  as  it  was 
related  to  the  general  problem  of  improving 
fetal  salvage  in  the  late  toxemias  of  preg- 
nancy, prompted  a search  of  the  literature 
for  some  recent  opinions  on  the  subject. 
Because  of  the  wide  variation  in  the  atti- 
tude of  different  authorities,  it  is  considered 
worth  while  to  summarize  some  of  them 
here. 

Urging  a conservative  approach,  Adair5 
states:  “There  are  no  absolute  criteria  for 
determining  the  best  course  for  either 
mother  or  the  fetus.”  He  concludes  that 
usually  the  best  outlook  for  both  occurs 
when  there  is  a natural  onset  of  labor,  and 
that  the  risk  to  the  fetus  arises,  “not  from 
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the  toxic  state  itself,  but  from  the  proce- 
dures used  to  terminate  the  pregnancy.” 

In  a recent  personal  communication,  Pot- 
ter'1 answers  the  question  concerning  the 
effects  of  the  late  toxemias  on  the  fetus  as 
follows:  “In  a mother  who  is  not  seriously 
affected  there  seems  to  be  no  damage  to  the 
child.  Our  fetal  and  infant  mortality  rates 
have  been  greatly  decreased  since  we  have 
lowered  our  incidence  of  interference  late 
in  pregnancy.  I have  actually  never  seen 
a baby  which  I thought  died  as  a direct 
result  of  toxemia.”  Dr.  Potter  cites  as 
evidence  in  favor  of  this  view  the  fact  that 
of  all  the  toxemic  twins  delivered  at  Chica- 
go Lying-In  Hospital,  there  have  been  no 
cases  in  which  both  twins  have  expired. 
She  believes  that  if  the  toxemia  itself  were 
affecting  the  fetuses  adversely,  in  some 
cases  at  least  both  twins  would  have  died. 
She  does  qualify  her  opinion  with  the  state- 
ment that  the  incidence  of  premature  sep- 
aration of  the  placenta  is  higher  in  toxic 
than  in  non-toxic  pregnancies  and  that  in 
this  way  toxemia  may  result  secondarily  in 
the  death  of  a small  number  of  infants  who 
die  following  the  placental  detachment.  Dr. 
Potter  adds  that  she  has  recently  discussed 
this  subject  with  Dr.  W.  J.  Dieckmann,  and 
that  he  holds  substantially  the  same  view  as 
she  does  about  the  lack  of  any  specific  effect 
of  the  toxemia  on  the  fetus. 

Eastman7,  in  a discussion  of  prematurity, 
says  that  some  patients  with  mild  pre- 
eclampsia could  be  carried  closer  to  term 
in  the  interest  of  the  infant.  This  may  be 
interpreted  as  an  opinion  that  the  dangers 
of  prematurity  and  induction  of  labor  may 
outweigh  any  gain  to  the  fetus  of  removing 
it  from  its  toxemic  environment. 

Although  the  authors  cited  above  express 
a conservative  attitude,  such  an  opinion  is 
not  shared  by  certain  others  who  present 
evidence  that  the  fetus  does  suffer  from  its 
toxemic  environment.  Some  of  these  sug- 
gest that  at  times  the  chances  for  fetal  sur- 
vival can  be  materially  increased  by  termi- 
nating the  pregnancy. 

Guerriero8  and  Plass0  have  stressed  the 
importance  of  the  toxemia  itself  in  the  fetal 
mortality  and  have  pointed  out  how  the  fetal 
death  rate  rises  as  the  severity  of  the  dis- 
ease increases. 


Chesley  and  Somers10  reported  a total 
fetal  loss  of  25  per  cent  in  their  series  of 
eclampsia  patients  and  found  a 13  per  cent 
increase  over  the  expected  infant  loss  when 
the  toxemia  had  persisted  more  than  four 
weeks.  They  concluded  that  “extra-uterine 
existence  costs  fewer  infant  lives  than  does 
continued  intra-uterine  existence,”  exclu- 
sive of  infants  weighing  less  than  2,000 
Gms.,  and  suggested  that  some  fetal  lives 
can  be  saved  by  emptying  the  uterus  at  the 
thirty-fifth  week. 

Cosgrove  and  Chelsey11,  in  a paper  on  the 
management  of  the  late  toxemias  of  preg- 
nancy, support  that  view  indicating  that 
the  termination  of  pregnancy  after  the 
thirty-fourth  week  is  not  only  in  the  moth- 
er’s interest  but  might  also  be  true  in  so  far 
as  the  fetus  is  concerned.  Perhaps  prema- 
turity at  this  time  offers  a better  outlook  for 
the  child  than  the  continuation  of  pregnancy 
with  the  possibility  of  stillbirth  or  neonatal 
death. 

Dawson,12  in  reporting  on  4,000  consecu- 
tive deliveries,  emphasizes  the  point  that  all 
toxemic  pregnancies  should  be  interrupted 
after  the  thirty-fifth  week  if  the  patient 
does  not  improve  following  a week  of  ther- 
apy. He  states  that  “the  premature  child 
has  a better  chance  of  survival  than  the 
fetus  allowed  to  remain  in  a ‘toxemic’  en- 
vironment,” and  presents  some  interesting 
figures  in  support  of  his  view.  In  a series 
of  216  patients  with  the  same  or  approxi- 
mately the  same  degree  of  severity  of  tox- 
emia, labor  was  induced  in  125.  In  this 
group  the  fetal  mortality  was  8 per  cent; 
for  the  other  91  women  who  went  into  labor 
spontaneously,  the  fetal  mortality  was  20.9 
per  cent. 

Kellogg,13  in  a detailed  review  of  the  late 
toxemias  of  pregnancy,  stresses  the  dangers 
of  even  the  milder  forms  of  the  infant.  He 
offers  as  an  explanation  the  amount  of 
placental  degeneration  and  infarction  that 
takes  place  in  some  of  these  cases.  Some 
observers  feel  that  failure  of  the  uterus  to 
continue  to  enlarge  is  sufficient  evidence  of 
progressive  placental  infarction.  Case  re- 
ports are  presented  in  which  examination  of 
the  placenta  revealed  much  necrosis  and 
fibrin  infiltration  of  the  villi.  Kellogg  be- 
lieves that  many  infants  may  be  lost  while 
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“waiting  for  them  to  grow”  between  the 
twenty-eighth  and  thirty-sixth  weeks  of 
pregnancy  and  advises  interruption  of  any 
toxemic  pregnancy  if  the  fundus  ceases  to 
grow  after  the  twenty-eighth  week.  The 
infants  in  these  cases,  although  small,  are 
vigorous  and  behave  more  like  their  gesta- 
tional age  than  their  actual  age  by  weight 
at  birth. 

Reid,14  in  a recent  personal  communica- 
tion, expresses  a similar  view  with  regard 
to  decreased  placental  function  as  a cause 
for  the  adverse  effects  of  the  late  toxemias 
on  the  fetus.  He  believes  that  the  stillbirth 
rate  may  be  decreased  in  all  types  of  the 
late  toxemias  if  the  pregnancy  is  terminated 
4 to  G weeks  from  term.  Factors  such  as 
age,  parity,  and  degree  of  toxemia  must  be 
considered  in  making  a decision  in  the  in- 
dividual case. 

Summary  of  Conclusions 

1.  The  need  to  reduce  the  fetal  mortality 
in  the  late  toxemias  of  pregnancy  is  recog- 
nized. 

2.  A patient  with  mild  pre-eclampsia  and 
retarded  fetal  growth  has  been  presented. 

3.  The  cause  of  retarded  growth  is  con- 
sidered to  be  either  the  toxemia  “per  se”  or 
placental  degeneration. 

4.  The  literature  on  the  subject  of  the 
fetus  in  the  late  toxemias  and  the  differ- 
ences of  opinion  about  management  have 
been  reviewed. 

5.  In  the  severe  forms  of  the  late  preg- 
nancy toxemias  induction  of  labor  by  the 


most  conservative  means  is  carried  out  in 
the  interest  of  the  mother  as  well  as  the 
child. 

6.  At  times,  in  mild  pre-eclampsia  occur- 
ring after  the  thirty-fifth  week  of  preg- 
nancy, if  the  fundus  of  the  uterus  has  ceased 
enlarging,  labor  should  be  induced  solely  in 
the  interest  of  the  infant. 

(Acknowledgment  is  made  to  my  former  chief, 
Dr.  Bayard  Carter,  for  his  helpful  criticism,  to  the 
authorities  whose  opinions  have  been  so  freely 
quoted,  and  to  the  American  College  of  Surgeons 
for  the  use  of  the  lending  library.) 
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Metastatic  Choroid  Carcinoma  in  a Man  With 

Carcinoma  of  the  Breast.  Straub,  W.  Am.  J. 

Ophth.,  33:1469,  1950. 

In  a 68-year-old  patient  metastatic  carcinoma  of 
the  choroid  was  observed  18  months  after  extirpa- 
tion of  a carcinoma  of  the  breast.  The  eyes  were 
not  enucleated  but  the  fundus  findings  were  typical. 


Six  weeks  later  the  retina  above  the  papilla  became 
detached.  In  the  right  eye  a cataract  was  removed 
at  the  patient’s  urgent  request  and  it  was  found 
that  the  whole  lower  half  of  the  retina  was  de- 
tached. The  patient  died  four  months  later. 

(Abstracted  by  Robert  J.  Warner,  M.D.,  Nash- 
ville, Tenn.) 
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The  application  of  present  day  knowledge  to  the  maintenance  of  the 
normal  physiological  state  both  pre-  and  post-operatively  is  extending 
the  fields  of  surgery  possibly  more  than  purely  technical  advances. 

Certainly  this  seems  to  be  true  not  only  in  surgery  of  the  aged,  but 
also  of  early  infancy  as  emphasized  by  these  authors  in  dealing  with 
the  congenital  anomalies  of  the  newborn. 

INTESTINAL  OBSTRUCTION  IN  THE  INFANT  AND  NEWBORN* 

JAMES  C.  OVERALL,  M.D.,  and  JAMES  A.  KIRTLEY,  JR.,  M.D.,  Nashville,  Tenn. 


Although  the  mortality  rate  in  the  first 
year  of  life  has  been  reduced  during  the  past 
twenty  years,  the  death  rate  during  the 
first  month  of  life  has  not  been  significantly 
decreased.  The  Summary  of  Vital  Statis- 
tics for  the  United  States  (1947)  showed  4.6 
deaths  per  1,000  live  births  attributable  to 
congenital  anomalies,  second  only  to  pre- 
maturity as  a cause  of  death  in  this  period.1 
The  surgical  mortality  of  intestinal  ob- 
struction in  infants  is  also  far  higher  than 
in  adults,  and  the  purpose  of  this  discussion 
is  to  bring  out  some  of  the  causes  for  this 
and  some  suggestions  for  lowering  neonatal 
mortality. 

Before  discussing  the  individual  types  of 
intestinal  obstruction,  it  would  be  well  to 
briefly  discuss  some  of  the  several  symptoms 
and  signs  which  are  most  important  in  the 
diagnosis. 

1.  Vomiting  is  present  at  some  time  and 
usually  on  the  first  day  in  almost  100  per 
cent  of  all  cases  of  obstruction.  However, 
the  type  and  character  of  the  vomitus  and 
vomiting  depend  on  the  location  of  the 
lesion.  It  is  immediate,  and  of  an  overflow 
type  if  the  obstruction  is  in  the  esophagus. 
In  fact,  it  is  really  a regurgitation,  and  the 
vomited  material  is  simply  the  fluid  taken 
unchanged.  If  it  is  lower  down,  as  in  pyloric 
stenosis,  the  stomach  contents  will  be  vom- 
ited, and  vomiting  will  usually  be  explosive 
and  projectile  in  type  and  occur  fairly  soon 
after  milk  or  water  is  given.  Gastric  or 
pyloric  waves  may  be  noted.  If  the  ob- 
struction is  below  the  ampulla  of  Vater,  bile 
will  be  present.  If  vomiting  continues  and 
there  is  an  obstruction  low  in  the  intestinal 
tract,  meconium  or  fecal  material  will  soon 
be  evident  in  the  vomitus.  After  very  long 


*Read  before  the  Tennessee  State  Medical  Associ- 
ation, Memphis,  April  11,  12,  1950. 


continued  and  almost  constant  vomiting, 
blood  may  be  present. 

2.  Absent  (or  scomty)  stools  would  be  a 
natural  outcome  of  obstruction.  The  pas- 
sage of  meconium,  especially  if  of  a small 
amount,  does  not  rule  out  obstruction,  and 
the  meconium  may  even  look  normal.  How- 
ever, there  would  be  no  bile  present  and  its 
absence  would  be  presumptive  evidence  of 
complete  obstruction,  or  occlusion  distal  to 
the  ampulla  assuming,  of  course,  there  is 
no  obstruction  to  bile  ducts.  The  Farber 
test  of  the  meconium  would  also  be  indi- 
cated to  tell  if  it  were  normal.  This  test 
is  based  on  the  absence  of  squamous  or 
cornified  epithelial  cells  in  a smear  of  the 
meconium  taken  from  the  center  of  the 
stool.  The  smear,  after  being  treated  with 
ether,  is  stained  with  gentian  and  decolor- 
ized with  alcohol.  This  removes  dye  from 
everything  except  cornified  epithelium.  The 
meconium  stool  is  composed  of:  (1)  dead 
cells  from  intestinal  lining;  (2)  various 
secretions  from  the  stomach,  intestine,  liver 
and  pancreas;  (3)  material  from  amniotic 
fluid  swallowed  by  the  baby  in  utero  (such 
as  vernix  caseosa  and  squamous  epithelial 
cells  desquamated  from  skin  of  the  fetus.) 

3.  Loss  of  weight  or  failure  to  gain 
weight  is  especially  noticeable  if  vomiting  is 
present  and  has  continued  for  any  length  of 
time.  With  dehydration  there  is  associated 
imbalance  in  electrolytes. 

4.  Abdominal  distention  to  a certain  de- 
gree is  always  present.  If  the  obstruction 
is  low  (such  as  in  the  jejunum)  the  dis- 
tention is  more  likely  to  be  diffuse  and  very 
noticeable.  It  is  very  marked  if  the  patient 
is  observed  somewhat  later. 

5.  A plain  x-ray  film  of  the  abdomen  will 
usually  outline  the  gas-filled  distended 
stomach  or  upper  intestinal  loops  and  the 
lack  of  air  lower  down  beyond  the  obstruc- 
tion. Barium  is  usually  not  necessary,  in 


398 


INTESTINAL  OBSTRUCTION  IN  THE  INFANT  AND  NEWBORN— Overall  and  Kirtloy  November,  1950 


fact  may  be  contra-indicated.  Occasional 
Lipiodal  may  be  used  as  a contrast  medium. 
A fluid  level  can  frequently  be  demonstrated 
and  a calcified  shadow  is  strong  evidence  for 
obstruction.  Serial  studies  of  the  gastro- 
intestinal tract  of  the  normal  newborn  show 
that  gas  has  reached  the  sigmoid  and  rectum 
by  the  seventh  to  tenth  hour.  Roentgeno- 
grams with  the  infant  inverted  are  fre- 
quently of  value,  especially  in  the  presence 
of  an  imperforate  anus ; a small  lead  mark- 
er is  placed  over  the  anal  dimple. 

6.  Fever  may  be  present,  even  though 
slight,  and  may  be  due  to  dehydration. 

7.  Visible  peristaltic  leaves  usually  may 
be  noticed  and  can  be  produced  or  made 
more  noticeable  by  giving  water  or  milk  and 
by  a slight  scratch  across  the  abdomen  with 
a finger.  The  waves  may  even  produce  a 
stepladder  effect. 

There  are  at  least  ten  different  types  of 
intestinal  obstruction  in  infants  and  the 
newborn,  which  will  be  brieflly  discussed : 

I.  Esophageal  Atresia  and  Tracheo-esophageal 
Fistula 

The  most  common  form  of  this  combina- 
tion (90  per  cent)  is  an  upper  blind  esophag- 
eal pouch  with  a fistula  between  the  lower 
esophageal  segment  and  the  trachea.  There 
is  usually  excessive  mucus  in  the  mouth  and 
all  feedings  are  regurgitated.  Obstruct’on 
may  be  demonstrated  by  the  passage  of  a 
catheter  down  the  esophagus.  Roentgeno- 
grams will  show  a normal  intestinal  gas  pat- 
tern in  this  type.  (Fig.  1 ) Early  diagnosis 
and  surgical  correction  within  the  first  48 
hours  are  necessary  if  a successful  result  is 
to  be  expected.  The  mortality  rate  rises 
rapidly  after  this  period. 

2.  Atresia  of  Intestine 

Although  atresia  may  occur  anywhere  in 
the  intestinal  tract,  and  may  be  multiple, 
the  ileum  is  most  frequently  involved. 

Symptoms  are  usually  present  soon  after 
birth.  There  is  progressive  vomiting  of 
bile-stained  material  and  increasing  abdomi- 
nal distention.  Cornified  epithelial  cells  will 
be  absent  from  the  stools  (Farber’s  test). 
Roentgenograms  are  most  helpful  in  de- 
termining the  site  of  obstruction,  since  air 
in  the  intestinal  tract  is  an  excellent  con- 
trast medium.  They  should  be  taken  in  both 
the  upright  and  inverted  position. 


FlG.  1.  Esophageal  Atresia  ending  in  a blind 
pouch,  lipiodal  being  used  rather  than  barium  on 
account  of  the  possibility  of  a tracheo-esophageal 
fistula. 

Early  diagnosis  and  preoperative  decom- 
pression by  tube  and  suction-siphonage  are 
essential,  since  perforation  occurs  at  three 
or  four  days.  The  possibility  of  multiple 
areas  of  atresia  must  be  considered  at  op- 
eration. Intestinal  continuity  should  be  es- 
tablished at  the  time,  if  possible,  since 
enterostomy  is  poorly  tolerated. 

3-A.  Stenosis  of  Intestine 

In  obstruction  occurring  during  the  first 
few  days  of  life,  one  cannot  distinguish  be- 
tween stenosis  and  atresia.  Stenosis  is  most 
frequently  found  in  the  duodenum  just 
distal  to  the  ampulla  of  Vater  and  obstruc- 
tion may  be  partial  or  complete.  In  many 
instances  there  is  a valve  or  leaflet  extend- 
ing across  the  lumen,  with  a tiny  opening 
which  permits  air  to  pass  distally.  (Fig.  2.) 
Farber’s  test  may  be  positive  if  obstruction 
developed  after  birth.  Primary  anastamosis 
(usually  duodeno-jejunostomy)  is  indicated 
in  complete  obstruction. 

3-B.  Hypertrophic  Pyloric  Stenosis 

Although  this  lesion  rarely  causes  ob- 
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FlG.  2.  Stenosis  of  duodenum.  Marked  distention 
of  stomach  and  duodenum  in  48  hour  old  infant. 


struction  during  the  first  ten  days  of  life,  it 
is  the  most  common  condition  requiring 
surgery  during  the  first  four  or  five  weeks 
of  life,  and  should  present  little  or  no  mor- 
tality (1-2  per  cent). 

Regurgitation  of  occasional  feedings  us- 
ually is  followed  by  projectile  vomiting  of 
all  feedings,  associated  with  visible  waves 
spreading  from  the  left  to  the  right  epigas- 
trium. An  olive-like  tumor  may  be  felt  in 
the  majority  of  patients,  but  since  the 
pylorus  is  behind  the  right  lobe  of  the  liver, 
its  palpation  is  not  essential  to  correct  diag- 
nosis. 

In  a male  infant  with  a typical  history  and 
physical  findings,  a barium  swallow  is  not 
necessary;  but  the  absence  of  a tumor, 
peristaltic  waves,  projectile  vomiting  or 
female  sex  are  indications  for  barium 
studies.  Only  in  this  manner  can  a shortened 
esophagus  or  achalas'a  of  the  esophagus 
be  excluded. 

The  Fredet-Ramstedt  operation  is  the 
procedure  of  choice.  Not  infrequently  a 
small  opening  may  be  made  accidentally  in 
the  thin  duodenum  at  that  lower  end  of  the 
tumor.  Its  recognition  and  closure  causes 
no  increase  in  mortality.  Feedings  may  be 
begun  immediately.  It  has  not  been  un- 


common for  some  infants  to  vomit  varying 
amounts  for  the  first  week  after  operation, 
even  though  the  tumor  had  been  completely 
divided. 

3-C.  Enterogenous  Cyst  of  Duodenum  or  Colon 

These  duplications  of  the  intestinal  tract 
may  occur  anywhere,  but  usually  cause  ob- 
struction when  in  the  duodenum.  The  wall 
consists  of  smooth  muscle  tissue  lined  by 
mucous  membrane.  (Four  years  ago  one 
of  us  |J.A.K.]  excised  an  obstructing 
enterogenous  cyst  in  an  adult,  although  all 
previously  reported  cases  had  occurred  in 
newborn  or  young  children.)  A barium 
meal  will  show  the  point  of  obstruction.  At 
operation  excision,  internal  drainage  or 
marsupalization  may  be  indicated. 

4.  Diaphragmatic  Hernia 

Early  diagnosis,  immediate  operation  and 
adequate  pre-  and  post-operative  care  have 
reduced  the  mortality  of  congenital 
diaphragmatic  hernia  from  75  per  cent  to 
10  to  15  per  cent. 

Dyspnea,  cyanosis  and/or  vomiting 
should  suggest  this  condition  and  it  may 
be  confirmed  by  a plain  roentgenogram. 
While  a transthoracic  approach  is  best  for 
hiatal  hernias,  the  abdominal  approach  is 
probably  better  in  most  instances  since  a 
two-stage  abdominal  closure  has  definitely 
lowered  the  mortality  here,  as  well  as  in 
large  omphaloceles. 

5.  Meconium  Ileus 

Meconium  ileus  associated  with  cystic 
fibrosis  of  the  pancreas  typically  causes  ob- 
struction from  birth.  There  is  regurgita- 
tion of  bile-stained  material,  increasing  dis- 
tention and  roentgenographic  evidence  of 
dilated  small  bowel  loops,  usually  proximal 
ileum.  At  operation  the  colon  and  distal 
ileum  are  usually  hypoplastic  and  packed 
with  firm,  tenacious  meconium.  This  can 
be  removed  and  the  obstruction  relieved. 

The  cystic  fibrosis  of  the  pancreas  makes 
the  prognosis  poor,  although  high  vitamin 
diet,  pancreatic  enzymes  and  chemotherapy 
for  the  frequent  pulmonary  infections  offer 
some  hope.  The  following  case  report  is 
typical : 

A three  day  old,  white  female  infant  was  ad- 
mitted to  the  hospital  with  a history  of  regurgita- 
tion of  feedings  and  thick  green  material.  There 
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had  been  no  stools,  though  the  rectum  was  patent; 
the  abdomen  had  become  increasingly  distended. 
Examination  revealed  a distended  abdomen  with  a 
movable,  sausage-shaped  mass  in  the  left 
epigastrium.  Roentgenograms  showed  loops  of 
small  intestine  to  be  greatly  distended  with  air, 
and  thin  barium  given  by  rectum  extended  only 
to  the  sigmoid  colon.  A tentative  diagnosis  of 
meconium  ileus  was  made.  (Fig.  3.) 


FIG.  3.  Obstruction  due  to  meconium  ileus.  Dilated 
loops  of  jejunum  and  proximal  ileum. 


After  parenteral  fluid  had  been  given  and  a 
canula  placed  in  an  ankle  vein,  the  abdomen  was 
opened  through  a lower  right  rectus  incision.  The 
terminal  ileum  and  ascending  and  transverse  colon 
were  small  and  felt  as  if  they  were  filled  with  green 
banana.  The  proximal  portion  of  the  ileum  was 
greatly  dilated  and  showed  hypertrophy  of  the 
walls.  The  pancreas  did  not  feel  abnormal.  A 
catheter  was  introduced  through  an  opening  in  the 
mid-ileum,  passed  toward  the  cecum,  and  saline 
was  injected  through  its  lumen.  Thick,  sticky, 
whitish  meconium  was  removed  and  the  irrigations 
repeated  until  it  was  possible  to  distend  the  trans- 
verse colon.  Considerable  meconium  was  removed 
and  it  was  believed  that  the  obstruction  had  been 
relieved.  Bile-stained  stools  were  noted  on  the 
third  post-operative  day.  Tests  for  trypsin  activ- 
ity in  stools  and  duodenal  fluid  wei*e  negative.  The 
baby  received  pancreatin  post-operatively  and  did 
well  for  four  weeks,  when  she  developed  an  ex- 
tensive pneumonia  and  despite  all  chemotherapy 
expired,  38  days  after  operation.  Autopsy  showed 
suppurative  broncho-pneumonia  and  cystic  fibrosis 
of  the  pancreas,  with  no  evidence  of  intestinal  ob- 
struction or  peritonitis. 


6.  Intussusception 

Though  rarely  seen  in  the  newborn,  in- 
tussusception may  occur  within  the  first 
two  months  of  life.  The  recurrent  colicy 
pains  are  usually  associated  with  crying, 
flexion  of  the  legs  and  grunting  respiration. 
Bloody  stools  are  present  in  85  per  cent 
of  the  late  cases.  A palpable  mass  is  fre- 
quently present.  Early  diagnosis  and  re- 
duction  are  important.  We  feel  that  even 
apparent  reduction  by  barium  enema  should 
lie  checked  by  operation  in  most  instances. 
(Fig.  4.)  An  ileo-ileocolic  type  in  a 7 weeks 


Fig.  4.  Intussusception.  Typical  invaginating  t /pe 
showing  ileocecal  obstruction. 

old  infant  was  recently  easily  reduced  ex- 
cept for  the  ileal  portion,  which  required 
resection  for  15  centimeters  of  gangrenous 
bowel.  As  a rule  no  more  surgery  than  is 
necessary  should  be  done. 

7.  Obstructing  Mesenteric  Tumors 

The  signs,  symptoms  and  x-ray  findings 
are  usually  those  of  small  bowel  obstruc- 
tion. The  photograph  of  an  obstructing 
fibroma  in  a six  day  old  infant  is  seen  in 
Figure  5.  Resection  of  the  lesion  is  indi- 
cated. 
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Fig.  5.  Fibroma  of  jejunal  mesentery  in  6 day 
old  infant.  Note  marked  dilatation  of  proximal 
loop  and  hypoplasia  of  distal  loop. 


8.  Functional  Intestinal  Obstruction 

Functional  intestinal  obstruction  clue  to 
absence  of  the  mesenteric  plexus  has  been 
emphasized  as  a cause  of  obstruction  with- 
in the  first  few  days  or  weeks  of  life. 
Emesis,  abdominal  distention,  constipation 
and  a rectal  fecal  mass  are  the  usual  find- 
ings. A familial  history  may  be  obtained. 
Laparotomy  is  indicated  and  enterostomy 
at  the  lowest  level  of  normal  bowel  motility 
may  be  necessary.2 

9.  Malrotat  on  of  the  Colon 

Evidence  of  high  intermittent  intestinal 
obstruction  is  manifested  early  in  about 
half  of  the  infants  with  malrotation  of  the 
colon.  This  is  due  to  external  pressure  on 
the  second  and  third  portions  of  the  duo- 
denum, and  a plain  film  of  the  abdomen 
will  usually  show  distention  of  the  stomach 
and  duodenum.  Early  laparotomy  is  indi- 
cated. A volvulus  of  three  or  four  turns 
may  be  encountered  and  is  usually  reduce  ! 
in  a counterclockwise  direction.  It  is  im- 
portant to  free  the  cecum  and  ascending 
colon  so  that  they  may  be  transferred  to  the 
left  side  of  the  abdomen.  Gardner3  has 
beautifully  shown  the  various  maneuvers  at 
operation. 


10.  Imperforate  Anus 

The  most  common  type  of  rectal  anomaly 
consists  of  an  imperforate  anus  with  the 
colon  and  rectum  ending  in  a blind  pouch 
a variable  distance  above.  Increasing  ab- 
dominal distention,  emesis,  absence  of 
meconium  stools,  borborygmi  and  tympan- 
ites occur  early  in  life.  Wangensteen  and 
Rice  suggest  antero-posterior  and  lateral 
films  with  the  infant  held  head  down  and  a 
lead  marker  over  the  anal  dimple.  (Fig.  6.) 
The  appropriate  surgical  procedure  may  be 
made  more  difficult  by  fistulae  which  occur 
in  many  cases. 

Pre-  and  Post-operative  Measures 
In  all  patients  with  obstruction  beyond 
the  pylorus,  a No.  8F  or  10F  soft  rubber 
catheter  should  be  inserted  into  the  stomach 
for  decompression  and  constant  suction- 
siphonage  be  applied.  This  prevents  aspir- 
at;on  of  stomach  contents  during  anesthesia 
induction  and  operation.  It  is  most  im- 
portant to  correct  the  dehydration  and  pos- 
sible acidosis  or  alkalosis.  Infants  with- 


FlG.  6.  Imperforate  anus.  Inverted  position  with 
lead  shot  at  dimple  where  opening  was  supposed  to 
be.  . This  demonstrates  the  close  approximation  of 
the  rectum  and  the  advantages  of  the  perineal 
rather  than  an  abdominal  surgical  approach. 
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stand  surgery  well,  provided  fluid  and  blood 
replacements  are  adequate.  A canula  should 
be  placed  in  a vein  before  operation  for  the 
administration  of  blood,  glucose  and  indi- 
cated electrolytes.  Usually  10  cc.  per  pound 
of  5 per  cent  glucose  is  used  per  dose  and 
about  the  same  amount  of  normal  saline 
subcutaneously.  Hyaluronidase  facilitates 
the  absorption  of  subcutaneous  fluids. 

Acidosis  may  be  corrected  by  using  M 6 
lactate  solution  and  0.9  cc.  per  pound  of 
body  weight  raises  the  CO.  content  of  serum 
one  volume  per  cent  (i.e.,  90  cc.  M/6  lactate 
will  raise  the  CO.  combining  power  in  a 10 
pound  baby  10  volumes  per  cent).  Potas- 
sium deficiency  should  be  prevented  or  cor- 
rected by  the  administration  of  Darrow’s 
solution  if  the  need  is  urgent;  potassium 
salts  by  mouth  is  a safer  and  more  con- 
servative means. 

A close  check  on  serum  protein  and 
packed  cell  volume  should  be  made  in  all 
patients  who  have  to  be  maintained  on 
parenteral  fluids  for  some  days.  This  is 
easily  done  if  the  “copper  sulfate  falling 
drop”  method  is  used.  Total  proteins,  packed 
cell  volume  and  hemoglobin  may  thus  be 
determined  immediately,  and  blood,  Amigen, 
plasma  or  serum  albumen  may  be  given  as 
indicated. 

Penicillin  (5-10,000  units  per  pound  per 
24  hours)  is  given  in  three  hour  doses  in 
most  instances.  In  peritonitis  or  definite 
sepsis,  sulfadiazine  and  streptomycin  are 
usually  added  and  the  amount  of  penicillin 
increased. 

Discussion 

It  was  stated  earlier  that  the  mortality 
rate  for  intestinal  obstruction  in  infants 
is  still  higher  than  in  adults,  and  two  recent 
reports  on  infant  mortality  support  this 
statement : 


Mortality 

Cases 

Deaths 

Rate 

Extrinsic  Obstruction 

Ladd4  (1943) 

59 

22 

37.4% 

Glover  and  Barry5  (1949)  16 

4 

25.  % 

Intrinsic  Obstruction 

Ladd 

87 

64 

73.5% 

Glover  and  Barry 

24 

18 

75.  % 

There  are  several 

reasons 

for  these  high 

er  rates : 


(1)  Many  of  these  infants  are  born  pre- 
maturely and  often  the  anomalies  are  mul- 
tiple, so  that  improvement  in  this  group  is 
limited. 

(2)  Delayed  diagnosis  and  or  operation. 

(3)  Incomplete  operation  and  technical 
errors. 

(4)  Inadequate  quantities  of  blood  and 
fluids. 

The  correction  of  the  last  three  of  these 
reasons  lies  in  better  education  and  team- 
work between  the  surgeon,  pediatrician  and 
physician.  Evidence  of  obstruction  is  an 
indication  for  immediate  operation,  even 
though  the  exact  cause  cannot  be  diagnosed 
before  operation. 

Some  of  the  technical  points  may  be  sum- 
marized : 

(1)  Have  a canula  in  vein  before  incision 
is  made. 

(2)  Adequate  exposure  (usually  right 
rectus  incision). 

(3)  Exploration  for  multiple  points  of 
obstruction. 

(4)  Gentleness  in  handling  intestines. 

(5)  Complete  definitive  surgery  when- 
ever possible. 

(6)  Post-operative  decompression  of  up- 
per intestinal  tract  is  essential  following 
anastamoses  between  stomach,  duodenum 
or  jejunum. 

Certainly  earlier  recognition  of  these 
lesions,  with  immediate  and  adequate  sur- 
gery and  supportive  therapy  will  result  in 
a significant  decrease  in  this  phase  of 
infant  mortality. 
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Discussion 

DR.  J.  GILBERT  EBLEN  (Knoxville):  Mr. 
Chairman,  Dr.  Kirtley  has  asked  me  to  say  some- 
thing on  the  pre-  and  post-operative  care  of  these 
patients. 

I think  the  pre-operative  care  depends  to  some 
extent  upon  how  early  the  patient  is  brought  to 
the  surgeon,  and  it  depends  a great  deal  also  upon 
his  condition  at  that  time.  If  the  child  is  severely 
dehydrated,  it  probably  should  have  in  the  neigh- 
borhood of  100  to  110  cc.  of  fluid  per  kilo  of  body 
weight  every  twenty-four  hours  until  the  severe 
dehydration  is  corrected.  About  60  per  cent  of  this 
fluid  may  be  saline;  the  remaining  portion  probably 
should  be  glucose  in  water,  glucose  in  Amigen, 
or  lactate  Ringer’s  solution.  It  has  been  our  prac- 
tice in  most  of  these  patients  to  cut  down  on  the 
tibial  vein  and  insert  a polythene  catheter.  This 
is  a simple  procedure.  The  patient  can  be  given 
fluids  rapidly  for  the  first  two  or  three  hours  be- 
fore surgei'y.  If  blood  is  available,  it  is  dripped 
in  during  surgery,  and  fluids  may  be  continued 
post-operatively  if  necessary. 

After  being  misled  in  cases  of  intussusception  in 
the  past  few  years,  in  such  instances  I have  insisted 
in  practically  all  of  them  on  cutting  down  on,  and 
inserting  a catheter  in  the  vein  before  doing  sur- 
gery, irrespective  of  how  well  the  baby  appeared. 

I would  like  to  stress  the  importance  of  getting 
these  patients  to  the  surgeon  in  time. 

Post-operatively,  again  I think  it  depends  upon 
what  type  of  condition  one  has  encountered.  Usu- 
ally glucose  water  is  started  twelve  to  eighteen  to 
twenty-four  hours  post-operatively.  If  tolerated 
well,  dilute  formula  is  then  given. 

There  are  one  or  two  comments  which  I would 
like  to  make.  If  one  is  interested  in  obstruction  in 
infants  and  children,  Ladd  and  Gross’s  Text  Book 
of  Pediatric  Surgery  will  give  one  a clear  under- 
standing of  most  of  these  congenital  anomalies.  It 
is  indeed  encouraging  to  note  that  these  patients 
born  now,  particularly  with  atresias,  have  at  least 
a fair  chance  of  survival,  whereas  ten  or  fifteen 
years  ago  we  had  little  to  offer  except  sympathy. 

DR.  HARWELL  WILSON  (Memphis):  Mr. 

Chairman  and  members  of  the  Association,  I arise 
simply  to  emphasize  a few  points  which  have  been 
so  well  presented  by  Dr.  Kirtley. 

In  the  beginning,  I think  we  should  emphasize 
the  fact  that  the  decrease  in  the  mortality  rate, 
which  already  has  occurred  within  the  past  ten 
years,  and  which  should  progress  to  a still  more 
satisfactory  rate  in  the  future,  is  due  to  better 
surgical  judgment. 

As  has  been  emphasized,  these  patients  now  are 
given  better  pre-  and  post-operative  care.  As  Dr. 
Kirtley  mentioned  and  as  Dr.  Eblen  emphasized 
this  pre-  and  post-operative  care  is  largely  a matter 
of  the  proper  regulation  of  fluid  balance  of  these 
small  individuals.  This  can  be  a much  more  dif- 


ficult problem  than  one  might  think.  On  the  other 
hand,  it  certainly  pays  dividends,  as  is  evidenced 
by  the  fact  that  these  children  can  be  operated 
upon  successfully  now,  whereas  in  former  years 
such  was  not  the  case. 

The  second  point  of  improvement  in  judgment, 
which  is  responsible  for  the  lowering  of  the  mor- 
tality rate,  has  to  do  with  diagnosis  and  earlier 
operation.  I think  the  point  was  a good  one  con- 
cerning the  avoiding  of  the  use  of  barium,  because 
most  of  the  lesions  in  these  tiny  patients  can  be 
diagnosed  without  it. 

I believe  this  whole  subject  is  another  example 
of  how  present-day  surgery  has  shown  a number 
of  advances  through  better  surgical  judgment, 
whereas  the  surgical  technical  procedures  have 
not  varied  greatly  during  the  past  decade.  Those 
of  us  who  have  known  Dr.  Kirtley  over  a period 
of  years  have  had  an  opportunity  to  develop  a 
real  respect  for  the  judgment  he  has  shown  over 
a period  of  time. 

Just  a few  comments  on  technical  procedures 
with  reference  to  a few  of  the  lesions  mentioned. 

If  we  consider  for  a moment  the  problem  of 
diaphragmatic  hernia,  I think  it  should  be  em- 
phasized that  while  these  patients  occasionally  will 
live,  the  great  majority  will  die  if  something  is 
not  done  about  it.  These  patients  may  present 
symptoms  suggestive  of  intestinal  obstruction  as 
was  mentioned.  On  the  other  hand,  other  indi- 
viduals present  symptoms  suggestive  of  circulatory 
or  respiratory  disturbances,  which  make  operation 
very  urgent.  It  is  important,  when  the  abdomen 
is  opened  in  such  a case,  or  when  the  chest  is 
opened,  that  the  positive  pressure  anesthesia  be 
maintained.  In  the  adult  this  is  usually  carried 
out  with  an  endotracheal  anesthetic,  but  in  the 
'•hild  this  is  usually  not  necessary  and  many  of  us 
feel  it  is  actually  unwise.  With  the  pressure  ap- 
paratus and  container  near  the  patient’s  face,  by 
eliminating  the  long  tube  for  the  passage  of  air 
and  gas,  and  with  a close-fitting  mask  positive  pres- 
sure can  be  maintained  quite  satisfactorily. 

In  the  adult  many  of  us  think  it  is  frequently 
easier  to  repair  a diaphragmatic  hernia  through 
the  chest.  In  the  small  child  if  we  repair  it  through 
an  abdominal  incision  we  have  an  opportunity  to 
take  care  of  the  intestines  which  may  be  greater 
in  quantity  than  can  actually  be  replaced  inside  the 
muscular  wall.  If  the  intestine  cannot  be  replaced 
in  the  true  abdominal  cavity,  the  skin  may  be  closed 
and  a ventral  hernia  left.  In  one  to  three  weeks 
usually  the  abdominal  cavity  will  have  become 
larger  and  a secondary  operation  may  be  done,  the 
intestines  being  replaced  and  the  hernia  repaired. 

I think  it  is  very  true  that  many  of  these  infants 
will  stand  operation  much  better  during  the  first 
forty-eight  hours  of  life  than  they  will  one  or  two 
weeks  later.  As  was  mentioned,  the  mortality  rate 
in  some  instances  has  been  due  to  the  delay  of  the 
surgeon,  just  as  much  as  it  has  been  due  to  the  de- 
lay of  diagnosis  by  whoever  saw  the  patient  before 
he  reached  the  surgeon. 
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DR.  JAMES  A.  KIRTLEY  (Nashville):  I want 
to  thank  Dr.  Eblen  and  Dr.  Wilson  for  their  re- 
marks. 

I did  not  finish  one  thing  I intended  to  say  about 
the  method  of  decompression  after  operation.  I 
stated  that  I felt  I had  possibly  lost  one  baby  be- 
cause the  nasal  tube  kept  slipping  out.  It  would 
stay  out  for  a few  hours  before  it  was  replaced. 

Dr.  Glover,  at  Western  Reserve,  has  advocated 
placing  two  tubes  in  the  stomach  and  bringing  them 
out  through  an  abdominal  stab  wound.  The  tubes 
have  several  perforations  in  them.  One  is  con- 
nected to  the  usual  Wangensteen  suction-siphonage 
apparatus;  the  other  tube  is  threaded  through  the 


efferent  loop  and  is  used  for  feeding  purposes, 
which  of  course  we  would  like  to  re-establish  as 
quickly  as  possible  in  these  babies. 

Dr.  Eblen  emphasized  the  importance  of  having 
a needle  or  canula  in  a vein,  even  though  the  baby 
appears  well.  Dr.  Overall  and  I slipped  up  on 
that  in  one  case.  We  did  get  it  in  during  the 
operation,  but  did  not  start  out  with  it  at  the 
beginning  because  the  baby  looked  so  well.  The 
baby  had  eight  inches  of  gangrenous  ileum  which 
required  resection. 

Lastly,  there  must  be  a great  deal  of  teamwork 
between  the  physician  or  the  pediatrician,  the 
radiologist,  and  the  surgeon. 


“Age,  Scrum  Cholesterol  and  Coronary  Artery 

Disease,”  Gertler,  M.  M.,  Gain,  S.  M.  and  Bland, 

E.  F.  Circulation,  J.  Am.  Heart  Assoc.,  2:517, 

1950. 

This  paper  is  from  the  coronary  research  proje  t 
of  Massachusetts  General  Hospital  and  is  part  of  a 
combined  study  being  carried  on  under  the  director- 
ship of  Drs.  White,  Sprague,  Bland,  Lerman, 
Levine,  and  Hooton. 

Because  of  the  recent  interest  in  cholesterol  and 
its  relation  to  coronary  artery  disease,  this  chemical 
is  being  studied  intensively.  Several  published 
studies  have  concluded  that  there  is  probably  a rise 
in  the  serum  cholesterol  level  after  puberty  in  the 
male,  while  other  reports  have  denied  this.  The 
present  study  is  an  effort  to  examine  this  problem 
with  a statistically  significant  group  of  controls 
and  patients  with  myocardial  infarction. 

The  control  group  consisted  of  146  healthy  men 
who  are  working  in  a large  industrial  plant.  They 
were  ccnsidere^  "fal  nv  by  ordinary  c inical  stand- 
ards and,  in  addition,  showed  no  significant  abnor- 
mality in  their  electrocardiograms.  This  group 
was  compared  with  97  males  who  had  experience! 
myocardial  infarction  prior  to  the  age  of  40  years. 
The  control  group  and  the  coronary  group  were 
similar  in  make-up  with  two  exceptions:  the  normal 
control  group  contained  23  per  cent  Irish  com- 
pared to  1 per  cent  in  the  coronary  group,  and 
the  coronary  group  contained  26  per  cent  Jewish 
as  compared  to  1 per  cent  in  the  control  group. 

The  average  serum  cholesterol  in  the  normal 
control  group  was  225  mg.  per  cent  with  a standard 
error  of  3.6.  The  average  serum  cholesterol  in 
the  coronary  group  was  286  mg.  per  cent  with  a 
standard  error  of  7. 

The  average  serum  cholesterol  values  of  the 
normal  control  group  by  decades  shewed  the  fol- 
lowing: 


20-29  195  mg.  % 

30-39  224  mg.  % 

40-49  236  mg.  % 

50-59  254  mg.  % 

The  average  serum  cholesterol  values  of  the 
coronary  group  by  decades  follow: 

20-29  245  mg.  % 

30-39  286  mg.  G 

40-49  301  mg.  % 

This  data  was  subjected  to  statistical  analysis 
and  found  to  be  highly  significant  in  indicating 
a higher  average  cholesterol  value  of  the  coronary 
group  and  a gradually  increasing  average 
cholesterol  value  with  advancing  age  in  both 
the  normal  con  r l anu  e rwary  groups. 

The  authors  advance  the  concept  of  “cholesterol 
age.”  Since  low  cholesterol  levels  are  more  typical 
of  youth  and  higher  cholesterol  levels  are  more 
typical  of  old  age,  one  may  simply  consider  an 
individual  with  a low  serum  cholesterol  level  as 
one  with  a “young  cholesterol  age”;  and  an  indi- 
vidual who  has  an  elevated  cholesterol  may  be 
considered  to  have  “an  old  cholesterol  age.” 

This  concept  of  cholesterol  age  is  more  apparent 
when  it  is  realized  that  a patient  25  years  of  age 
with  coronary  artery  disease  has  a serum 
cholesterol  level  the  same  as  or  higher  than  a 
healthy  man  45  years  of  age. 

There  is  some  evidence  that  beyond  the  sixth 
decade  of  life  no  further  elevation  of  cholesterol 
occurs  or  that  there  may  be  even  a small  decrease 
in  the  average  cholesterol  level  after  that  time. 
This  is  interpreted  by  some  as  evidence  of  “de- 
bility” in  age,  but  the  authors  think  that  it  is  more 
likely  due  to  a statistical  phenomenon  because  of 
the  large  difference  in  mortality  of  the  low 
cholesterol  and  high  cholesterol  individuals. 

(Abstracted  by  J.  Allen  Kennedy,  M.D.,  Nash- 
ville, Tenn.) 
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The  progre:sive  aging  of  our  population  is  an  established  fact  which 
every  physician,  especially  those  with  years  of  practice  ahead  of  them, 
must  face.  With  the  relative  ease  with  which  the  infectious  diseases 
are  managed,  more  and  more  the  degenerative  diseases  will  present 
the  large  problems  in  practice.  This  paper  covers  one  of  the  facets 
of  this  great  subject. 


SURGERY  IN  ADVANCED  AGE  GROUPS* 

BENJAMIN  F.  BYRD,  JR.,f  Nashville,  Tenn. 

It  is  particularly  fitting  as  we  reach  the 
end  of  the  first  half  of  the  20th  century 
that  we  pause  for  a moment  to  evaluate  the 
changes  which  have  taken  place  in  the  popu- 
lation of  our  country  during  these  five  dec- 
ades just  passed  and  to  appreciate  the  fact 
that  we  have  an  older  and  larger  population. 
This  change  is  due  in  large  part  to  the  ad- 
vance in  medical  science. 

This  advancement  in  medical  science  has 
taken  place  in  all  fields  of  clinical  investiga- 
tion and  application.  However,  no  single 
branch  of  medicine  has  increased  more  in 
value  to  our  aging  population  during  the 
past  fifty  years  than  surgery  and  the  allied 
specialties.  The  question  may  be  asked 
“Why  is  surgery  now  of  more  importance 
to  our  population  than  it  was  fifty  years 
ago?”  At  that  time  it  was  felt  that  the 
candidate  for  elective  surgery  must  fall  into 
the  central  age  groups  somewhere  between 
15  and  60  years  of  age  and  that  surgery  on 
either  side  of  these  boundaries  was  only 
for  those  patients  who  were  in  extremis. 
With  the  changing  surgical  techniques  and 
with  the  valuable  adjuncts  to  pre-  and  post- 
operative care  which  we  have  accumulated 
in  these  past  decades,  surgery  in  the  ad- 
vanced age  groups  can  now  be  undertaken 
with  reasonable  expectation  of  a satisfac- 
tory outcome.  It  is  in  these  age  groups 
that  the  surgeon  is  most  likely  to  find  his 
greatest  usefulness,  in  that  he  may  give  to 
his  patients  a comfortable  realization  of 
their  life  expectancy.  In  many  cases  the 
life  realization  of  these  elderly  patients  may 
be  prolonged  beyond  their  actual  expecta- 
tion at  the  time  of  operation. 

This  study  is  concerned  with  a review  of 
all  patients  over  70  years  of  age  who  have 

*Read  before  the  Tennessee  State  Medical  Associ- 
ation, Memphis,  April  11,  12,  1950. 

t From  the  Department  of  Surgery,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tenn. 


been  operated  on  at  the  Vanderbilt  Univer- 
sity Hospital  between  1925  and  1948.  All 
such  patients  operated  upon  between  1943 
and  1948  (i.e.,  a five  year  period)  have  been 
followed  to  their  eventual  outcome  whether 
they  are  at  present  living  and  well,  or  have 
died  during  the  interval  since  the  operation. 
From  this  study  we  hope  to  determine  what 
surgery  has  meant  to  people  in  this  old  age 
group  and  as  well  what  the  eventual  eYect 
of  surgery  has  been  on  their  life  expec- 
tancy. 

At  the  beginning  of  this  century  of  the 
total  population  of  the  United  States  only 
17  per  cent  were  more  than  45  years  of  age. 
Ten  years  ago  26.5  per  cent  of  the  total 
population  were  more  than  45  years  of  age ; 
and  by  a conservative  estimate  of  the  United 
States  Census  Bureau  in  the  present  cen- 
sus, it  will  be  found  that  28.7  per  cent  of 
the  population  of  our  country  are  more  than 
45  years  of  age,  and  of  this  7.7  per  cent 
are  more  than  65  years  of  age.  These  fig- 
ures in  themselves  may  seem  apparently 
insignificant.  However,  when  we  convert 
this  into  the  actual  number  of  people  living 
today  who  are  more  than  65  years  of  age, 
it  will  be  found  that  there  are  at  present 
between  11,000,000  and  12,000,000  persons 
in  the  United  States  who  fall  into  these  oldsr 
age  groups.  This  large  group  of  our  neigh- 
bors must  be  given  the  care  which  it  de- 
serves and  the  consideration  it  will  demand. 

The  life  expectancy  of  a new-born  child 
in  the  middle  of  the  19th  century  was  40 
years.  At  the  beginning  of  this  century  life 
expectancy  had  risen  to  47  years,  and  a 
child  born  today  may  be  reasonably  ex- 
pected to  be  alive  in  the  middle  of  the 
second  decade  of  the  21st  century.  This  in- 
crease in  life  expectancy  has  been  progres- 
sive during  the  past  100  years,  but  the 
change  has  been  most  marked  during  the 
past  two  decades.  Life  expectancy  in  1930 
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was  60  years  whereas  in  1950  it  is  66  plus 
years.  This  progressive  increase  in  life 
expectancy,  and  a simultaneously  fixed  or 
diminishing  birth  rate  means  that  the 
present  percentile  distribution  of  our  popu- 
lation by  age  groups  will  not  remain  fixed. 
As  the  life  expectancy  grows  greater,  an 
increasing  percentage  of  our  population  will 
be  65  years  of  age  or  over  and  an  ever 
increasing  number  of  patients  will  present 
themselves  to  the  physician  in  the  latter 
decades  of  their  lives.  These  facts  being 
true,  we  must  consider  what  has  happened 
to  those  patients  who  have  presented  them- 
selves to  the  surgeon  during  the  past  years 
and  establish  the  proportion  of  patients 
who  have  had  diseases  which  were  amen- 
able to  surgery.  To  do  this  we  must  fol- 
low these  patients  through  their  hospital 
and  immediate  post-operative  course.  For 
at  least  a portion  of  this  group  we  must 
follow  them  after  they  have  left  the  hospital 
and  establish  what  effect  their  surgical 
treatment  has  had  on  the  course  of  their 
disease  and  on  the  eventual  realization  of 
their  estimated  life  expectancy  at  the  t’me 
of  surgery.  Between  January  1,  1926  and 
December  31,  1946,  1,262  patients  who  were 
70  or  more  years  of  age,  were  operated  on 
at  Vanderbilt  University  Hospital.  During 
the  period  with  which  this  study  is  prin- 
cipally concerned,  that  is  the  12  years  from 
January  1,  1936  through  December  31, 
1947,  a total  of  963  patients  were  subjected 
to  surgery.  Of  this  latter  group  of  963  pa- 
tients, 72  expired  during  the  immediate 
post-operative  period  and  must  be  classed 
as  operative  fatalities.  The  age  in  these 
963  patients  ranged  from  a minimum  of  70 
years  of  age  to  the  maximum  of  the  oldest 
patient,  a gentleman  of  95  years  who  suf- 
fered a fracture  of  the  neck  of  the  femur 
and  was  treated  by  the  insertion  of  a Smith- 
Peterson  nail.  Incidentally,  this  patient 
lived  for  more  than  one  year  following  his 
operative  procedure. 

TABLE  I 


Life  Expectancy  in  Years 


Age 

1900 

1920 

191,0 

0 

48.2 

56.3 

62.8 

50 

20.8 

22.2 

21.9 

70 

9.0 

9.5 

9.4 

In  1900  the  life  expectancy  of  a new-born 
child  was  48.2  years  and  by  1940  the  life 
expectancy  of  a new-born  child  has  risen  to 
62.8  years,  however  by  reviewing  the  life 
expectancy  of  the  patient  at  age  50,  it  is 
evident  that  the  principle  addition  to  the 
health  of  the  nation  had  been  in  those  age 
groups  between  one  day  and  50  years  of  age. 
There  has  been  very  little  change  during 
the  past  40  years  in  the  life  expectancy  of 
the  patient  at  age  50  or  at  age  70. 


TABLE  II 

Patients  Age  70  or  Over  Treated 
By  Operation 


Total 

Operations 

Patients  O 
Number 

ver  70  Years 
Percentage 

1926-27 

1782 

41 

2.30 

1936-37 

3942 

87 

2.18 

1946-47 

5922 

310 

5.24 

In  Table  II,  is  shown  the  relationship  be- 
tween the  number  of  patients  70  years  of 
age  or  older  who  have  been  operated  on  at 
Vanderbilt  University  Hospital,  and  the 
total  number  of  operations  performed  at 
this  hospital  during  a sample  period  of  each 
of  three  decades.  In  1926  and  1927,  2.3  per 
cent  of  the  total  number  of  operations  were 
performed  on  patients  over  70  years  of  age. 
In  1936  and  1937  this  was  2.18  per  cent, 
but  in  1946  and  1947,  while  the  total  num- 
ber of  operations  had  increased  by  51  per 
cent,  the  number  of  patients  over  70  who 
were  included  in  this  group  had  increased 
by  more  than  100  per  cent.  It  becomes  ob- 
vious that  in  a general  hospital  of  the  type 
of  Vanderbilt  University  Hospital,  an  ever 
increasing  number  of  patients  over  70  years 
of  age  has  been  treated  by  operation. 


TABLE  III 

General  Classes  of  Surgery 
In  Patients  70  Years  or  Over 


Eye 

Orthopedic 

G-U 

G-l 

Hernia 

1926-27 

12 

(29.3) 

0 ( 0.0) 

10  (24.4) 

0 ( 0.0) 

3 (7.3) 

1936-37 

19 

(21.9) 

4 ( 4.6) 

25  (28.8) 

6 ( 6.9) 

5 (5.8) 

1946-47 

24 

( 7.8) 

45  (14.4) 

73  (23.6) 

33  (10.7) 

16  (5.1) 

In  Table  III,  the  distribution  of  the  type 
surgery  is  shown  over  the  three-decade 
period.  It  is  evident  that  the  increase  has 
not  been  in  any  one  category  of  surgery 
but  rather  that  all  types  of  surgery  are  now 
being  applied  to  the  elderly  patient.  It  may 
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be  seen  that  there  were  no  orthopedic  or 
gastro-intestinal  operative  procedures  per- 
formed during  the  1926-27  period,  whereas 
in  1946-47,  14.4  per  cent  of  the  operations 
on  patients  in  the  advanced  age  groups  were 
orthopedic,  and  10.7  per  cent  were  for  dis- 
ease of  the  gastro-intestinal  tract. 

TABLE  IV 

Rectal  and  Anal  Surgery 


L 

Type  Total 

ife  Expectancy  Life 

at  Operation  Realization 

Hospita 

Deaths 

1 iemorrnoxuectoniy 

4 

7.5  yrs. 

9.5  yrs. 

0 

Abdominal  Perineal 

Resection 

6 

8.5  yrs. 

8.5  yrs. 

2 

Anterior  Anastomosis 

4 

8.8  yrs. 

6.9  yrs. 

0 

Colostomy  for  Tumor 

5 

7.0  yrs. 

1.8  yrs. 

i 

Excision  of  Polyp 

2 

7.6  yrs. 

8.8  yrs. 

0 

21 

3 

Deaths  : peritonitis 

— 1 ; eneephalomalacia — 2. 

It  may  be  easily  seen  from  Table  IV  that 
all  types  of  rectal  and  anal  surgery,  save 
those  for  congenital  anomalies,  have  been 
applied  to  these  patients  in  the  advanced 
age  groups,  and  applied  with  considerable 
success.  For  the  patients  who  survived  the 
combined  abdominal-perineal  excision  of  the 
rectum  for  carcinoma,  it  may  be  seen  that 
life  expectancy  at  operation  was  81/2  years, 
and  their  life  realization  was  exactly  the 
same.  The  remaining  cases  have  been  un- 
dertaken with  similarly  satisfactory  results 
offering  a considerable  period  of  relief  to  the 
patient. 


TABLE  V 

Genito-Urinary  Surgery 


Life  Expectancy 

Type  Total  at  Operation 

Life 

Realization 

Hospital 

Deaths 

Prostatectomy,  1 stage 

15 

7.6  yrs. 

8.0  yrs. 

i 

Prostatectomy,  2 stage 

30 

7.4  yrs. 

8.5  yrs. 

0 

Transurethral 

Resection 

15 

7.5  yrs. 

7.7  yrs. 

0 

Palliative  Operation 
for  Carcinoma 

7 

6.6  yrs. 

3.1  yrs. 

0 

Orchidectomy 

5 

7.8  yrs. 

3.1  yrs. 

0 

Cystostomy 

13 

7.6  yrs. 

7.9  yrs. 

5 

Miscellaneous 

9 

6.8  yrs. 

6.4  yrs. 

0 

Deaths : coronary 

94 

disease— 

-1  ; urinary 

6 

tract  infection — 2 ; 

cardiac 

failure— 

-2;  pneumonia — 1. 

It  would  seem  that  the  relatively  simple 
procedure  of  cystostomy  is  attended  by  an 
unusually  high  death  rate  according  to  the 
above  table.  However,  when  one  considers 
that  this  procedure  was  undertaken  in  those 
patients  who  were  in  relatively  poor  condi- 


tion and  were  extremely  poor  operative 
risks,  the  cause  for  the  high  death  rate 
becomes  apparent. 

TABLE  VI 

Orthopedic  Operations 


Life  Expectancy  Life  Hospital 
Type  Total  at  Operation  Realization  Deaths 


Smith-Peterson  Nail  93 

6.9  yrs. 

6.2  yrs. 

6 

Ext.  Smith-Peterson 
Nail  5 

6.4  yrs. 

5.4  yrs. 

0 

Open  Reduction  5 

8.6  yrs. 

7.6  yrs. 

0 

()  teotomy  2 

7.9  yrs. 

5.8  yrs. 

0 

105 

Deaths : wound  infection— 

-1  ; cardiac 

failure — 3 ; 

6 

coronary 

disease — 2 ; eneephalomalacia — 1. 


The  increase  in  orthopedic  procedures 
carried  out  has  been  due  in  large  part  to 
the  advent  of  the  insertion  of  the  Smith- 
Peterson  nail.  The  six  hospital  deaths  in 
this  group  of  93  patients  will  not  seem  ex- 
cessive to  the  surgeon  who  is  experienced 
in  the  insertion  of  the  Smith-Peterson  nail 
because  of  the  remarkably  poor  condition 
of  many  of  these  people  who  suffer  fractures 
of  the  femoral  neck. 


TABLE  VII 

Ophthalmologic  Operations 


Life  Expectancy  Life  Hospital 
Type  Total  at  Operation  Realization  Deaths 


Cataract 
Enucleation 
I-D  Infection 
Minor 


39  7.4  yrs. 

6 7.8  yrs. 

3 6.8  yrs. 

5 7.6  yrs. 

"53 


Deaths:  cerebral  contusion — '1. 


8.3  yrs.  1 

6.6  yrs.  0 

9.2  yrs.  0 

8.8  yrs.  0 

1 


The  one  death  following  an  opthalmolog'c 
operation  was  that  of  an  elderly  man  who 
was  disoriented  and  who  suffered  a fall  on 
the  first  post-operative  day.  The  cerebral 
contusion  thus  incurred  led  to  the  un- 
favorable outcome. 

TABLE  VIII 

Biliary  Tract  Operations 

Life  Expectancy  Life  Hospital 
Type  Total  at  Operation  Realization  Deaths 

1 
1 
1 
0 

31  " 3 

Deaths  : pneumonia — 1 ; hemorrhage — 1 ; myocardial 
infarct — 1 . 


Cholecystectomy  12  7.8  yrs.  8.2  yrs. 

Cholecystostomy  7 7.6  yrs.  2.7  yrs. 

Palliative  an? stomosis  8 7.6  yrs.  0.7  yrs. 

Exploratioi  4 8.2  yrs.  3.0  yrs. 


The  results  of  the  biliary  tract  operations 
have  been  exceedingly  satisfying.  The  more 
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radical  procedure  of  cholecystectomy  has 
shown  a satisfactory  life  realization  and 
there  has  been  only  one  hospital  death  in 
a series  of  12  cholecystectomies  in  persons 
70  years  of  age  or  older. 

TABLE  IX 
Hernia 

Life  Expectancy  Life  Hospital 
Type  Total  at  Operation  Realization  Deaths 

Ventral  repair  1 8.5  yrs.  9.6  yrs.  0 

Inguinal  repair  17  6.9  yrs.  7.3  y s.  0 

Strangulated  Inguinal  5 7.5  yrs.  8.1  yra.  0 

Strangulated  Femoral  1 7.2  yrs.  2.0  yrs.  0 

Hydrocele  4 8.5  yrs.  10.4  y *s.  0 

__  Q 

Deaths  : none. 


The  results  of  repair  of  hern’as  in  ad- 
vanced age  groups  have  been  gratifying  in 
that  there  have  been  no  hospital  deaths. 
These  patients  were  operated  on  for  the 
most  part  because  of  persistent  pain  or  dis- 
comfort at  the  hernial  site  and  have  en- 
joyed a comfortable  life  realization  fol- 
lowing their  surgical  procedure. 


TABLE  X 

Gastro-Intestinal  Operations 


Life  Expectancy 

L 

ife 

Hospital 

Type 

Total 

at  Operation 

Reali. 

zation 

Deaths 

Appendectomy 

2 

7.7  yrs. 

9.5 

yrs. 

0 

Palliative  for  tumor 

23 

7.4  yrs. 

3.6 

yrs. 

7 

Exploratory  laparotomy  4 

8.6  yrs. 

.1 

yrs. 

1 

Resection  of  colon 

5 

7.0  yrs. 

4.8 

yrs. 

0 

Gastroenterostomy 

(ulcer) 

1 

7.2  yrs. 

11.1 

yrs. 

0 

For  int.  obstruction 

(benign) 

5 

7.4  yrs. 

6.4 

yrs. 

0 

For  esoph.  diverticulum  1 

4.8  yrs. 

9.4 

yrs. 

0 

Resection  for  trauma 

1 

8.9  yrs. 

11.8 

yrs. 

0 

42 

Deaths  : carcinomatos 

is — '1  ; peritoniti 

s— 5 ; 

cardij 

8 

ac 

failure 

— 1 ; 

pneumonia — 1. 

In  1926  and  1927,  no  operative  procedures 
were  performed  on  the  gastro-intestinal 
tract,  as  may  be  seen  in  Table  III.  During 
the  five  year  period  from  1943-48  42  surgical 
procedures  were  performed  on  the  intestinal 
tract  with  eight  hospital  deaths,  seven  of 
which  followed  palliative  operations  for 
tumor.  Five  resections  of  the  colon  were 
undertaken  with  no  hospital  fatalities.  The 
result  in  this  over-all  group  certainly  seems 
to  justify  the  continuation  of  the  use  of 
indicated  surgical  procedures  for  intra 
abdominal  disease  in  patients  of  advanced 
age. 


TABLE  XI 
Mortality  Rate 


Ope  at  ion 

Hospital  Deaths 

Mortality  Rate 

1926-2 T 

41 

4 

9.7% 

1936-37 

87 

1 1 

12.6% 

1946-47 

310 

22 

7.1% 

Overall  rate 

1926-48 — 7.5% 

The  operative  mortality  in  patients  over 
70  years  of  age  operated  on  during  the 
period  1936-1947  was  7.5  per  cent.  This 
includes  deaths  from  all  causes  occurring 
during  the  period  of  hospitalization  follow- 
ing operation. 

By  reviewing  the  hospital  deaths  which 
occurred  in  the  three  decade  period,  it  would 
seem  that  there  has  been  no  significant  de- 
cline in  the  mortality  rate.  The  explana- 
tion for  this  fact  lies  in  the  increasing 
willingness  of  the  surgeon  to  operate  on 
the  elderly  patient.  It  is  evident  that  the 
increasing  safety  with  which  radical  sur- 
gery may  be  undertaken  has  not  been 
denied  patients  of  advanced  age  groups. 
Instead  larger  and  larger  numbers  of  pa- 
tients are  now  being  operated  upon  and 
patients  who  were  previously  abandoned 
are  now  given  the  benefits  of  improved  sur- 
gical techniques. 

TABLE  XII 

Leading  Causes  of  Operative  Deaths  in 
Patients  of  70  Years  or  More 

1925-36  1936-42  1943-48 


Cardiac  Failure  0 

Coronary  Disease  5 

Pneumonia  6 

Peritonitis  4 

Uremia  1 

Wound  Infection  4 

Total  Deaths  35 

Autopsy  Pe  cent  62.9' , 


3 

1 

14 

1 

3 


33 


o 


4 

6 

0 

1 

39 


57.5%  63.3% 


During  each  of  the  three  periods  shown 
in  Table  XII,  approximately  the  same  num- 
ber of  patients  had  surgical  procedures. 
This  table  shows  the  relatively  common 
causes  of  death  in  these  elderly  age  groups. 
There  is  a marked  decrease  in  death  due  to 
infections  other  than  peritonitis.  The 
deaths  due  to  peritonitis  have  been  the  ob- 
vious result  of  the  increasing  wide  use  of 
gastro-intestinal  surgery  in  elective  pro- 
cedures, particularly  those  palliative  oper- 
ations for  tumors.  It  might  be  well  to  add 
that  during  this  period  there  have  been 
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four  deaths  from  embolus,  all  occurring 
prior  to  1942.  Finally,  we  must  realLe 
that  surgical  practice  of  the  future  will 
include  an  ever  increasing  number  of  pa- 
tients in  latter  decades  of  the  human  life 
span.  It  is  these  patients  and  their  prob- 
lems which  will  offer  to  the  surgeon  an  out- 
standing opportunity  for  progress  in  the 
coming  years. 

Summary 

A review  of  changing  age  distribution  of 
the  population  of  the  United  States  is  given 
and  life  expectancy  in  the  older  age  groups 
is  enumerated.  The  changing  picture  of 
surgery  in  advanced  age  groups  is  shown 
by  a three  decade  review  of  such  cases  at 
Vanderbilt  University  Hospital.  Follow-up 
studies  are  given  on  surgery  in  old  age  and 
favorable  results  are  shown.  Wider  appli- 
cation of  newer  and  safer  surgical  tech- 
niques is  advocated  in  the  management  of 
patients  in  advanced  age  groups. 

Discussion 

DR.  CHARLES  TRABUE  (Nashville):  Mr. 

Chairman  and  gentlemen,  I would  like  to  make 
it  clear  that  this  is  not  my  discussion.  Dr.  Haines, 
a urolog'ist  in  Nashville,  was  to  discuss  this  paper 
but  was  unable  to  come,  and  sent  his  written 
discussion,  which  I am  g'lad  to  read  for  him. 

Dr.  Charles  E.  Haines  (Nashville):  First,  I 
would  like  to  compliment  Dr.  Byrd  on  his  excellent 
presentation,  and  also  for  his  persistence  and  pa- 
tience in  compiling  all  this  data.  It  is  a tremen- 
dous task  to  assemble  all  these  statistics  and  obtain 
adequate  follow-up  notes. 

From  the  urological  standpoint,  I think  that  we 
probably  have  to  give  Dr.  Hugh  Young  consider- 
able credit  for  being  one  of  the  pioneers  in  oper- 
ating on  patients  in  the  advanced  age  group. 
He  developed  his  perineal  operation  for  tumor  of 
the  prostate  and  got  remarkably  good  results. 

Of  course  most  of  the  patients  in  the  advance  1 
age  group  which  we  handle  are  the  pi’ostatic 
patients  and  the  mortality  rate  on  prostatic  pa- 
tients, disregarding  any  particular  procedure,  has 
been  cut  down  to  1.5  to  0.5  per  cent.  This  can 
be  attributed  to  the  more  careful  pre-  and  post- 
operative care,  particularly  with  the  help  of  the 
blood  chemist  who  enables  us  to  evaluate  our  pa- 
tients better.  Improved  anesthesia  has  also  been 
another  factor  in  lowering  the  mortality  rate. 
Another  important  item  is  having  adequate  blood 
on  hand  to  replace  the  blood  loss  before  the  patient 
has  a chance  to  go  into  shock.  This  seems  to 
affect  the  older  patients  more  than  the  younger, 
although  it  is  a serious  complication  in  any  age. 
The  anoxia  older  patients  suffer  from  the  lowering 


of  the  blood  pressure  is  certainly  more  damaging- 
in  their  case.  Since  there  is  now  blood  available 
at  all  times  there  is  no  reason  to  let  the  patient 
go  into  any  degree  of  shock. 

Many  of  the  patients  come  in  with  border-line 
kidney  function  and,  even  after  adequate  drainage, 
the  function  of  the  kidney  does  not  improve  to 
the  extent  that  it  could  withstand  serious  insult 
from  infection.  The  newer  drugs,  the  antibiotics 
and  also  the  sulfonimids,  have  helped  immeasurably 
along  this  line.  We  do  not  see  the  number  of 
severe  cases  of  pyelonephritis  cases  which  we  saw 
previously,  and  those  who  do  get  pyelonephritis 
usually  respond  quite  well  to  one  of  these  drugs. 
This  used  to  be  a serious,  and  not  infrequently 
a fatal  complication  post-operatively  and  also  pre- 
operatively.  So,  unless  the  patient  is  in  extremis, 
he  can  usually  be  prepared  for  some  type  of  pro- 
cedure that  might  make  him  more  comfortable  for 
the  remainder  of  his  life. 

In  mentioning  sui-gical  procedures,  I suspect  that 
the  transurethral  prostatic  resection  has  enabled 
us  to  do  more  prostatectomies  on  the  border-line 
cases,  although  there  are  many  arguments  pro 
and  con  on  this  topic. 

I certainly  have  enjoyed  Dr.  Byrd’s  paper  and 
appreciate  having  the  opportunity  to  discuss  it. 

DR.  TRABUE  (continuing)  : I would  like  to 
thank  Dr.  Byrd  from  the  standpoint  of  a general 
surgeon  for  what  I think  is  a very  valuable  statis- 
tical analysis,  and  one  that  gives  us  quite  an  in- 
sight into  something  we  have  thought  was  true 
for  a long  time,  that  is  that  these  elderly  patients 
do  not  have  to  be  discarded  without  having  surgery. 
They  can  stand  surgery  if  they  are  properly  pre- 
pared and  properly  anesthetized  and  properly  cared 
for  afterward. 

DR.  R.  F.  STAPPENBECIv  (Chattanooga):  Dr. 
Byrd  has  asked  me  to  discuss  the  anesthesia  as- 
pect of  geriatric  surgery. 

I believe,  as  time  goes  on,  more  and  more  of 
these  old  folks  are  going  to  come  to  surgery,  and 
our  problems  will  increase  appreciably. 

The  point  I want  to  make  in  particular  about 
those  patients  is  the  problem  of  blood  volume. 
Very  often  we  have  a patient  who  comes  to  surgery 
with  what  might  be  called  chronic  shock,  as  Dr. 
Champ  Lyons  terms  it.  This  is  a patient  who,  over 
a period  of  months,  has  had  a marked  weight  loss. 
He  has  an  increased  amount  of  interstitial  fluid, 
decreased  blood  protein  and  a decreased  blood 
volume. 

With  good  pre-operative  study  of  these  patients 
I think  we  can  compensate  for  this  loss  of  blood 
volume.  We  figure  that  for  every  20  pounds  of 
weight  loss  there  are  approximately  800  cc.  of  de- 
creased blood  volume,  or  40  cc.  of  blood  for  every 
pound  of  body  weight.  Taking  into  consideration 
the  anesthetic  agent  and  the  blood  lost  at  the  op- 
erating table,  we  compensate  for  that  to  prevent 
shock  and  to  prevent  a hypotension,  and  thereby 
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prevent  irreversible  changes  in  the  renal  and  the 
cardiac  system. 

Selection  of  the  anesthetic  agents,  for  example, 
as  far  as  geriatric  surgery  is  concerned,  is  that 
in  hypertensive-cardiovascular  disease  the  choice 
is  to  give  a high  oxygen  concentration  (the  same 
is  true  in  coronary  heart  disease),  to  prevent  a drop 
of  blood  pressure,  particularly  in  the  diastolic 
pressure.  Also  one  wishes  to  deliver  to  that 
patient  an  anesthetic  containing  a very  high  oxy- 
gen concentration,  as  may  be  obtained  from  oxygen- 
ether,  or  cyclopropane  and  oxygen. 

In  regard  to  shock  and  pain  of  shock,  the  choice 
of  an  agent  as  spinal  anesthesia,  for  a patient  in 
shock,  is  certainly  not  the  best. 

Concerning  diabetes,  we  know  that  a patient 
with  diabetes  is  going  to  have  an  increased  blood 
sugar  should  one  use  an  ether  anesthetic.  For  that 
reason  a wiser  choice  would  be  a spinal  anesthetic 
with  cyclopropane.  The  medical  preparation  of 
this  patient  with  respect  to  dietary  means  for  con- 
trol of  the  blood  sugar,  both  pre-operative  and  post- 
operative, is  very  important. 

I enjoyed  Dr.  Byrd’s  paper  very  much.  It  was 
a very  interesting  study. 

DR.  C.  S.  McMURRAY  (Nashville)  : Dr.  Owen 
and  gentlemen.  I think  this  subject  is  a very 
important  one,  and  I want  to  thank  Dr.  Byrd 
for  the  work  he  has  done  in  showing  us  actually 
what  has  happened  in  regard  to  surgery  in  the 
aged.  I had  suspected  this  for  quite  some  time, 
as  probably  most  of  us  have. 

Numbers  of  times  I have  had  an  older  woman 
come  in  (when  I say  “older  woman”  I think  in 
terms  of  a patient  past  sixty-five  or  seventy)  up 
to  eighty  or  eighty-five,  who  says  she  has  had  a 


prolapse  of  the  uterus,  sometimes  complete,  for 
many  years  and  has  been  told  that  it  was  something 
that  could  not  be  repaired.  I am  reminded  of 
the  old  lady  of  77  years  who  came  in  with  a com- 
plete prolapse  of  the  uterus  with  trophic  ulcers,  and 
who  had  been  told  by  different  physicians  that  she 
was  too  old  to  be  operated  on.  She  was  a very 
sweet  old  lady  and  after  she  was  well  and  was 
going  about  her  business  as  curator  of  one  of  the 
museums  in  Nashville,  and  incidentally  is  still  at 
it,  said,  “Doctor,  before  I was  operated  on,  when 
1 got  on  the  bus  I had  to  give  a wiggle  to  get  my 
uterus  out  of  the  way  before  I could  sit  down. 
Why  you  doctors  don’t  pass  the  word  around  that 
this  sort  of  surgery  can  be  done,  I don’t  know.” 
Even  in  the  very  depleted  individual,  palliative 
measures  may  be  carried  out  under  local  anes- 
thesia. This  was  done  in  an  eighty-six  year  old 
cardiac  patient  having  a complete  prolapse  of  the 
uterus  with  trophic  ulcers  and  rather  chronic 
diarrhea  due  to  colitis. 

I think  geriatric  surgery  is  a thing  we  should 
pay  more  attention  to.  I thank  Dr.  Byrd  for  his 
excellent  paper. 

DR.  B.  F.  BYRD  (Nashville):  I would  like  to 
thank  Drs.  Trabue,  Stappenbeck  and  McMurray 
for  their  remarks  and  kindness.  I appreciate  the 
opportunity  the  Association  has  given  me  to  review 
the  change  in  our  population,  the  fixed  birth  rate, 
the  aging  group  and  the  advances  in  medical 
science.  It  appears  that  only  wholesale  slaughter, 
sterilization  by  atomic  energy  or  the  deterioration 
of  medical  science  through  state  control  will  prevent 
the  realization  of  some  of  these  predictions. 

Thank  you. 


Some  Observations  on  the  Relations  of  Estrogens 
and  Progesterone  to  the  Contractions  of  the  Non- 
pregnant and  Pregnant  Human  Uterus.  Henry, 
J.  S.,  Browne,  J.  S.  L.,  and  Venning,  Eleanor  H. 
Am.  J.  Obst.  & Gynec.,  60:471,  1950. 

Many  experimental  studies  have  been  devoted 
to  the  physiology  of  the  myometrium  both  of 
human  beings  and  of  animals.  Of  these  the  most 
important  have  been  made  by  Knaus  in  Europe 
and  by  Reynolds  in  the  United  States.  The  conclu- 
sions reached  by  these  two  observers  regarding  the 
relations  of  the  estrogens  and  progesterone  to  the 
contractility  of  human  and  animal  myometrium 
have  been  in  almost  complete  agreement  and  have 
been  very  widely  accepted  by  experimental  workers 
and  by  clinicians.  But  some  workers  have  been 
unable  to  accept  their  conclusions  as  they  relate  to 
the  human  myometrium  and  there  is  reason  for 
believing  that  though  their  findings  may  be  and 
probably  are  true  of  the  rabbit  uterus  they  do  not 
apply  to  that  of  the  human  being.  It  is  with  the 
hope  of  clearing  up  some  of  the  misunderstanding 
on  this  point  that  the  authors’  observations  are 
presented:  Uterine  contractions  may  be  myogenic 
in  origin  rather  than  neurogenic  or  hormonal, 


though  proof  of  this  awaits  complete  experimental 
evidence.  The  uterus  reaches  its  greatest  muscular 
development  and  efficiency  on  the  two  occasions 
when  it  is  physiologically  called  upon  to  expel  its 
contents;  namely,  at  the  end  of  the  normal  cycle 
and  at  the  end  of  normal  pregnancy.  Maximal 
muscular  efficiency  is  achieved  by  the  harmonious 
synergistic  action  of  estrogens  and  progesterone 
in  the  luteal  phase  of  the  cycle  and  throughout 
pregnancy.  Such  muscular  efficiency  requires  ade- 
quate amounts  of  the  two  hormones,  in  suitable 
proportions  and  acting  for  a sufficient  length  of 
time.  We  know  of  no  evidence  that  estrogen  and 
progesterone  are  ever  mutually  antagonistic  in  their 
effects  on  the  uterus.  The  corpus  luteum  and  the 
placenta  secrete  both  hormones.  Any  therapy  that 
aims  at  replacement  of  luteal  function  in  the  cycle 
or  in  pregnancy  must  therefore  combine  estrogen 
and  progesterone.  Pregneninolone  affects  the  ac- 
tivity of  the  myometrium  and  development  of  the 
endomentrium  in  the  same  way  as  progesterone 
does,  but  it  must  be  given  in  very  large  doses  to 
produce  comparable  effects. 

(Abstracted  by  Hamilton  V.  Gay  den,  M.D.,  Nash- 
ville, Tenn.) 
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UNIVERSITY  OF  TENNESSEE  COLLEGE 
OF  MEDICINE,  SURGICAL  WARD 
ROUNDS* 

DR.  HARWELL  WILSON:  Gentlemen, 
we  are  glad  to  have  all  of  you  with  us  on 
our  surgical  rounds  this  morning,  and  par- 
ticularly glad  to  have  Dr.  Erickson  of  the 
Department  of  Pathology  and  Dr.  Overman 
of  the  Department  of  Physiology  who,  as  we 
all  know  has  been  particularly  interested  in 
electrolyte  studies  and  water  metabolism. 
I think  that  the  first  patient  we  shall  dis- 
cuss this  morning  will  be  of  interest  to  all 
members  of  our  staff  and  I hope  everyone 
will  feel  free  to  take  part  in  the  discussion. 
Dr.  Dunavant  will  present  the  case  to  us. 

DR.  WILLIAM  DUNAVANT:  This  is  an  18- 
year  old  colored  female,  who  was  first  seen  in  our 
out-patient  clinic  on  April  10,  1950,  complaining  of 
failure  to  menstruate.  She  has  never  menstruated 
and  for  the  past  3 years  she  has  noticed  an  increas- 
ing growth  of  hair  over  the  body  which  has  neces- 
sitated shaving  for  the  past  two  and  one-half  years. 

Physical  examination  revealed  an  obese  young 
Negress  weighing  200  pounds  with  fat  distributed 
evenly  over  the  entire  body.  The  breasts  appeared 
normal.  The  uterus  and  ovaries  were  small  and  of 
an  infantile  type.  The  clitoris  was  enlarged  meas- 
uring 3 cm.  in  length  and  1 cm.  in  diameter. 
Hirsutism  was  evident  over  the  chin,  neck,  chest, 
and  abdomen  and  over  the  symphysis  with  a mas- 
culine distribution.  The  blood  pressure  was  130  80 
and  the  heart  and  lungs  were  normal. 

Laboratory  studies  in  the  clinic  revealed  a fast- 
ing blood  sugar  of  117  mg.  % and  a glucose 
tolerance  test  with  a flat  curve  and  prolonged 
hypoglycemic  phase.  An  insulin  tolerance  test 
revealed  a normal  response  to  insulin  but  a de- 
creased response  to  hypoglycemia.  A basal  metab- 
olism rate  was  plus  3 per  cent.  Roentgenograms 
of  the  chest,  abdomen,  and  skull  were  all  within 
normal  limits.  An  intravenous  pyelogram  was  re- 
ported as  normal.  Electrolyte  studies  revealed  a 
plasma  chloride  of  136.7  mEq/L,  the  lower  limit 
of  normal  being  137.  Plasma  potassium  was  4.2 
mEq/l.J,  the  normal  being  5.1.  Cellular  potassium 
was  101.8  and  red  blood  cell  sodium  was  142.4. 
Electrolyte  determination  a month  later  showed 
little  change  except  a slight  increase  in  the  plasma 
potassium. 

The  17-ketosteroid  determination  of  the  urine 
revealed  26.8  mgm.  per  24  hours.  The  patient  was 
admitted  to  the  John  Gaston  Hospital  on  the  medi- 
cal service  on  July  1,  1950,  for  a perirenal  air  in- 
sufflation test  which  outlined  the  kidney  poorly  and 
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failed  to  demonstrate  a tumor  in  the  adrenal  area. 
On  July  16,  1950,  we  saw  this  patient  in  consulta- 
tion and  Dr.  Gillespie  felt  that  an  exploration  of  the 
adrenal  glands  was  indicated.  The  patient  there- 
fore was  transferred  to  the  surgical  service. 

DR.  WILSON : All  of  us  will  be  interested 
in  seeing  what  this  patient  shows  on  physi- 
cal examination.  Obviously,  there  is  hair 
on  the  face  and  chest.  (To  the  patient)  : 
Have  you  been  shaving  your  face? 

PATIENT:  Yes. 

DR.  WILSON:  How  long? 

PATIENT:  Two  and  one-half  years. 

DR.  WILSON : The  patient  states  she  has 
been  shaving  at  intervals  for  the  past 
two  and  one-half  years.  If  we  examine  her  it 
is  obvious  that  she  does  have  a male  type 
distribution  of  hair.  You  can  see  that  the 
so-called  male  escutcheon  is  present  and  also 
if  one  looks  carefully  a markedly  enlarged 
clitoris  can  be  seen  which  is  as  long  as  a 
small  penis.  I think  it  is  interesting  to 
point  out  that  this  patient  does  not  have 
any  noticeable  acne  of  the  face.  She  is 
markedly  obese  but  no  more  so  on  the 
abdomen  than  on  the  face  and  extremities. 
She  does  not  have  the  so-called  “buffalo” 
type  of  obesity  seen  in  Cushing’s  syndrome. 
I would  like  to  ask  Dr.  Gillespie  to  comment 
at  this  time  on  this  case.  I believe  you  ac- 
cepted the  patient  on  the  surgical  service, 
Dr.  Gillespie. 

DR.  CLARENCE  GILLESPIE:  Yes,  we 
saw  this  patient  in  consultation  on  the  medi- 
cal service  and  concurred  in  their  opinion 
that  an  exploratory  operation  was  indicated. 
We  felt  she  had  sufficient  symptoms  to 
justify  a diagnosis  of  either  a tumor  or  of 
hyperplasia  of  the  adrenal  glands,  although 
we  were  not  positive  we  could  rule  out  a 
tumor  of  the  ovaries.  Because  of  this  it  is 
my  feeling  that  we  should  do  an  abdominal 
operation,  using  an  anterior  type  of  incision 
in  order  to  be  able  to  examine  both  adrenal 
glands  and  ovaries  at  the  same  procedure. 
We  are  all  familiar  with  the  bilateral  lum- 
bar type  of  exploration  which  has  been  ad- 
vanced by  Walters  and  other  authorities. 
1 might  mention  that  we  would  not  be  at 
all  surprised  if  a negative  exploration 
should  result.  None  of  us  have  seen  very 
many  of  these  cases,  but  most  of  us  have 
seen  at  least  one,  or  possibly  two,  explored 
without  any  definite  pathology. 
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DR.  WILSON:  I think  we  all  agree  with 
l)r.  Gillespie  and  feel  an  abdominal  explora- 
tion would  be  best  for  this  patient,  although 
we  also  agree  that  if  we  definitely  knew 
which  adrenal  gland  was  involved  a pos- 
terior lumbar  approach  would  be  the  easier. 
1 have  seen  one  tumor  removed  from  the 
left  adrenal  through  an  upper  mid-line  ab- 
dominal approach  and  while  this  is  not 
easily  done  it  can  be  accomplished.  I think 
that  this  is  an  important  point  because  all 
of  us  are  familiar  with  the  fact  that  a mas- 
culinizing type  of  tumor  of  the  ovary  does 
exist  and  might  account  for  this  patient’s 
symptoms.  Dr.  Waltman  Walters  reported 
his  experience  with  8 cases  of  adrenal  cor- 
tical tumors  at  the  Mayo  Clinic  in  a dis- 
cussion before  the  Southern  Surgical  Asso- 
ciation two  years  ago,  stating  he  preferred 
to  use  routinely  a bilateral  posterio-lumbar 
type  incision.  1 believe  in  this  case  an 
abdominal  approach  is  preferred  since  all 
of  us  know  that  palpation  of  the  ovaries 
is  not  exceedingly  accurate  in  an  obese 
individual. 

It  would  be  interesting  at  this  time  to 
review  briefly  some  of  the  findings  which 
may  occur  in  an  individual  who  has  a tumor 
of  the  adrenal  cortex  such  as  Dr.  Gillespie 
and  Dr.  Dunavant  feel  this  patient  has.  In 
the  first  place,  some  of  these  patients  pre- 
sent what  is  known  as  an  adreno-genital 
syndrome  which  is  produced  by  a cortical 
tumor  of  the  adrenal  gland,  showing  dif- 
ferent physical  and  sexual  changes,  de- 
pending on  the  age  and  sex  of  the  patient. 
I believe  most  characteristically  the  patients 
are  apt  to  be  young  women  who  show 
masculinization.  On  the  other  hand,  it  may 
occur  in  children.  In  small  boys  precocious 
sexual  development  may  occur;  in  very 
young  girls  there  may  be  advanced  sexual 
development,  menstruation  may  occur  along 
with  some  masculinization.  As  a general 
rule  adult  men  do  not  show  any  marked 
sexual  changes  though  alterations  in  their 
electrolyte  metabolism  may  occur. 

Other  patients  may  present  a clinical  pic- 
ture known  as  Cushing’s  syndrome,  char- 
acterized by  certain  changes  in  the  indi- 
vidual such  as  obesity  of  the  face  and  trunk, 
spindling  type  extremities,  and  changes  in 
blood  pressure.  These  individuals  may  have 


an  anterior  pitituary  tumor  but  the  syn- 
drome also  occurs  as  a result  of  a tumor 
of  the  adrenal  gland.  In  other  patients 
with  this  syndrome  no  tumors  have  been 
demonstrated.  Patients  with  certain  other 
tumors  also  may  show  changes  similar  to 
those  evident  in  both  the  adrenogenital 
syndrome  and  adrenocortical  tumor  syn- 
drome. In  other  instances  the  patients  may 
show  no  changes  whatsoever. 

Let  us  consider  for  a moment  the  diag- 
nostic procedures  which  have  been  carried 
out  in  this  case.  Dr.  Dunavant  mentioned 
that  the  intravenous  pyelograms  were  neg- 
ative and  also  that  air  injections  made  in 
the  perirenal  area  were  not  helpful  in  this 
case  although  3 different  attempts  were 
made.  Dr.  Patterson,  what  has  been  your 
experience  with  reference  to  the  help  of 
perirenal  air  insufflation  tests  in  making  a 
diagnosis  of  an  adreno-cortical  tumor? 

DR.  RUSSELL  PATTERSON:  We  have 
had  some  success  previously  with  air  in- 
sufflation in  outlining  tumors  of  the  adrenal 
gland.  However,  some  feel  this  procedure 
is  dangerous  and  should  be  abandoned. 

DR.  WILSON : Dr.  Yates,  I believe  that 
you  have  had  some  experience  with  this 
method  of  examination.  Have  you  seen 
any  untoward  results  from  it? 

DR.  CLAUDE  YATES:  I personally  have 
never  seen  any  untoward  results  nor  have 
gained  any  information  from  them.  I 
share  Dr.  Patterson’s  feeling  and  know 
others  feel  we  should  stop  using  the  pro- 
cedure due  to  the  fact  that  there  have 
been  cases  of  shock  due  to  air  embolism. 

DR.  WILSON : I have  seen  two  cases  in 
which  beautiful  demonstrations  of  adrenal 
tumors  were  given  by  air  insufflation, 
though  I am  not  very  enthusiastic  about  the 
procedure  and  have  heard  many  with  ex- 
perience state  they  have  seen  some  unfor- 
tunate results  due  to  air  embolism.  Dr. 
Erickson  has  recently  come  to  our  Univer- 
sity from  another  institution  and  we  would 
like  to  ask  if  elsewhere  in  his  experience 
he  has  seen  any  patients  that  have  come 
to  autopsy  as  a result  of  an  accident  due  to 
air  insufflation.  Dr.  Walters  stated  they 
had  given  up  using  this  procedure. 

DR.  ERICKSON:  I do  not  recall  having 
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seen  any  cases  come  to  autopsy  following 
such  a procedure. 

DR.  WILSON : I personally  have  not  seen 
any  unfavorable  results,  though  our  ex- 
perience has  not  been  extensive.  I think 
that  even  though  there  is  some  risk  in  cer- 
tain individuals  in  using  this  procedure  all 
of  the  information  we  can  obtain  to  make 
a satisfactory  diagnosis  is  worthwhile. 

Our  x-rays  are  of  no  help  and  the  only 
thing  we  have  to  go  on  thus  far  is  the 
clinical  picture  this  patient  presents  and 
the  history.  I believe  it  is  true  that  pre- 
vious to  the  last  several  years  very  little 
was  known  about  the  chemistry  of  the 
adrenal  glands.  However,  I think  I am 
correct  in  stating  that  at  least  28  different 
steroids  have  been  isolated  from  the  adrenal 
glands.  At  the  present  time  we  feel  that 
the  laboratory  experts  can  give  us  much 
more  help  than  we,  as  clinicians,  were  for- 
merly aware  of  and  we  now  know  that 
urine  hormone  assays,  and  blood  electrolyte 
studies  are  valuable  clinical  adjuncts  in  the 
diagnosis  of  such  an  cn  gma.  Dr.  Overman, 
will  you  discuss  the  laboratory  findings  in 
this  case  and  give  us  the  benefit  of  your 
experience  in  making  such  a diagnosis  in 
general,  as  weli  as  in  this  particular  patient. 

DR.  RICHARD  OVERMAN:  We  might 
divide  a discussion  of  the  laboratory  find- 
ings into  two  or  three  parts;  one  having 
to  do  with  the  electrolytes,  second,  the  ex- 
creted 17-ketosteroid  determinations  which 
were  done  at  least  3 times  on  this  patient, 
and  third,  the  response  of  the  patient  to  in- 
sulin and  glucose  tests. 

In  the  first  place  in  regard  to  the  elec- 
trolytes, we  were  able  to  get  samples  for 
study  and,  I might  add,  credit  should  be 
given  to  those  who  saw  the  patient  origi- 
nally in  the  out-patient  department  for 
gathering  the  samples. 

DR.  WILSON : I am  glad  you  mentioned 
this,  Dr.  Overman.  I asked  Dr.  Stern,  our 
medical  resident  who  first  saw  the  patient 
in  the  clinic,  to  participate  in  the  discus- 
sion but  he  has  been  unable  to  come. 

DR.  OVERMAN : I do  not  believe  anyone 
could  decide  from  the  blood  electrolyte  data, 
recorded  at  the  time  the  patient  was  first 
seen,  whether  she  had  either  hyper-  or  hypo- 
functioning adrenal  cortical  tissue.  It  is 


true  that  the  plasma  electrolyte  concentra- 
tions are  somewhat  low,  but  plasma  potas- 
sium, sodium,  and  chloride  levels  are  all 
within  normal  limits.  F urthermore,  the  in- 
sulin tolerance  test  revealed  no  abnormality 
which  would  certainly  appear  if  there  were 
marked  hypercortical  or  hypocortical  func- 
tion. However,  even  though  all  this  may 
be  true,  it  is  also  possible  to  have  a very 
marked  distribution  of  a cortical  tumor  and 
have  no  electrolyte  changes  appear  in  the 
blood.  Present  theories  are,  as  far  as  elec- 
trolytes are  concerned,  that  the  desoxy- 
corticosterone  and  17-hydroxycorticosterone 
groups  of  adrenal  cortical  steroids  work 
in  opposition  to  each  other.  Thus,  if  what 
we  might  call  “physiologically  symmetrical” 
adrenal  hyperplasia  occurred,  no  marked 
alteration  in  electrolyte  pattern  would  ap- 
pear. Similarly,  if  one  had  marked  adrenal 
atrophy  of  a physiologically  symmetrical 
type  (i.e.,  retaining  the  same  relative  pro- 
portion of  11-desoxy  and  17-hydroxy  com- 
pounds) no  marked  electrolytic  alterations 
would  be  expected.  In  such  instances  (and 
I believe  this  case  to  be  one  of  them)  we 
are  thrown  back  on  the  signs  and  symptoms 
shown  by  the  patient  for  diagnosis. 

DR.  WILSON : I would  like  to  ask  if  you 
think  in  general  the  laboratory  can  dif- 
ferentiate between  the  masculinizing  tumor, 
an  arrhenoblastoma,  and  an  adrenocortical 
tumor.  I believe  that  you  made  some  labor- 
atory studies  which  more  or  less  settled  this 
point  in  one  or  two  previous  cases. 

DR.  OVERMAN : I believe  that  can  be 
answered  in  this  way.  It  is  certainly  true 
that  an  arrhenoblastoma  could  not  be  dif- 
ferentiated from  an  adrenocortical  tumor 
except  in  a case  where  there  might  be 
physiologic  symmetrical  hyperplasia  of  the 
adrenal  cortices.  In  another  case  in  which 
we  were  able  to  make  a differential  diag- 
nosis the  patient  had  an  androgenic  tumor 
of  the  adrenal  cortex  which  was  infringing 
markedly  upon  normal  adrenal  cortical 
function.  That  is,  there  was  sufficient  in- 
volvement of  the  cortex  for  the  patient  to 
present  a number  of  signs  characteristic  of 
Addison’s  disease.  It  was  possible  to  make 
such  a differential  diagnosis  because  an 
arrhenoblastoma  does  not  cause  depression 
of  adrenal  function,  in  so  far  as  we  know, 
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and  thus  we  were  able  to  say  that  this 
patient  did  not  have  an  arrhenoblastomu 
but  rather  an  adrenocortical  tumor. 

DR.  WILSON  : We  think  that  in  this  par- 
ticular case  it  is  more  likely  that  the  indi- 
vidual has  some  abnormality  of  the  adrenal 
cortex,  possibly  an  adrenal  cortical  tumor 
or  adrenal  hyperplasia  but  it  is  possible  an 
arrhenoblastoma  is  present  which  has  been 
overlooked.  There  are  other  tumors  of  the 
ovaries  which  cause  masculinization  such 
as  the  so-called  lipoid  tumor.  Dr.  Erickson, 
tell  us  a little  about  some  of  the  other  tu- 
mors of  the  ovary  which  may  cause  mas- 
culinization. 

DR.  ERICKSON : You  have  mentioned 
the  most  common  of  these  masculinizing 
tumors  of  the  ovary,  the  arrhenoblastoma. 
There  is  in  addition,  another  group  of  very 
rare  tumors  of  the  ovary  which  may  al-o 
result  in  masculinizat  on,  whch  were  origi- 
nally described  and  are  thought  by  many 
to  have  their  origin  as  “adrenal  rests.” 
Such  tumors  have  been  variously  called, 
masculinovoblastomas,  “adrenal-rest”  tu- 
mors of  the  ovary,  adrenal  adenomas,  lipoid 
cell  tumors,  etc.  In  addition,  there  have 
been  still  other  very  rare  tumors  of  the 
ovary  that  have  produced  this  virilizing 
syndrome  and  which  are  difficult  to  classi- 
fy; they  may  or  may  not  be  related  to  the 
group  of  adrenal-like  tumors.  Thus,  another 
tumor  has  been  designated  as  a luteoma. 
This  much  discussed  tumor  has  been  in- 
terpreted by  Novak  and  others  as  usually 
being  a luteinized  transformation  of  the 
more  common  granulosa  cell  tumor. 

DR.  WILSON : Is  it  not  also  true  that 
these  tumors  may  occur  at  other  places 
than  in  the  ovaries  or  adrenals.  They  may 
be  of  embryonic  origin,  but  not  necessarily 
located  in  the  adrenals  or  ovaries,  is  that 
correct? 

DR.  ERICKSON : As  you  mentioned  sim- 
ilar appearing  “adrenal-like”  tumors  do  oc- 
cur in  this  region  at  sites  other  than  in 
one  ovary  or  adrenal  and  which  histolo- 
gically suggest  the  same  origin.  These  may 
be  and  usually  are,  however,  non-function- 
ing and  show  no  sex-character  changes. 

DR.  WILSON : This  discussion  has  been 
very  instructive  to  all  of  the  clinicians 


present.  Are  there  any  questions  anyone 
would  like  to  ask? 

DR.  ERICKSON:  I wonder  whether  any 
hormone  break-down  studies  of  the  urinary 
excretions  were  done  and  wonder  if  Dr. 
Overman  would  like  to  comment  on  whether 
it  would  have  been  helpful  in  this  particular 
case. 

DR.  OVERMAN : In  answer  to  Dr.  Erick- 
son's question,  the  clinical  determination 
of  the  excreted  17-ketosteroids,  which  we 
carried  out  when  the  patient  was  in  the 
clinic,  indicated  a very  marked  increase  in 
17-ketosteroid  excretion,  the  value  being 
about  twice  normal  for  a patient  this  age 
and  sex.  This  determination,  however, 
would  not  differentiate  between  increased 
ovarian  activity  and  arrhenoblastoma  in 
producing  17-ketosteroids.  About  all  that 
17-ketosteroid  determinations  will  tell  you 
is  that  some  gland  producing  the  steroid 
products  is  overactive.  The  17-ketosteroid 
determinations  are  notoriously  inaccurate 
and  usually  people  report  a range  of  say 
10  to  15,  which  is  a 25  per  cent  error.  I 
think  we  could  say  that  this  patient  was 
excreting  an  increased  amount  of  17- 
ketosteroids. 

DR.  WILSON : This  would  definitely  be 
helpful  in  the  diagnosis. 

DR.  OVERMAN : It  might  have  been  a 
gpod  thing,  in  this  case,  to  determine  the 
excreted  cortical  steroids  since  that  would 
have  given  us  an  idea  of  whether  she  had 
a hyperfunctioning  adrenal  or  a normal 
sized  adrenal  gland.  While  the  electrolyte 
studies  do  not  reveal  it,  they  very  clearly 
indicate  that  excreted  cortical  steroids 
might  have  helped. 

DR.  PATTERSON:  Dr.  Johnston  and  Dr. 
Nesbitt  of  Ann  Arbor  have  indicated  that 
by  a determination  of  alpha  and  beta  frac- 
tions of  the  17-ketosteroids  we  may  be  able 
to  differentiate  between  hyperplasia  of  the 
adrenal  cortex  and  cancer  of  the  adrenal 
cortex. 

DR.  WILSON : Let’s  have  Dr.  Overman’s 
comment  on  Dr.  Patterson’s  remarks.  Do 
you  agree  with  the  findings  of  Nesbitt  and 
Johnston  which  Dr.  Patterson  mentioned, 
Dr.  Overman? 

DR.  OVERMAN : Yes,  I have  seen  Nes- 
bitt’s article,  too,  and  I agree  that  they 
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would  reveal  a difference  between  what  we 
usually  speak  of  as  simple  hyperplasia  and 
carcinoma.  Whether  or  not  we  have  the 
facilities  to  do  this  study  here  I do  not 
know. 

DR.  PATTERSON:  Would  this  determi- 
nation also  eliminate  tumors  of  the  ovary? 

1)R.  OVERMAN : I don’t  know. 

DR.  WILSON : Dr.  Erickson,  can  you 
help  us? 

DR.  ERICKSON:  No,  I do  not  know,  but 
I might  comment  on  the  fact  that  the  term 
carcinoma  has  been  used  as  the  tumor  to 
be  differentiated  from  simple  hyperplasia 
of  adrenal  cortex.  It  should  be  emphasized 
that  either  a carcinoma  or  adenoma  of  the 
adrenal  may  be  functional  and  result  in  this 
syndrome.  Whether  a carcinoma  or  ade- 
noma is  present  is  histologically  at  times 
a problem  and  many  times  it  is  difficult  to 
draw  a sharp  line  between  such  neoplasms 
of  the  adrenals. 

DR.  WILSON:  There  is  one  thing  which 
I think  should  be  mentioned  before  we 
leave  this  patient  and  continue  making  ward 
rounds.  What  pre-operative  and  post-oper- 
ative factors  will  be  important  in  making 
the  operation  safe  for  the  patient?  A 
patient,  fo"  example,  may  have  a tumor  of 
the  adrenal  cortex  and  the  opposite  adrenal 
may  be  atrophied,  and  if  the  tumor  is  re- 
moved the  patient  might  die  from  lack  of 
hormones  during  the  post-operative  period. 
Dr.  Gillespie,  since  this  patient  is  your 
responsibility  would  you  tell  us  something 
about  the  pre-  and  post-operative  manage- 
ment of  the  case. 

DR.  GILLESPIE:  I think  Dr.  Dunavant 
should  discuss  it. 

DR.  DUNAVANT:  This  patient  is  now 
receiving  intravenous  glucose,  adrenal  cor- 
tical extract  in  the  form  of  percorten,  lcc. 
every  6 hours  (desoxycortiocosterone  5 
mgm.)  which  will  be  continued  post-opera- 
tively. 

DR.  WILSON : This  patient  will  be  oper- 
ated on  tomorrow  and  we  shall  continue 
this  discussion  at  our  next  staff  rounds. 

Post-operative  Clinical  Discussion 

DR.  WILSON : On  our  ward  rounds  last 
week  Dr.  Dunavant  presented  a patient  in 
whom  it  was  felt  an  exploration  of  the 
adrenal  glands  was  indicated.  Dr.  Duna- 


vant, will  you  review  the  operation  and 
post-operative  course  for  us. 

DR.  DUNAVANT:  Under  endotracheal  general 
anesthesia  the  patient  was  operated  upon  through 
a high  left  paramedian  incision.  The  uterus  was 
small  and  of  infantile  type.  Both  ovaries  were 
symmetrical,  smooth,  and  glistening  and  of  the 
infantile  type.  No  tumor  was  found  present.  The 
right  adrenal  gland  was  visualized  first  by  cutting 
the  gastro-hepatic  ligaments  at  the  level  of  the 
pylorus  and  entering  the  retro-peritoneal  space. 
It  was  examined  and  found  to  be  normal  measur- 
ing 2.5  x 1 x .5  cm.  The  left  adi’enal  was  then 
exposed  by  entering  the  retroperitoneal  space 
through  the  gastro-hepatic  ligament  along  the 
lesser  curvature  of  the  stomach.  The  left  adrenal 
gland  was  approximately  four  times  larger  than 
the  right  measuring  7 x 3 x y2  cms.,  and  except 
for  the  size  appeared  to  be  normal  with  no  tumor 
present.  Approximately  % of  the  left  adrenal 
gland  was  resected.  The  blood  pressure  was 
stabilized  at  128  74  throughout  the  procedure. 

The  patient  has  done  well  since  the  operation 
except  for  a fever  of  103°.  Post-operatively,  the 
patient  received  1 cc.  of  percorten  intramuscular- 
ly every  6 hours.  She  was  given  2000  cc.  of  5 
per  cent  glucose  in  distilled  water  intravenously 
the  first  post-operative  day.  Electrolyte  studies 
were  again  made  and  it  was  found  that  the  plasma 
sodium  and  potassium  were  decreased.  On  the 
second  and  third  post-operative  days  the  patient 
received  2000  cc.  of  Ringer’s  lactate  solution  in- 
travenously. Following  this,  the  plasma  sodium 
increased  to  about  normal  and  the  plasma  potas- 
sium returned  to  normal  and  therefore  the  Ringer 
lactate  solution  was  discontinued. 

DR.  WILSON : CTnically  then,  it  would 
appear  that  this  patient  was  found  to  have 
hyperplasia  of  the  left  adrenal.  Let  us  ask 
Dr.  Erickson  what  was  actually  found  at 
pathologic  examination  of  the  specimen  re- 
moved. 

DR.  ERICKSON:  Gross  examination  of 
the  specimen  of  the  adrenal  gland  showed 
neither  an  adenoma  nor  carcinoma  or  sig- 
n’ficant  demonstrable  pathologic  alteration. 
In  view  of  only  partial  removal  of  the  gland 
the  amount  of  tissue  received  did  not  es- 
tablish the  exact  size  or  weight  of  the  gland 
and  we  must  accept  the  surgeon’s  observa- 
tions regarding  the  enlargement  as  evidence 
of  hyperplasia.  Miscellaneous  sections  of 
the  removed  tissue  stained  with  routine 
hematoxlyn  and  eosin  sta:ns  failed  to  dem- 
onstrate any  specific  or  significant  patho- 
logic changes.  Special  ponceaufuchsin 
stains  for  fuchsinophil  granules  will  be  com- 
pleted in  an  attempt  to  demonstrate  the 
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changes  originally  described  by  Vines  in 
such  hyperplastic  glands.  As  was  men- 
tioned at  the  conference  last  week,  it  is  well 
known  that  endocrine  disturbances  similar 
to  those  occurring  with  the  hyperfunction- 
ing tumors  of  the  adrenals  with  virilism 
have  also  been  brought  about  where  only 
hyperplasia  of  the  gland  is  demonstrable. 
Frequently,  in  contrast  to  this  case,  such 
hyperplasia  is  bilateral  as  reported  earlier 
by  Broster,  et  al.  Vines  first  described  the 
fuchsinophil  properties  of  the  adrenal  cor- 
tex. Tumors  of  the  glands  not  producing 
such  virilizing  symptoms  were  said  not  to 
show  either  these  fuchsinophil  granules  by 
special  staining  techniques  or  the  yellow 
granules  later  described  by  Goormagtigh. 
However,  in  our  own  experience,  in  staining 
such  tissue,  we  have  frequently  failed  in 
some  cases  to  demonstrate  clearly  any  spe- 
cific granules  which  would  establish  the  his- 
tologic evidence  of  hyperplasia  or  ascribed 
virulizing  adrenal  changes. 

DR.  WILSON:  Then,  actually  we  still 
have  a case  which  is  difficult  to  understand 
completely.  But  certainly  an  abnormality 
was  demonstrated  at  operation  in  the  left 
adrenal,  and  I think  the  right  thing  was 
done.  Furthermore,  I personally  believe  Dr. 
Dunavant  did  the  right  thing  in  removing 
only  three-fourths  of  the  left  adrenal  in- 
stead of  removing  the  entire  gland.  One 
case  with  which  I am  familiar  was  reported 
by  Jacobson  of  Stockholm,  in  which  death 
occurred  in  an  individual  following  removal 
of  a small  tumor  which  was  believed  to  be 
an  aberrant  adrenal  cortical  tumor.  How- 
ever, in  that  case  the  adrenal  glands  which 
were  demonstrated  in  the  normal  location 
both  on  the  right  and  left  were  atrophied. 
That  patient  was  not  given  any  adrenal 


cortical  extract  so  by  our  standards  was  not 
given  the  proper  pre-  and  post-operative 
management. 

DR.  WILSON:  Dr.  Overman,  will  you 
comment  on  the  electrolyte  determinations 
which  have  been  done  during  the  post-opera- 
tive period. 

DR.  OVERMAN : 1 will  be  glad  to  do  so. 
The  one  determination  done  within  20 
hours  after  the  operation  revealed  very  little 
change  from  pre-operative  values  with  the 
exception  of  the  plasma  potassium  level 
which  was  reduced  to  3.8  mEq  1.  which  is 
below  the  normal  value.  It  might  well  have 
been  true  that  had  this  patient  not  been 
fortified  previous  to  operation  with  desoxy- 
corticosterone,  much  more  aberrant  values 
might  have  been  found  in  the  immediate 
post-operative  period.  On  the  third  post- 
operative day  plasma  sodium  concentration 
was  found  to  be  153  mEq  1.  No  change  in 
plasma  potassium  value  was  found.  The  in- 
creased plasma  sodium  value  plus  an  in- 
crease in  red  cell  chloride  concentration  to 
16.5  mEq/1.  which  is  above  normal,  indi- 
cates that  the  amount  of  percorten  being  ad- 
ministered is  probably  somewhat  excessive 
and  it  might  well  be  reduced,  which  I un- 
derstand has  been  ordered.  Usually  an  in- 
crease in  plasma  potassium  and  red  cell 
sodium  occurs  prior  to  a loss  of  potassium 
from  the  body  which  commonly  follows 
desoxycorticosterone  therapy.  Thus  we  are 
able  to  tell  ahead  of  time,  before  getting  into 
any  trouble  with  percorten,  that  these 
changes  are  about  to  occur  and  may  save 
ourselves  some  difficulty. 

DR.  WILSON : This  patient’s  future 
clinical  course  will  be  very  interesting  to 
follow  and  will  help  us  evaluate  the  opera- 
tive course  which  was  carried  out. 
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At  1 :30  p.m.,  September  6,  1950,  a well-nourished, 
well-developed  male,  aged  73,  was  brought  into  the 
emergency  room  in  shock.  While  riding  in  his  car, 
he  had  suddenly  lost  consciousness  and  was  im- 
mediately sent  to  the  hospital.  The  first  symptom 
was  pain  in  the  left  lower  abdomen.  This  was 
associated  with  a desire  to  defecate.  He  passed  a 
small  stool.  On  the  way  home,  the  pain  became 
more  severe  and,  as  described  above,  he  lost  con- 
sciousness. 

The  patient  had  never  been  seriously  ill. 

On  admission,  the  temperature  was  98°,  pulse  94 
and  respirations  20.  His  lungs  were  clear.  His 
skin  was  cold  and  clammy.  The  heart  was  regular. 
The  abdomen  was  tense.  There  was  some  splinting 
of  the  left  half  of  the  abdomen,  as  well  as  some 
suggestion  of  a mass  in  this  region.  The  femoral 
pulses  were  palpable. 

Morphine,  gr.  1/6,  and  atropine,  gr.  1 150  were 
given.  Nasal  oxygen  was  started.  Four  hundred 
thousand  units  of  penicillin  was  given  intra- 
muscularly. He  also  received  500  cc.  of  bio  ad. 
After  three  and  one-half  hours  the  patient  was 
still  in  shock  but  there  was  definite  improvement, 
the  blood  pressure  being  74/50,  the  skin  warmer 
and  drier  than  at  the  time  of  admission.  There 
was  no  longer  any  splinting  of  the  abdominal 
musculature  and  the  abdomen  was  silent. 

The  admission  laboratory  work  revealed:  RBC 
2,910,000,  WBC  14,000,  Hb  11.5  Gm.  or  76.6  per 
cent.  The  differential  leukocyte  count  showed  65 
per  cent  granulocytes  of  which  15  per  cent  were 
bands  and  35  per  cent  lymphocytes.  The  urine 
was  dark  yellow,  cloudy,  had  an  acid  reaction  and  a 
specific  gravity  of  1.021.  There  was  a trace  of 
albumin.  Test  for  sugar  was  negative.  The 
urinary  sediment  contained  25-30  WBC,  1-2  RBC, 
1-3  epithelial  cells  and  some  bacteria  present.  The 
packed  cell  volume  was  36  per  cent.  The  Kahn 
and  Kline  were  negative. 

A consultant  confirmed  the  findings  of  a silent, 
non-rigid  abdomen.  His  opinion  was  that  surgical 
intervention  should  not  be  considered  because  of  the 
poor  condition  of  the  patient. 

Throughout  the  first  night  his  pulse  was  weak 
but  steady,  remaining  at  about  94  beats  per  minute. 
About  midnight  he  vomited  a large  amount  of 
dark-colored  fluid,  became  more  restless  and  passed 
considerable  flatus.  He  was  given  pantopon,  gr. 
1 3.  The  vomiting  and  flatus  diminished.  At  7:00 
a.m.  on  September  7,  the  blood  pressure  was  110  90. 
The  red  blood  cells  were  3,230,000  with  10  gms.  of 
hemoglobin;  WBC  14,950  with  96  per  cent  gran- 
ulocytes, of  which  43  per  cent  were  bands,  3 per 
cent  metamyelocytes. 

During  that  day  the  temperature  rose  to  99°. 
The  patient  received  glucose,  duracillin,  and  pan- 
topon. At  3:10  p.m.  he  complained  of  pain  in  the 


left  leg.  By  6:00  o’clock  the  pain  was  more  severe 
and  appeared  also  in  the  left  groin.  At  7 :00  p.m. 
he  was  complaining  mainly  of  pain  in  the  left  hip. 
This  was  not  aggravated  by  movement.  The 
abdomen  was  still  soft  and  peristalsis  was  returning 
to  normal.  There  was  moderate  distention  of  the 
abdomen. 

About  midnight  the  pain  in  the  left  groin  became 
extremely  severe.  This  was  relieved  somewhat  by 
pantopon.  The  patient  had  ceased  vomiting.  The 
24-hour  output  of  urine  at  7:00  a.m.  on  September 
8 was  1,200  cc.,  intake  3,600  cc.  Rectal  examination 
was  negative.  The  left  side  of  the  scrotum  was 
ecchymotic,  swollen,  and  tender,  but  no  involvement 
of  the  cord  or  testis  was  found. 

Non-protein  nitrogen  was  42  mg.  % on  Septem- 
ber 8.  Further  urinalysis  was  negative  except 
for  a trace  of  albumin  and  4-6  WBC  per  hpf.  At 
10:00  a.m.  the  patient  again  complained  of  severe 
pain  in  the  lower  abdomen  and  groin,  the  pulse 
became  weaker,  he  lost  consciousness  and  expired 
at  10:45  a.m.  approximately  48  hours  after  the 
onset  of  his  illness. 

DR.  RICHARD  E.  CHING : Dr.  Wither- 
ington,  will  you  discuss  this  case? 

DR.  J.  B.  WITHERINGTON:  In  sum- 
mary, this  was  a seventy-three-year-old  man 
who  suddenly  developed  severe  pain  in  his 
lower  left  abdomen.  He  probably  realized 
that  this  was  not  an  ordinary  pain  and 
started  for  home.  On  the  way  he  lost  con- 
sciousness. In  the  emergency  room  the 
physical  findings  were  those  of  profound 
shock : no  demonstrable  blood  pressure, 
weak  pulse  and  profuse  sweating.  The  only 
other  positive  physical  findings  were  splint- 
ing of  the  abdominal  muscles  and  the  sensa- 
tion of  a mass  in  the  left  side  of  the 
abdomen. 

Blood  was  given  and  other  efforts  were 
made  to  relieve  the  shock.  The  red  blood 
cell  count  was  2,900,000.  This  tells  us  why 
the  patient  lost  consciousness.  It  was  the 
result  of  hemorrhage,  and  the  findings  indi- 
cate that  it  was  probably  intra-abdominal. 
As  yet,  we  do  not  know  its  origin.  There 
were  only  one  or  two  red  blood  cells  in  the 
urine.  The  bleeding  was  therefore  not 
genito-urinary  in  origin.  Following  restor- 
ative measures,  he  improved  that  night,  but 
he  began  to  vomit  dark  colored  material.  We 
do  not  know  whether  this  was  dark  green  or 
dark  brown,  it  was  just  dark  colored  vom- 
itus.  Perhaps  he  was  vomiting  blood  but 
I think  we  can  not  assume  this,  though  a test 
for  occult  blood  was  not  made. 
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Twenty-four  hours  later,  the  pain  became 
more  severe  and,  significantly,  it  radiated 
into  the  left  groin  and  down  the  left  leg. 
It  was  so  intense  it  could  not  be  relieved. 
Shortly  thereafter,  he  apparently  had 
further  hemorrhage  which  was  immediately 
fatal. 

To  my  mind  there  are  very  few  lesions 
which  will  produce  these  symptoms  and 
cause  a patient  to  bleed  to  death  in  such  a 
short  time.  I think  this  was  either  an 
arteriosclerotic  aneurysm  of  the  abdominal 
aorta  or  a dissecting  aneurysm  beginning 
possibly  in  the  ascending  aorta  (from 
medial  necrosis)  and  dissecting  all  the  way 
down,  producing  some  hemorrhage  the  first 
day,  stopping  for  a while  and  finally  ruptur- 
ing, probably  into  the  retroperitoneal  space. 
I believe  it  did  not  rupture  into  the  gastro- 
intestinal tract.  Aneurysms  may  involve 
the  ostia  or  any  of  the  branches  of  the  aorta. 
A possible  reason  for  the  dark  colored 
vomitus,  if  it  was  blood,  might  be  involve- 
ment of  the  celiac  axis  or  some  other  intes- 
tinal artery,  producing  infarction  of  a por- 
tion of  bowel  and  resulting  in  hemorrhage 
into  the  gastro-intestinal  tract.  I think 
ecchymosis  and  swelling  of  the  scrotum 
were  significant.  The  blood  got  there  by 
dissection  through  fascial  planes  into  the 
scrotal  tissue.  This  finding  may  be  a “red 
herring.”  The  patient  was  restless  and 
thrashing  about.  There  may  have  been 
some  trauma  to  the  scrotum  but,  if  the 
ecchymosis  was  traumatic,  the  testis  would 
have  been  tender  also.  The  protocol  states 
that  the  testis  and  cord  were  negative. 

Although  it  is  true  that  the  presenting 
symptom  of  most  dissecting  aneurysms  is 
pain  in  the  chest,  not  pain  in  the  lower  abdo- 
men, it  is  not  always  so.  Twenty  or  thirty 
cases  were  reported  from  Boston  a couple  of 
years  ago.  At  least  15  per  cent  of  these  pa- 
tients had  their  primary  pain  not  in  the 
chest  but  along  some  tributary  of  the  aorta, 
such  as  the  femoral,  pelvic  or  renal  vessels. 
Therefore,  my  first  diagnosis  is  dissecting 
aneurysm  of  the  aorta,  due  to  cystic  medical 
necrosis.  My  second  possibility  is  arterio- 
sclerotic aneurysm  of  the  abdominal  aorta 
with  rupture. 

DR.  CHING:  Who  would  like  to  continue 


the  discussion  of  this  case  for  us?  Dr. 
Friedman? 

DR.  BURT  FRIEDMAN:  I do  not  differ 
with  Dr.  Witherington’s  differential  diag- 
nosis. I believe  the  salient  features  have 
been  outlined  by  him  and  that  he  has  made 
a proper  clinical  deduction.  However, 
sometimes,  the  pathologist  slips  up  on  us 
and  presents  some  rare  pathological  entity. 
I think  he  can  not  do  it  in  this  case. 

It  is  of  interest  to  consider  the  means  by 
which  aneurysms  of  the  aorta  produce  their 
symptoms.  This  man’s  difficulties  began 
two  days  before  his  death.  Is  it  not  sur- 
prising that  he  lived  2 days,  or  even  1 day 
after  rupture  of  a blood  vessel  as  large  as 
the  abdominal  aorta?  This  can  be  explained 
on  the  basis  that  it  was  a dissecting 
aneurysm.  The  dissection  spread  between 
the  layers  of  the  media  at  first  but  eventual- 
ly reached  the  adventitia  so  that  there  was 
considerable  tearing.  The  initial  complaint 
of  pain  was  due  to  this  tearing  of  the  media 
and  its  separation  from  the  adventitia.  In 
the  beginning  there  may  have  been  no 
hemorrhage.  When  the  aneurysm  ruptured 
through  the  adventitia  into  the  retroperi- 
toneal space,  a limited  pocket  of  blood  was 
formed.  This  maintained  the  blood  pressure 
for  a time,  enabling  him  to  survive  for  48 
hours  or  until  there  was  massive  extravasa- 
tion of  blood.  Ecchymosis  of  the  scrotum 
was  an  indication  of  widespread  hem- 
orrhage. When  due  to  retroperitoneal  loss 
of  blood,  ecchymosis  of  the  scrotum  is  al- 
most always  confined  to  one  side,  being  lim- 
ited by  the  fascial  attachments.  I recall  one 
patient  who  had  a dissecting  aneurysm  of 
the  thoracic  aorta.  It  ruptured  into  the 
pleural  space,  producing  a massive  left 
hemithorax.  This  was  drained  and  the  pa- 
tient lived  some  6 months.  Although  the 
usual  story  is  that  the  patient  survives  2 to 
3 days,  he  may  live  longer.  Why  should  an 
accurate  clinical  diagnosis  be  made  in  a casj 
such  as  this?  It  is  important  because  some 
patients  with  dissecting  aneurysms  might 
be  saved  by  surgical  intervention. 

DR.  CHING:  Who  would  like  to  continue 
the  discussion? 

DR.  C.  M.  HARWELL:  I too  agree  with 
Dr.  Witherington.  However,  from  the  sur- 
gical standpoint.  I would  consider  two  other 
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conditions.  A ruptured  diverticulum  of  the 
sigmoid  colon  could  produce  pain  and  shock, 
as  in  this  case.  But  this  patient  did  not 
have  severe  rigidity  of  the  abdomen. 
Mesenteric  thrombosis  should  be  mentioned 
also.  As  the  condition  progressed,  when 
the  abdomen  became  soft,  neither  of  these 
diagnoses  would  seem  to  be  worthy  of  con- 
sideration. 

DR.  J.  WARREN  KYLE : I am  inclined 
to  favor  direct  rupture  of  an  aneurysm 
rather  than  dissecting  aneurysm  because  of 
the  rarity  of  lower  abdominal  pain  in  dis- 
secting aneurysm  of  the  aorta.  One  other 
diagnosis  that  should  be  considered  is 
mycotic  aneurysm.  This  is,  of  course,  rare 
and  we  know  nothing  of  this  man’s  history. 
1 believe  that  arteriosclerotic  aneurysm 
with  rupture  of  the  left  common  iliac  artery 
is  the  best  bet. 

DR.  CHING:  Dr.  Strain,  do  the  things 
that  have  been  said  seem  to  correspond 
with  your  findings? 

DR.  S.  FRED  STRAIN:  Dr.  Ching,  it 
might  be  interesting  if  you  would  allow  me 
to  review  some  of  the  clinical  features  of 
this  patient  as  I saw  them  here  in  the  hos- 
pital. I first  observed  this  man  in  the 
emergency  room  when  he  was  in  shock.  He 
was  elderly,  although  he  hardly  looked  h's 
stated  age  of  73.  He  was  quite  muscular 
and  strong  and  had  never  been  sick.  After 
he  was  seized  with  the  severe  pain  in  the 
lower  abdomen,  he  went  to  the  toilet  and 
had  a very  small,  unsatisfactory,  soft  bowel 
movement,  but  the  pain  became  increasingly 
severe.  When  I examined  him,  his  blood 
pressure  was  unobtainable  and  his  pulse 
barely  palpable,  although  he  was  still  con- 
scious. I recall  that  there  was  some  audible 
peristalsis.  There  was  tenderness  and  pain 
in  the  lower  left  abdomen,  some  splinting 
of  the  muscles  and  a suggestion  of  a mass. 
He  was  treated  for  shock  and  put  to  bed. 
My  first  thought  was  the  possibility  of  a 
ruptured  diverticulum  of  the  colon.  I dis- 
carded this  diagnosis  because  the  abdomen 
lost  its  tenderness  and  there  was  no  abdomi- 
nal mass  the  next  day.  Later,  the  consult- 
ing surgeon  and  I entertained  the  idea  of 
mesenteric  thrombosis  because  the  abdomen 
became  silent.  When  peristalsis  became 
audible  and  he  began  to  pass  gas  from  the 


rectum,  we  abandoned  that  diagnosis  too. 
When  he  complained  of  unbearable  pain  in 
the  region  of  the  left  greater  trochanter, 
with  no  signs  of  local  disturbance  such  as 
limitation  of  motion,  swelling,  coldness  or 
change  in  color  of  the  extremities  or  other 
evidence  of  interrupted  circulation,  I inter- 
preted it  as  referred  pain  from  pressure  on 
a nerve  root.  My  diagnosis  was  then  dis- 
secting aneurysm. 

Excruciating  pain  is  to  me  the  most 
characteristic  feature  of  this  condition.  The 
severity  of  the  pain  outweighs  the  fact  that 
it  occurred  in  the  abdomen.  The  discolora- 
tion of  the  scrotum,  whether  it  was  ecchy- 
mosis  or  beginning  necrosis,  cinched  the 
diagnosis.  Dissecting  aneurysms  are  usual- 
ly associated  with  hypertension.  Unfor- 
tunately, I do  not  know  what  his  blood  pres- 
sure was  prior  to  the  present  illness.  The 
initial  shock  was  probably  due  not  only  to 
hemorrhage  but  to  the  pain  itself.  The 
agonizing  pain,  I think,  is  more  typical  of 
dissecting  aneurysm  than  of  any  of  the 
other  diagnoses  that  have  been  suggested. 
The  diagnosis  might  have  been  made  more 
easily  if  we  had  determined  the  blood  pres- 
sure in  all  four  of  the  extremities.  There 
are  some  difficulties  in  doing  this,  however, 
mainly  that  we  do  not  ordinarily  have  cuffs 
sufficiently  large  to  take  blood  pressure  in 
the  lower  extremities.  The  blood  pressure 
normally  is  higher  in  the  lower  than  in  the 
upper  extremities.  I wonder  if  this  may  be 
due  to  additional  pressure  required  to  com- 
press the  thick  and  heavy  muscles  of  the 
legs.  If  an  aneurysm  involved  the  ostium 
of  the  left  common  iliac  artery  one  would 
expect  the  blood  pressure  to  be  lower  in 
the  left  lower  extremity  than  on  the  right. 

DR.  R.  M.  MILES:  I have  seen  one  pa- 
tient in  whom  an  aneurysm  of  the  lumbar 
portion  of  the  aorta  was  discovered  in  time 
to  do  something  about  it.  The  aneurysm 
was  wrapped  with  cellophane  or  one  of  the 
cellophane  substitutes  which  is  supposed 
to  promote  fibrosis  and  prevent  rupture  in 
the  future.  If  the  diagnosis  could  have 
been  made  in  this  case,  early  enough  before 
the  patient  was  in  shock,  something  might 
have  been  done  to  prolong  his  life. 

DR.  WITHERINGTON:  I would  like  to 
ask  what  surgical  procedure  could  be  done 
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for  a patient  in  whom  a diagnosis  of  dis- 
secting aneurysm  is  considered  certain. 

DR.  MILES : I was  not  thinking  primarily 
of  a dissecting  aneurysm  and  I’m  not  so  sure 
that  one  can  tell  for  certain  whether  an 
aneurysm  is  dissecting  or  not.  I do  not  know 
of  any  surgical  treatment  that  would  cure 
dissecting  aneurysm. 

DR.  WITHERINGTON : In  a recent  issue 
of  the  Annals  of  Internal  Medicine  there 
was  a case  reported  from  Atlanta  by  Dr. 
Elkins  in  which  a diagnosis  of  dissecting 
aneurysm  of  the  aorta  was  made.  The  chest 
was  entered  and  a restraining  fibrosing 
cellophane-like  material  was  wrapped 
around  the  aorta  all  the  way  down  to  the 
diaphragm.  Apparently  the  dissection  had 
not  gone  below  the  diaphragm.  It  was  a 
rather  limited  dissection.  This  patient  is 
still  living. 

DR.  CHING:  Many  years  ago  Osier 
brought  out  the  point  that  saccular  aneu- 
rysms of  the  aorta  are  usually  discovered 
by  accident  at  operation  or  autopsy.  It  has 
not  been  clearly  stated  tonight  that  sac- 
cular aneurysms  due  either  to  syphilis  or  to 
arteriosclerosis  can  dissect  even  as  much  as 
true  dissecting  aneurysms  due  to  medial 
necrosis. 

DR.  J.  D.  PIGOTT:  As  a junior  medical 
student  I once  observed  Dr.  Geza  de  Takats, 
at  St.  Luke’s  Hospital  in  Chicago,  wire  a 
thoracic  aneurysm,  the  etiology  of  which  I 
do  not  recall.  At  that  time  he  stated  he  had 
done  8 to  10  of  these  operations  but  I under- 
stand at  this  time  that  he  has  abandoned 
the  procedure.  Numerous  techniques  have 
been  used,  but  apparently  the  most  promis- 
ing one  at  present  is  peri-aneurysmal  wrap- 
ping with  an  irritative  cellophane  or  other 
material  which  induces  a fibrotic  reaction 
intended  to  strengthen  the  thin  walls,  the 
surrounding  structures  being  protected  by 
a non-irritating  membrane. 

DR.  CECIL  WARDE : I would  just  like 
to  ask  why  this  syndrome  could  not  be 
produced  by  venous  hemorrhage  retroperi- 
toneally. 

DR.  WITHERINGTON : It  could  be.  This 
may  occur  occasionally  in  women  but  I 
never  heard  of  it  in  men.  I believe  that,  if 
it  did  occur,  the  blood  pressure  in  the  veins 
would  be  so  low  that  it  would  not  cause  as 


much  pain.  It  would  not  produce  the  pic- 
ture that  we  have  here.  I am  sure  of  that. 
I have  never  heard  of  its  occurrence  in  a 
man. 

DR.  CHING:  We  will  now  have  the  re- 
port of  our  pathologist,  Dr.  Arean. 

DR.  VICTOR  M.  AREAN:  At  autopsy  the 
peritoneal  cavity  contained  about  300  cc.  of  bloody 
fluid.  The  left  side  of  the  abdominal  cavity  was 
occupied  mostly  by  a bulging,  firm  to  soft  mass 
which  extended  from  the  left  diaphragmatic  dome 
to  the  pelvic  cavity.  Medially  it  ended  sharply 
at  the  spine  and  laterally  it  infiltrated  the  abdom- 
inal wall  diffusely.  The  overlying  peritoneum  was 
shiny  dull  gray  with  bluish  regions  giving  a tigroid 
appearance.  On  section  the  left  retroperitoneal 
space  was  much  distended  and  filled  with  mostly 
clotted  and  partly  fluid  blood.  This  dissected  its 
way  between  the  parietal  peritoneum  and  the 
fascia,  extending  clockwise  throughout  the  abdomi- 
nal wall  as  far  as  the  external  border  of  the  right 
rectus  muscle.  Interiorly  the  blood  dissected  along 
the  spermatic  cord  and  caused  a tremendous  hema- 
toma of  the  cord,  epididymis  and  tunics  of  the 
testis.  The  total  amount  of  blood  was  estimated 
at  3000  to  4000  cc.  The  aorta  contained  marked 
atherosclerotic  changes  throughout  its  length.  In 
its  terminal  portion  there  was  a saccular  aneurysm 
which  was  somewhat  flattened  antero-posteriorly. 
It  was  completely  surrounded  by  the  hemorrhage. 
The  sac  measured  5 x 6.6  cm.  and  had  an  opening 
in  the  posterior  aspect;  measuring  2 cm.  in  diam- 
eter, through  which  the  lumen  of  the  vessel  could 
be  seen.  The  margins  of  this  laceration  were  ir- 
regular and  yellowish-gray.  The  aneurysm  was 
composed  of  two  main  cavities,  one  communicating 
freely  upward  and  downward  with  the  lumen  of 
the  aorta.  It  was  lined  by  a dull  grayish-yellow 
somewhat  granular  membrane.  The  other  cavity 
was  external  to  the  first  one  and  was  less  distinct 
but  nevertheless  definite.  It  communicated  open- 
ly at  its  proximal  end  with  the  lumen  of  the  aorta 
and  distally  it  ended  in  a blind  pouch  about  the 


FlG.  1.  Photomicrograph  of  wall  of  arteriosclerotic 
aneurysm  showing  cholesterol  clefts.  H & E stain, 
100  X. 
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Fig.  2.  Photomicrograph  showing  deposition  of 
calcium  in  the  wall  of  the  arteriosclerotic  aneurysm. 
H & E stain,  100  X. 

mid-portion  of  the  left  common  iliac  artery.  The 
lumen  of  this  portion  of  the  aneurysm  was  filled 
with  a mixture  of  fibrin,  blood  and  chiefly  semisolid 
granular  yellowish-gray  material.  The  outer  wall 
measured  0.3  cm.,  the  inner  wall  2.5  cm.  thick. 
The  left  common  iliac  artery  was  dilated,  pyriform 
and  its  lumen  partly  obstructed  by  atheromatous 
changes.  A transverse  section  showed  its  wall  to 
be  composed  of  an  inner  ring  of  calcified  and 
atheromatous  tissue  and  an  outer  ring  which  was 
soft  and  friable.  They  were  separated  by  a cavity 
which  was  filled  with  the  material  already  de- 
scribed. 


Microscopically,  the  changes  in  the  walls  of  the 
aorta  and  other  arteries  were  typical  of  arterio- 
sclerosis. This  photograph  (Fig.  1)  shows  many 
cholesterol  clefts  in  the  subintimal  and  medial  por- 
tions of  the  wall  of  the  aneurysm.  The  second  pic- 
ture (Fig.  2)  demonstrates  the  deposition  of  cal- 
cium in  one  portion  of  the  wall.  There  was  also 
evidence  of  old  hemorrhage,  in  some  places,  mani- 
fested by  the  presence  of  hemosiderin-laden 
macrophages  in  the  media.  This  indicates  that  the 
aneurysm  had  begun  its  dissection  probably  several 
weeks  before  the  final  episode. 

Other  findings  include  occlusion  of  the  left  main 
coronary  artery  without  microscopic  evidence  of 
infarction  of  the  myocardium,  arteriosclerotic 
nephrosclerosis  of  moderate  degree  and  fatty 
changes  of  the  liver. 

A definite  distinction  should  be  made 
between  dissecting  aneurysm  and  arterio- 
sclerotic aneurysm.  Dissecting  aneurysm 
is  a term  that  should  be  reserved  for  the 
condition  which  was  best  described  by 
Erdheim  in  1929  and  1930.  He  called  it 
idiopathic  cystic  medionecrosis  of  the  aorta. 
In  the  present  case  we  have  an  arterio- 
sclerotic aneurysm  which  dissected  the  wall 
of  the  aorta  and  ruptured,  as  Dr.  Thing 
said  it  could. 
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HAVE  THE  DOCTORS  NOT  ALWAYS  BEEN  PATRIOTIC  IN  PREVIOUS  WARS? 

Why  Be  Dratted? 


Doctors  with 
good  reason  are 
resentful  about 
the  draft  of  mem- 
bers of  the  medi- 
cal profession.  In 
many  ways  this  is 
a reflection  upon 
the  patriotism  of 
doctors  and  is  con- 
trary to  the  tradi- 
tions of  our  pro- 
fession. 

The  medical  profession  has  always  de- 
voted itself  to  the  best  interests  of  the 
people  and  the  nation.  No  other  profession 
can  equal  the  record  of  self-sacrifice  and 
courage  in  the  face  of  danger  established  by 
the  doctors  throughout  the  centuries. 

The  very  nature  of  the  work  of  our  pro- 
fession requires  that  we  answer  the  call 
of  humanity  and  go  at  all  times  where  our 
services  are  required.  The  loyalty  of  the 
doctor  to  his  country  has  never  been  ques- 
tioned. The  record  of  the  medical  profes- 
sion in  all  the  wars  in  which  this  country 
has  engaged  is  one  embellished  with  heroism 
and  glory. 

The  purpose  of  the  draft,  we  are  told,  is 
a democratic  process  that  reaches  into  the 
homes  of  the  poor  and  the  rich,  the  educated 
and  the  uneducated  without  distinction  or 
discrimination.  This  is  logical  and  fair,  but 
when  a draft  law  is  devised  to  apply  to 


one  particular  group  or  profession,  then  it 
no  longer  has  the  status  of  being  without 
distinction  or  discrimination. 

Any  law  which  seeks  to  draft  doctors  as 
doctors  and  not  as  American  citizens  in  the 
regular  process  of  the  administration  of 
that  law  is  making  a special  distinction  of 
one  particular  professional  group  and  show- 
ing discrimination. 

In  opposing  a special  draft  ordinance  of 
this  type  the  medical  profession  does  not  in 
any  way  close  its  eyes  to  the  patriotic  obli- 
gations imposed  upon  its  members  as  Amer- 
ican citizens.  As  good  American  citizens, 
steeped  in  the  traditions  of  medicine, 
doctors  go  where  they  are  needed  and  give 
aid  and  comfort  to  their  fellow  men. 

When  such  services  are  required  in  our 
armed  forces,  doctors  will  be  aware  of  th's 
and  take  up  their  responsibilities  without 
the  necessity  of  a draft  law.  It  would  be 
inhuman  and  unpatriotic  to  permit  the  men 
and  women  in  our  armed  forces  to  be  ex- 
posed to  the  risks  and  dangers  they  face 
without  adequate  medical  attention.  Doctors 
realize  this  and  should  do  something  about 
it  without  being  ordered  by  government 
decree  to  report  for  duties  with  the  Army. 
Navy  or  Air  Forces. 
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"BIOLOGIC  FALSE"  POSITIVE  SEROLOGIC 
TEST  FOR  SYPHILIS 

The  most  difficult  problem  facing  any 
physician  in  the  field  of  syphilis  is  the  mean- 
ing of  a positive  blood  test  for  syphilis,  in 
the  absence  of  overt  clinical  evidence  of  the 
disease.  This  represents  a knotty  diagnostic 
problem. 

The  question  might  arise  why  this  prob- 
lem has  come  to  the  attention  of  physicians 
in  the  past  decade  or  so  whereas  previously 
it  was  mentioned  only  rarely.  In  former 
years  the  tests  for  syphilis  were  applied  to 
groups  of  patients  suspected  of  having  the 
disease,  or  to  hospital  populations.  Positive 
tests  were  accepted  as  being  diagnostic 
without  much  question.  Then  the  tests  were 
used  in  large  population  groups,  in  food 
handlers,  as  part  of  premarital  examina- 
tions, in  draftees,  in  industrial  workers,  in 
blood  donors,  etc.  More  and  more  persons 
with  obviously  falsely  positive  tests  were 
turned  up  in  these  groups  which  in  gen- 
eral had  a low  incidence  of  the  disease.  More 
and  more  often  the  physician  was  faced 


with  a positive  test  in  a person  having  no 
clinical  evidence  of  syphilis  nor  having  had 
exposure  to  it. 

The  physician  must  keep  in  mind  that 
the  tests  designed  for  the  diagnosis  of 
syphilis  are  not  specific  in  that  the  antigens 
have  no  relationship  to  the  causative  factor 
in  the  disease.  This  non-specific  antigen 
can  be  rendered  so  sensitive  that  practically 
all  bloods  tested  will  be  returned  as  posi- 
tive. The  serologist  therefore  must  strike 
that  balance  in  his  test  which  will  be  sensi- 
tive and  yet  have  high  specificity,  otherwise 
his  test  is  misleading.  Kahn  points  out  that 
we  may  have  a false  sense  of  security  as 
regards  specificity,  since  negative  reactions 
outweigh  positive  reactions  in  large  popula- 
tion groups,  and  in  carefully  selected  eval- 
uation studies  healthy  persons  are  used. 
Kahn  in  high-lighting  specificity  rather  than 
sensitivity  gives  this  hypothetical  example. 
If  among  40,000  hospital  admissions  there 
were  1,200  cases  of  treated  or  untreated 
syphilis,  an  increase  of  1 per  cent  sensitiv- 
ity in  the  test  would  pick  up  12  additional 
cases  of  syphilis.  On  the  other  hand,  an 
increase  of  1 per  cent  in  wowspecificity 
would  result  in  400  non-syphilitic  patients 
being  reported  as  positive. 

In  any  large  number  of  blood  tests  done 
in  which  the  results  are  either  positive  or 
negative,  it  is  estimated  by  Stokes1  that 
the  biologic  false  positive  test  occurs  only 
once  in  700  tests.  However,  when  we  con- 
sider only  the  group  with  positive  tests  the 
problem  becomes  a lot  different.  Again, 
Stokes  says  that  false  positive  tests  may 
reach  the  astounding  figure  of  40  per  cent 
in  a group  of  patients  having  positive  reac- 
tions to  syphilis.  A careful  study  made  by 
syphilologistS  in  the  army  during  World 
War  II  is  revealing  in  this  respect.  Of  5,000 
inductees  suspected  of  having  syphilis  (80 
per  cent  of  them  on  the  basis  of  positive 
blood  tests)  careful  study  led  to  the  classi- 
fication of  11.4  per  cent  as  being  non- 
syphilitic. These  figures  give  an  indication 
of  the  magnitude  of  the  problem  the  phy- 
sician is  dealing  with  in  his  patients  having 

Stokes,  J.  H.,  and  James,  G.  W.:  The  Problem 
of  the  “Biologic  False”  on  Nonspecific  Positive 
Serologic  Test  for  Syphilis,  Am.  J.  Syph.,  Gonor. 
and  Yen.  Dis.,  33:114,  1949. 
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positive  serologic  tests  for  syphilis.  If  these 
figures  are  acceptable,  in  any  ten  patients 
in  whom  the  doctor  finds  positive  blood  tests 
one  to  four  do  not  have  syphilis. 

Other  than  the  biologic  false  positive 
tests,  technical  laboratory  errors, — the  use 
of  tubes  not  chemically  clean,  inexperienced 
technicians  and  errors  in  the  preparation 
of  antigen  as  well  as  adventitious  materials 
in  the  antigen, — may  lead  to  false  positive 
tests.  Since  almost  all  warm  blooded  ani- 
mals give  a positive  serologic  test  for 
syphilis  it  is  surprising  that  not  more  than 
the  occasional  normal  person  gives  a posi- 
tive test.  However,  all  human  beings  can 
be  demonstrated  to  have  some  positive  re- 
acting substance  in  the  blood,  though  for- 
tunately, usually  of  sub-threshold  levels. 

Of  much  greater  import  are  the  biologic 
false  positive  tests  associated  with  diseases 
or  other  immune  reactions.  Exotic  diseases, 
such  as  yaws,  pinta  and  bejel  (which  some 
think  represent  endemic  syphilis)  and  kala- 
azar  and  trypanosomiasis  though  commonly 
showing  positive  tests,  may  be  dismissed. 
Spirochetal  diseases,  as  relapsing  fever, 
Weil’s  disease  and  rat-bite  fever  are  met 
with  in  this  country  and  may  present  posi- 
tive blood  tests.  Of  other  protozoan  infec- 
tions active  malaria  is  significant.  In  some 
series  the  incidence  of  positive  blood  tests 
in  persons  ill  with  malaria  has  ranged  from 
20  to  80  per  cent.  (The  blood  does  not  re- 
main positive  after  the  acute  disease.) 
Leprosy  is  the  only  bacterial  disease  ac- 
companied by  false  positive  tests,  again  of 
no  practical  importance  to  the  average  phy- 
sician in  this  country. 

The  most  important  group  of  diseases 
presenting  biologic  false  positive  tests  are 
those  of  virus  origin,  especially  infectious 
mononucleosis,  vaccinia,  virus  pneumonia 
and  lymphopathia  venereum.  In  some  of 
these  the  incidence  is  as  high  as  40  per  cent. 
Occasionally  positive  reactions  occur  in 
mumps  and  measles.  During  the  war  it 
was  shown  that  “booster”  doses  of  tetanus 
antitoxin  are  followed  by  biologic  false 
positive  tests  in  about  33  per  cent  of  in- 
stances. 

Disseminated  lupus  is  associated,  in  one 
series  of  cases,  with  biologic  false  positive 
tests  in  50  per  cent  of  instances.  Other 


conditions  associated  with  hvperglobu- 
linemia  as,  sarcoidosis,  multiple  myeloma 
and  hepatic  cirrhosis  may  occasionally  show 
false  tests. 

How  may  these  false  positive  tests  be 
sifted  out?  This  may  be  most  difficult  or 
next  to  impossible.  A careful  history  is  most 
valuable  and  at  times  settles  the  question, 
both  as  regards  the  possibility  of  acquired 
syphilis  or  the  above  diseases.  A carefully 
taken  family  history  and  the  finding  of  a 
stigma  of  prenatal  syphilis  may  explain  the 
positive  test  in  the  unexposed  young  virgin. 
A careful  physical  examination  for  any 
evidences  of  syphilis  past  or  present  may 
be  helpful.  A positive  spinal  fluid  may  be 
accepted  as  certain  evidence  of  syphilis, — a 
negative  one  will  be  of  no  help  in  diagnosis. 

If  the  significance  of  the  positive  tests  is 
still  in  doubt, — watchful  waiting  and  re- 
peated blood  tests  (in  several  different 
laboratories  if  possible)  are  in  order.  Wait- 
ing and  withholding  treatment  may  settle 
the  matter.  In  the  positive  tests  resulting 
from  acute  non-syphilitic  infections,  a re- 
versal to  negative  within  90  days  is  the 
usual  course.  Repeated  blood  tests  are  help- 
ful since  biologic  false  reactions  commonly 
though  not  always,  tend  to  fluctuate  back 
and  forth  from  negative,  doubtful  or  a low 
titer  through  positive  and  a high  titer.  This 
is  much  less  likely  to  occur  in  syphilis.  In 
chronic  disease  such  as  lupus  the  reversal 
of  course  does  not  take  place. 

What  of  the  viewpoint, — “well  I don't 
know  if  it  is  syphilis  but  penicillin  won't 
hurt  so  let’s  treat”?  This  may  be  abetted 
by  the  patient  terrified  at  the  moment  by 
the  positive  blood  test.  But  what  of  this 
patient’s  future  mental  health  ! What  might 
have  been  the  future  of  the  young  student 
nurse,  having  had  no  sexual  exposures,  with 
mild  virus  pneumonia  and  positive,  high 
titer  Wassermann  and  Kahn  tests,  if  she 
had  been  treated  instead  of  be'ng  permitted 
to  reverse  the  reactions  spontaneously. 
Would  she  have  thrown  off  easily  the  stigma 
of  “syphilis,” — a diagnosis  implied  by  peni- 
cillin therapy  and  the  reversal  of  her  blood 
to  negative,  wrongly  attributed  to  the  treat- 
ment I Depending  upon  her  personality  she 
might  or  might  not  forget  the  episode.  It 
might  influence  her  future  life  greatly. 


November,  1950 


EDITORIAL 


425 


What  of  the  patient  who  has  threshhold 
levels  of  reacting  substance  in  the  blood  and 
will  show  a doubtful  or  positive  test  all  his 
life  and  uninfluenced  by  penicillin!  Will  he 
bear  the  fear  of  syphilis  and  all  its  implica- 
tions for  years  without  any  mental  scar? 

The  diagnosis  of  syphilis  still  carries  with 
it  a stigma  and  horror,  in  spite  of  all  the 
publicity,  not  matched  by  any  other  diag- 
nosis. The  anxiety  states  which  can  be  in- 
duced by  such  a diagnosis  cannot  be  min- 
imized. Therefore  the  physician,  faced  with 
a possibility  of  1 to  4 falsely  positive  tests 
in  any  10  positive  reactions,  must  hesitate, 
in  the  absence  of  clinical  evidence  of  the 
disease  by  history  or  physical  examination, 
before  administering  therapy  which  implies 
a diagnosis  which  subsequently  can  never 
be  proven  or  disproven. 

R.  H.  K. 

★ 

THE  CLINICAL  HISTORY 

Two  recent  experiences  have  led  to  this 
editorial.  The  first  was  an  evening  spent 
in  discussion  with  a friend  of  many  years 
standing.  He  is  engaged  in  selling  to  mem- 
bers of  the  dental  and  medical  profession, 
systems  stream-lining  and  making  more  ef- 
ficient the  mechanics  of  conducting  office 
practice.  He  was  baiting  the  writer  on  the 
subject  of  the  time  spent  in  history  taking 
and  its  elimination  by  a questionnaire  type 
of  history  filled  in  by  the  office  nurse  or 
secretary.  The  second  experience  was  that 
of  a former  student  taking  issue  with  your 
editor’s  insistance  that  though  a history  is 
time-consuming,  the  time  must  be  spent. 

Admittedly,  the  questionnaire  type  of  his- 
tory completed  by  a nurse  or  secretary  may 
have  a place  in  the  office  of  busy  practi- 
tioners in  some  fields.  The  obstetrical  pa- 
tient, consulting  her  physician  for  a physio- 
logical process,  in  most  instances  probably 
has  a brief  and  uncomplicated  history.  The 
industrial  surgeon  may  utilize  a question- 
naire history  to  good  advantage.  The  secre- 
tary may  well  record  the  circumstances  at- 
tending the  laceration  or  fracture.  Histories 
of  minor  and  acute  illnesses  may  be  taken 
by  a nurse.  So  too  in  certain  sharply  cir- 
cumscribed specialties  a questionnaire  type 
of  history  taken  by  non-professional  per- 
sonnel may  be  adequate. 


Turning  to  the  subjects  of  chronic  illness 
and  diagnostic  problems,  it  can  be  stated 
without  fear  whatsoever  of  being  contra- 
dicted that  only  one  person  is  capable  of 
taking  the  medical  history.  That  person  is 
the  physician  responsible  for  the  diagnosis 
and  management  in  the  case.  It  is  only  on 
the  basis  of  his  history,  past  experience, 
and  clinical  judgment  that  the  physician 
knows  which  diagnostic  paths  to  tread.  The 
history  solely  may  provide  the  diagnosis.  If 
not,  the  history  will  aid  in  the  interpretaticn 
and  correlation  of  physical  findings  and  thus 
possibly  lead  to  the  diagnosis.  If  still  fur- 
ther information  is  needed,  the  history  only 
can  lead  to  the  intelligent  use  of  diagnostic 
aids.  Otherwise,  they  are  used  as  diagnostic 
straws  to  be  grasped  in  desperation.  Exam- 
inations by  the  X-ray,  blood  chemical 
studies,  electrocardiograms  and  the  like  can 
easily  add  up  to  a hundred  dollars  or  more 
in  a few  hours  of  the  patient’s  time.  (Much 
of  the  cry  for  adequate  medical  care  in 
terms  of  technical  aids  can  be  laid  at  the 
door  of  our  mental  laziness  as  doctors.  We 
have  implied  all  too  often  that  we  cannot 
make  a diagnosis  without  spending  half  the 
patient’s  monthly  salary.) 

One  need  only  to  point  to  that  great  num- 
ber of  psychoneurotic  patients  in  every  phy- 
sicians’ practice  to  prove  that  the  history 
only  may  establish  a diagnosis.  The  evalu- 
ation of  what  in  these  days  are  called 
‘psychosomatic’  complaints  is  entirely  a his- 
torical one.  Any  such  diagnosis  arrived  at 
by  the  “elimination”  of  organic  disease  by 
the  X-ray,  blood  chemical  studies,  etc.,  is 
founded  on  sand,  in  many  instances  to  be 
swept  away  at  a later  date  by  the  progress 
of  previously  unrecognized  organic  disease. 
Actually  the  diagnosis  of  serious  and  even 
fatal  organic  disease  may  be  on  the  history 
only.  One  need  but  to  name  tic  douloureux 
and  angina  pectoris  to  illustrate  this  po'nt. 
What  objective  proof  is  there  for  tic 
douloureux.  The  patient  having  angina  and 
a normal  electrocardiogram  may  die  tomor- 
row in  an  anginal  bout. 

The  interpretation  of  physical  signs  in 
terms  of  the  history,  and  the  resultant  diag- 
nosis can  be  so  conclusively  and  frequently 
documented  by  every  physician,  that  the 
recital  of  examples  in  neurologic,  cardio- 
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respiratory,  gastro-intestinal,  genito-uri- 
nary,  dermatologic  and  endocrinologic  fields 
coidd  be  so  extended  as  to  be  monotonous. 

The  intelligent  and  economic  use  of  ex- 
pensive and  highly  technical  diagnostic  aids 
is  based  almost  exclusively  upon  the  history. 
Does  the  history  indicate  that  the  precordial 
discomfort  should  be  investigated  further  by 
the  electrocardiogram  or  by  the  cholecyst- 
ogram  ? Or  possibly  one  should  think  rather 
of  a hiatus  hernia  and,  if  the  roentgenologist 
fails  to  find  it,  he  may  be  requested  to  look 
again  with  modification  of  the  usual  tech- 
nic. The  history  may  make  bronchoscopy 
imperative  even  though  the  physical  exam- 
ination and  the  chest  film  are  negative.  So 
too,  esophagoscopy  or  cystoscopy  may  be 
embarked  upon  in  spite  of  a negative  X-ray 
study  with  a barium  swallow  or  an  intra- 
venous pyelogram  respectively.  Whether  a 
prolonged  sugar  tolerance  test  should  be 
done  in  an  attempt  to  establish  a diagnosis 
of  hyperinsulinism  will  depend  upon  the 
history.  The  decision  to  do  a lumbar  punc- 
ture and  evaluate  the  spinal  fluid  may  rest 
upon  the  story  provided  by  the  patient. 

Since  how  a person  says  a thing  is  often 
as  important  as  what  he  says,  only  the  phy- 
sician who  is  to  make  the  decisions  entailed 
upon  the  history  can  evaluate  the  history. 
Then  there  are  those  tell-tale  signs,  which 
only  the  physician  can  catch,  when  the  pa- 
tient’s emotions  are  touched — the  tremulous 
voice,  the  tears,  the  flushing,  the  blanching, 
— clinical  signs  that  may  point  the  way  to 
the  patient’s  fears,  frustrations,  anger  and 
disappointment.  Can  the  nurse  or  secretary 
interpret  their  meaning  in  terms  of  a ques- 
tionnaire history? 

Furthermore,  there  are  those  important 
intangibles, — what  manner  of  person  is  the 
patient, — can  he  and  the  physician  learn 
to  know  and  to  like  each  other?  This  is  the 
rapport  or  physician-patient  relationship 
about  which  we  hear  so  much  these  days, 
and  its  freedom  of  development  under  our 
present  practices.  It  certainly  has  its  in- 
ception upon  history  taking.  It  may  never 
flower  if  the  physician  has  not  the  time  to 
sit  and  listen  to  the  patient’s  story  of  which 
he  wishes  to  unburden  himself. 

If  the  history  in  the  diagnostic  problem 
case  or  in  chronic  disease  does  these  things, 


the  questionnaire  history  by  the  secretary 
or  nurse  is  obviously  of  no  greater  value 
than  the  paper  upon  which  it  is  written. 

For  the  second  reason  for  this  editorial, 
the  plaint  of  the  former  student  who  cannot 
find  time  to  take  a history  there  is  only  the 
brusque  answer, — there  are  no  short  cuts  to 
a good  history.  Eighteen  holes  of  golf  must 
be  played  from  the  first  hole  through  to 
the  last  one.  The  ducks  must  be  awaited 
in  a blind  on  a chilly  autumn  morning.  The 
fly  must  be  cast  again  and  again  before  the 
strike.  The  time  must  be  found  for  the  ade- 
quate history  by  some  reorganization  of 
time,  otherwise  the  patient  should  be  sent 
to  someone  who  will  take  a history. 

R.  H.  K. 

★ 

"ADMINISTRATION  HEALTH  PROGRAM" 

For  thirty-five  cents  your  editor  obtained 
from  the  Democratic  National  Committee 
this  “Training  Kit  for  Leaders.”  It  is  an 
attractively  printed  80  page  brochure  with 
section  headings  whose  content  arrest  the 
eye.  It  is  unfortunate  that  every  physician 
cannot  read  this  booklet  so  that  he  may 
have  a concept  of  the  forces  lined  up  behind 
the  President’s  health  program. 

The  brochure  purports  to  present  briefly 
the  pros  and  cons  of  National  Health  In- 
surance vs.  Voluntary  Health  Insurance.  It 
outlines  for  political  speakers  the  ap- 
proaches to  be  used  for  listeners  who  may 
be  housewives,  for  those  who  are  farmers, 
for  industrial  workers,  for  Negroes  and  for 
business  men.  There  are  quotes  from 
speeches  by  Truman  and  Ewing  for  use 
in  such  talks. 

Eleven  pages  are  given  up  to  questions, 
the  answers  appearing  in  parallel  columns, 
one  labeled  “The  lobbyists  against  medical 
care  say:”  and  the  other  captioned  “The 
truth  is :”  Thirty-seven  questions  are 
answered  in  this  manner.  Under  the  section 
entitled  “What  you  should  know  about  the 
Medical  Lobby,”  Medicine  is  likened  to  a Dr. 
Jekvll  and  Mr.  Hyde, — on  the  one  hand  in- 
terested in  the  development  and  application 
of  scientific  medical  care,  and  on  the  other 
hand  being  opposed  to  the  broadening  of 
social  security  benefits  in  terms  of  medical 
care. 

Your  editor  would  not  even  attempt  to 
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answer  the  many  statements  made  in  these 
80  clever  pages.  In  his  naivete  concerning 
political  demagogism,  your  editor  continues 
to  be  shocked  by  the  implications  derived 
from  truths  and  half  truths,  not  to  mention 
falsehoods  and  partial  quotations  which  do 
not  paint  the  true  pictures.  By  innuendo, 
it  would  seem  that  the  “500,000  children 
having  rheumatic  fever  or  heart  disease,  the 
200,000  children  having  epilepsy,  the 
1,000,000  children  having  defective  hear- 
ing” et  cetera  ad  infinitum  are  thus  afflicted 
because  of  inadequate  medical  care.  By  im- 
plication, federally  supported  research  will 
end  “arthritis,  rheumatism,  multiple  scler- 
osis, cerebral  palsy,  epilepsy,  blindness, 
polio,  diabetes  and  other  diseases.”  (The 
list  is  reminiscent  of  the  label  of  a nostrum.) 

Capital  is  made  of  such  statements  that 
“60  per  cent  of  the  nation’s  children  live 
in  places  of  less  than  10,000  population; 
but  only  4 per  cent  of  the  country’s  pedia- 
tricians are  located  there.”  (No  comment  is 
needed  after  last  month’s  editorial.1)  Again, 
“right  now,  just  to  bring  every  state  up  to 
the  present  standards  of  the  12  best 
equipped  states,  we  need  20  per  cent  more 
doctors.”  (The  false  premises  for  such  a 
statement  have  also  been  considered  pre- 
viously in  these  columns.2) 

Much  space  is  given  in  the  brochure  to 
the  medical  care  program  of  Great  Britain. 
The  true  answer  for  each  of  us  would  be  of- 
fered only  if  we  could  be  on  the  ground  and 
use  our  own  eyes  and  ears.  No  doubt  any 
observer’s  views  consciously  or  unconscious- 
ly will  be  tinged  by  emotionalism  and  what 
axes  there  are  to  grind.  All  of  us  have 
read  many  reports,  by  American  physicians, 
on  the  conditions  in  Great  Britain  at  the 
present  time,  with  varying  degrees  of 
praise  or  condemnation.  Nevertheless,  if 
my  memory  may  be  trusted,  the  overall 
tone  of  some  of  these  reports  has  not  been 
as  favorable  as  a sentence  or  two  quoted  in 
this  “Training  Kit  for  Leaders”  would  indi- 
cate. 

Your  editor  lacks  the  knowledge  both  in 
politics  and  in  economics  to  refute  the  many 

1 Editorial.  The  Postgraduate  Education  of  the 
General  Practitioner.  J.  Tenn.  M.  A.,  43:376,  1950. 

2Editorial.  Physicians  and  Medical  Care,  J. 
Tenn.  M.  A.,  43:291,  1950. 


statements  made  in  the  80  pages  of  this 
booklet.  As  a teacher  in  medicine  he  re- 
sents misstatements  of  facts,  loose  reason- 
ing and  argument  by  implication  and  in- 
nuendo. To  be  sure  all  of  our  population 
do  not  receive  adequate  medical  care  and 
an  ideal  state  is  never  reached.  However, 
in  your  editor’s  opinion  National  Health 
Insurance  is  very  likely  to  be  a will-o-the- 
wisp  for  the  population  of  this  country.  But 
how  can  a brochure  such  as  the  “Adminis- 
tration Health  Porgram”  be  answered?  How 
can  the  electorate  be  shown  that  the  medical 
progress  of  this  country  in  the  first  half 
of  the  Twentieth  Century  was  the  product 
of  an  independent  profession,  activities  of 
the  American  Medical  Association  and  the 
open-handedness  of  capitalism  with  only 
a relatively  minor  contribution  here  and 
there  from  the  Federal  government?  How 
can  they  be  shown  that  their  future  medical 
care  in  all  probability  is  safer  in  the  hands 
of  these  same  groups  than  in  the  hands  of 
a bureaucracy?  Recognizing  the  intangi- 
bles involved,  a scientifically  trained  person 
is  appalled  by  the  task  of  controverting 
such  a brochure. 

R.  H.  Iv. 

Footnote:  As  this  goes  to  press  a large  ad- 
vertisement appears  in  the  Nashville  Ten- 
nessean and  presumably  on  a nationwide 
basis.  This  was  “published  as  a public 
service  by  CIO  NATIONAL  HEALTH 
COMMITTEE.”  The  content  of  this  adver- 
tisement quite  obviously  at  least  in  part, 
was  taken  from  this  “Training  Kit  for 
Leaders”  published  by  the  Democratic  Na- 
tional Committee.  It  illustrates  beautifully 
how  effectively  falsehoods  and  half  truths 
and  truths  may  be  used  in  propaganda. 

Editor. 


Effect  of  ACTH  and  Cortisone 
on  Thyroid  Function 

The  effects  of  these  substances  on  thyroid 
activity  were  studied  by  protein  bound 
iodine  estimations.  A group  of  normal 
control  subjects  showed  values  of  3 to  6 
micrograms  per  100  cc.  of  blood.  Protein 
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bound  iodine  determinations  in  a dozen  pa- 
tients to  be  treated  with  ACTH  or  Cortisone 
showed,  before  treatment,  in  11  instances 
normal  values.  In  all  cases  post-treatment 
levels  were  below  normal. 

The  investigators,  Hardy,  Riegel  and 
Erisman  (Am.  J.  M.  Sc.,  220:290,  1950) 
have  no  certain  explanation  of  this  general 
decrease  in  metabolism.  They  point  to  work 
by  others  showing  that  an  alarm  reaction 
in  guinea  pigs  is  accompanied  by  a de- 
creased uptake  of  iodine.  Also  that  injec- 
tions of  epinephrine  decease  uptake  of 
radioactive  iod  n ^ but  increase  it  in 
adrenalectomized  animals.  The  increased 
uptake  in  the  latter  study  could  be  pre- 
vented by  the  giving  of  Cortisone.  If  the 
adrenal  cortex  inhibits  thyrotropin,  the 
ACTH  and  Cortisone  effect  in  the  patents 
may  have  been  on  the  same  basis. 

★ 

Precipitin  Reaction  of  Serum  in 
Rheumatoid  Arthritis  with  Connective 
Tissue  Extracts 

Since  rheumatoid  arthritis,  along  with 
rheumatic  fever,  serum  sickness,  dissemi- 
nated lupus,  etc.,  suggests  a disturbed  im- 
munity mechanism,  Lansbury,  Crosby  and 
Bello  (Am.  J.  M.  Sc.,  220:414,  1950) 
searched  for  a non-infectious  antigen.  Be- 
cause of  long  standing  local  inflammation 
they  wondered  if  absorption  of  connective 
tissues  might  act  as  a foreign  body.  The 
connective  tissue  might  be  abnormal  or 
there  might  be  abnormal  immune  bodies. 

Antigens  consisted  of  rheumatoid  nodules 
in  4 instances  and  joint  tissue  in  2 instances 
of  rheumatoid  arthritis.  Control  antigens 
were  tissues  from  non-arthritic  patients, — 
joint  capsule  and  synovia  in  2 and  non- 
inflammatory lymph  nodes  in  two.  Using 
these  antigens  100  complement  fixation  and 
100  precipitation  tests  were  done.  All  of 
the  rheumatoid  sera  gave  positive  precipita- 
tion tests  with  both  rheumatoid  and  control 
antigens.  All  non-rheumatoid  sera  gave 
negative  results.  The  complement  fixation 
test  was  positive  in  only  a few  instances. 

It  appears  that  the  serum  of  patients  suf- 
fering from  rheumatoid  arthritis  contains 
a factor  capable  of  precipitating  homolog- 
ous mesenchymal  tissue.  The  authors  spec- 


ulate about  the  origin  and  meaning  of  this 
factor. 

★ 

Cryptococcosis 

The  yeast-like  organism  Cryptococcus 
neoformans  (also  known  as  Torula  histo- 
lytica) has  long  been  recognized  as  an  in- 
vader of  the  central  nervous  system.  In 
addition  it  has  been  known  to  be  an  in- 
fectious agent  in  the  lung  and  skin. 

Gendel,  Eude  and  Norman  (Am.  J.  Med., 
9:343,  1950)  have  reviewed  the  literature 
especially  with  relationship  to  evidences  of 
infection  in  instances  of  Hodgkin’s  disease. 
In  addition  to  this  association  in  one  of 
their  cases,  it  has  been  reported  in  13  ad- 
ditional cases  in  the  literature.  Thus 
Hodgkin’s  disease  has  been  associated  with 
cryptococcosis  in  8.5  per  cent  of  all  reported 
cases  of  this  condition.  In  13  of  the  14 
cases  the  diagnosis  of  Hodgkin’s  disease 
was  made  before  the  infection  with  Crypto- 
coccus neoformans  was  recognized.  Ten  of 
the  patients  had  received  X-ray  therapy 
with  clinical  improvement  and  regression 
of  the  lymphadenopathy.  (There  are  other 
unpublished  reports  of  this  curious  associa- 
tion of  diseases.) 

Though  the  incidence  of  associated  Cryto- 
coccosis  and  Hodgkin’s  disease  is  greater 
than  a chance  finding  the  authors  do  not 
feel  it  necessary  to  incriminate  this  organ- 
ism as  the  cause  of  lymphoma.  Since  other 
infectious  agents  have  from  time  to  time 
been  incriminated  in  Hodgkin’s  disease,  it  is 
pointed  out  that  Hodgkin’s  disease  may  be 
merely  a syndrome  in  response  to  a number 
of  infecting  agents.  Or,  the  presence  of 
Hodgkin’s  disease  may  permit  the  invasion 
of  the  body  by  infecting  organisms  since 
it  has  long  been  thought  that  the  disease 
predisposes  to  a poor  immunologic  response. 

★ 

Combined  Use  of  Picrotoxin  and 
Amphetamine  Sulfate  in  Barbiturate 
Intoxication 

Widespread  use  of  barbiturates  by  the 
laity,  whether  on  prescription  or  as  self- 
medication,  has  led  to  many  instances  of 
accidental  overdosage  or  use  with  suicidal 
intent.  Such  deaths  tripled  in  New  York 
City  from  1945  to  1948. 
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The  symptomatology  varies  with  the 
dosage  and  degree  of  intoxication.  There 
may  be  confusion,  ataxia,  trouble  in  swal- 
lowing, vomiting  and  motor  excitement.  In 
deep  coma  there  may  be  shallow  respira- 
tions, miotic  pupils,  absence  of  reflexes, 
thready  pulse  and  hypotension. 

Picrotoxin  being  a stimulant  to  the  medul- 
lary, cortical,  respiratory,  vasomotor  and 
autonomic  centers  has  proven  useful  in 
treating  barbiturate  poisoning.  Such  cases 
are  often  resistant  to  picrotoxin  and  thus 
excessive  doses  have  been  used.  (The  toxic 
symptoms  of  picrotoxin  are  vomiting, 
diarrhea,  sweating,  bradycardia,  convul- 
sions and  paralysis.)  Because  of  the  narrow 
margin  of  safety  in  the  use  of  picrotoxin 
Billow  (Am.  Pract.  and  Digest.  Treat., 
1 :1009,  1950)  used  another  analeptic, 

benzedrine  sulfate,  to  enhance  the  effect 
of  picrotoxin  without  the  danger  of  con- 
vulsions. His  method  consists  of  the  in- 
jection of  6 mgm.  of  picrotoxin  intravenous- 
ly and  20  mgm.  of  benzedrine  sulfate  in- 
tramuscularly at  15  minute  intervals  for  6 
doses.  If  the  patient  has  not  become  rest- 
less the  same  treatment  is  continued  for 
another  4 doses.  With  restlessness  the  same 
dosage  of  benzedrine  is  continued  but  picro- 
toxin is  reduced  to  3 mgm.  every  half  hour. 
With  improvement  the  intervals  between 
the  doses  of  picrotoxin  are  increased,  the 
benzedrine  being  continued. 

★ 

Treatment  of  Brucellosis  by  Combined 
Use  of  Aureomycin  and  Streptomycin 

In  recent  years  the  combined  use  of 
streptomycin  and  sulfadiazine  was  found 
to  be  more  effective  than  either  agent  alone. 
Nevertheless  much  was  left  to  be  desired 
in  successful  treatment. 

Since  aureomycin  and  Chloromycetin 
seemed  to  have  some  effect  in  infection  with 
brucella  in  humans,  they  were  used  in  mice 
without  being  effective,  however,  in  reduc- 
ing the  number  of  organisms  in  the  spleen. 
Aureomycin  combined  with  streptomycin 
was  much  more  efficacious  in  reducing  the 
organism  count  in  the  spleens  of  infected 
mice. 

Using  the  combination  Herrell  and 
Barber  (J.  A.  M.  A.,  144:519,  1950)  have 


treated  25  patients  suffering  from  brucel- 
losis as  proven  by  culture,  21  had  bacteremia 
and  10  had  localized  lesions.  (In  ten  addi- 
tional cases  the  diagnosis  of  acute  brucel- 
losis could  not  be  established  by  culture.) 
Aureomycin  was  given  orally  in  divided 
doses  of  750  gm.  every  6 hours  (total  3 gm. 
per  day)  Dihydro-streptomycin  was  given 
twice  daily  intramuscularly,  1 gm.  per  dose. 
The  bacteremic  cases  were  continued  on 
treatment  for  12  to  14  days.  In  patients 
with  non-bacteremic  but  with  localized  dis- 
ease, treatment  was  given  for  4 weeks,  but 
the  dose  of  streptomycin  given  was  halved. 

The  35  cases  treated  have  been  followed 
from  3 to  19  months.  One  instance  of 
symptomatic  relapse  has  occurred  though 
no  instance  of  bacteremic  relapse. 


Nicholas  S.  Walker,  M.D.,  Dyersburg; 
Tulane  University  of  Louisiana  School  of 
Medicine,  New  Orleans.  1890;  aged  83;  died 
October  21,  1950. 

★ 

Asher  Reid  McMahan,  M.D.,  Memphis 
Rush  Medical  College,  Chicago,  1908;  aged 
67 ; died  October  17,  1950. 

★ 

William  Dulaney  Anderson,  M.I).,  Chat- 
tanooga; University  of  Virginia,  Depart- 
ment of  Medicine,  Charlottesville,  1915; 
aged  58 ; died  October  25,  1950. 

★ 

Arthur  O.  Parker,  M.D. 

(Resolution) 

Arthur  O.  Parker,  M.D.,  of  Brush  Creek, 
Tennessee,  passed  away  July  28,  1950  while 
in  his  66th  year.  He  was  a native  of  DeKalb 
County  and  a scion  of  a family  of  physi- 
cians. He  received  his  medical  education 
at  Chattanooga  Medical  College  and  was 
licensed  to  practice  in  Tennessee  in  1912. 

His  kind  heart,  gentle  nature  and  readi 
ness  to  serve  humanity  were  recognized  an  1 
admired  by  laymen  and  colleagues  alike.  A 
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copy  of  this  resolution  is  to  be  sent  to  the 
Journal  of  the  Tennessee  State  Medi- 
cal Association. 

For  the  Smith  County  Medical  Society 
By:  Sam  Y.  Garrett.  M.D. 

★ 

Fred  A.  Neergaakd,  M.D. 

On  September  15,  death  claimed  our 
friend  and  confrere,  Dr.  Fred  A.  Neergaard, 
who  for  over  thirty  years  had  practiced 
medicine  in  Roane  County. 

Dr.  Neergaard  was  born  in  Roane  Coun- 
ty May  4,  1883.  He  received  his  preliminary 
education  in  Roane  County  High  School  and 
graduated  in  medicine  from  Maryland  Med- 
ical College  in  1908.  He  did  postgraduate 
work  at  New  York  Post  Graduate  in  ob- 
stetrics and  pediatrics.  He  began  his  prac- 
tice in  Rutledge,  Tennessee.  After  four 
years  he  moved  to  White  Plains,  Georgia, 
where  he  remained  for  five  years.  In  1917 
he  moved  to  Harriman,  Tennessee  and  prac- 
ticed until  he  entered  the  Army.  He  served 
overseas  with  the  22nd  Evacuation  Hospital, 
and  after  the  Armistice  with  the  106th  Base 
Hospital  in  Bordeaux,  France.  He  was  re- 
leased from  the  service  with  the  rank  of 
captain  and  returned  to  Harriman  where 
he  practiced  until  his  death. 

He  was  a past  president  of  the  Roane 
County  Medical  Society,  a past  vice-presi- 
dent of  the  Tennessee  State  Medical  Associ- 
ation, a member  of  the  Southern  Medical 
Association  and  the  American  Medical 
Association.  He  was  a member  of  the  orig- 
inal Board  of  Directors  of  the  Harriman 
Hospital  and  served  for  several  years  in 
that  capacity. 

Dr.  Neergaard  was  loved  and  respected  by 
those  for  whom  he  worked  and  by  those  who 
worked  with  him.  He  was  a sincere  Chris- 
tian and  was  widely  known  for  his  tireless 
work  for  the  advancement  of  Christian 
knowledge. 

Therefore  Be  It  Resolved : We,  the  mem- 
bers of  the  Roane  County  Medical  Society, 
in  memory  of  our  departed  friend,  wish  to 
express  our  deepest  sympathy  to  his  beloved 
wife  and  family  and  to  all  who  have  suffered 
a great  loss  at  his  passing. 

Be  It  Further  Resolved:  That  a copy  of 
these  expressions  be  mailed  to  his  wife  and 


family,  and  a copy  be  sent  to  the  TENNESSEE 
State  Medical  Journal  for  publication 
and  that  a copy  be  written  in  the  minutes 
of  this  organization. 

The  Roane  County  Medical  Society 


October  18,  1950 

Mr.  V.  O.  Foster,  Executive  Secretary 
Tennessee  State  Medical  Association 
504  Doctors  Building 
Nashville  3,  Tennessee 
Dear  Mr.  Foster: 

1 am  sure  that  the  insurance  companies 
are  equally  pleased  as  you  are  with  the  suc- 
cess of  the  Tennessee  Plan.  I think  the  en- 
rollment in  a little  more  than  a year’s  time  is 
something  to  be  commended  because  of  the 
cooperation  which  you  have  extended  to 
the  insurance  companies. 

I was  very  interested  in  your  estimate 
that  10  per  cent  of  the  total  enrollment  of 
236,210  people  are  covered  on  an  individual 
and  family  basis. 

Cordially  yours, 

James  R.  Williams 
Assistant  Director, 

Public  Relations, 

Health  and  Accident 
Underwriters  Conference 


At  the  meeting  of  the  Knoxville  Academy 
of  Medicine,  on  October  24,  Dr.  Arthur  J. 
Muller  discussed  “The  Roentgen  Kymo- 
graph.’” 

★ 

The  Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society  had  as 
a guest  speaker  at  a dinner  meeting  on 
October  3,  Dr.  Walter  Bauer  of  Boston, 
who  spoke  on  “The  Arthritic  Patient  and 
His  Management.”  On  October  17,  the  pro- 
gram consisted  of  a “Symposium  on  Upper 
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Gastro-intestinal  Bleeding”  — Radiologic 
Aspects,  Dr.  Ben  Mayes ; Medical  Aspects, 
Dr.  William  Cate,  and  Surgical  Aspects, 
Dr.  L.  W.  Edwards. 

On  October  31,  at  a dinner  meeting  the 
guest  speakers  were  Dr.  Fay  B.  Murphy  and 
Dr.  Walter  E.  Boehm  of  Chattanooga,  who 
spoke  on  the  medical  and  neurosurgical 
aspects  of  hypertension  respectively. 

★ 

Knoxville  Academy  Tightens 
Membership  Requirements 

During  October  of  this  year,  the  Knox- 
ville Academy  of  Medicine  amended  its 
Constitution  and  By-Laws  to  require  mem- 
bers of  the  Academy  to  belong  to  the  Amer- 
ican Medical  Association.  This  new  amend- 
ment is  as  follows : 

That  Chapter  vii,  Section  I,  read  as  fol- 
lows : 

The  Knoxville  Academy  of  Medicine  shall 
consist  of  active  members,  associate  mem- 
bers, veteran  members  and  honorary  mem- 
bers. 

Section  1 : That  active  members  shall  be 
divided  into  two  classes:  those  who  live  in- 
side of  Knox  County  and  those  who  live  out- 
side Knox  County.  The  active  members  of 
this  Academy  shall  be  the  members  who 
have  been  duly  elected  to  membership  in  the 
Knoxville  Academy  of  Medicine.  The  dues 
of  the  active  members  who  live  inside  of 
Knox  County  shall  be  $50.00  per  year  plus 
$25.00  American  Medical  Association  dues 
— the  total  being  $75.00  per  year.  The  dues 
of  the  active  members  who  live  outside  of 
Knox  County  shall  be  $35.00  per  year  plus 
$25.00  American  Medical  Association  dues 
— the  total  being  $60.00  per  year.  These 
dues  to  include  the  State  dues  of  $25.00 
per  year.  Those  members  who  are  ac- 
cepted prior  to  July  1 of  each  calendar  year 
will  pay  the  full  amount;  those  members 
who  are  accepted  after  July  1 of  each  calen- 
dar year  will  pay  the  State  dues  of  $25.00 
plus  $12.50  Academy  dues,  plus  $12.50 
American  Medical  Association  dues,  making 
a total  of  $50.00,  if  they  wish  to  be  certified 
in  the  calendar  year,  at  which  time  the 
following  year’s  dues  will  be  as  heretofore 
set  out. 


Section  2.  Associate  members  shall  be 
commissioned  officers  in  active  service  of 
the  U.  S.  Army,  U.  S.  Air  Forces,  U.  S. 
Navy  or  Public  Health  Service,  residing  in 
Knox  County,  or  affiliated  counties,  and  who 
have  been  elected  to  membership  by  the 
Knoxville  Academy  of  Medicine.  Their  dues 
shall  be  $25.00  per  year  plus  $25.00  Amer- 
ican Medical  Association  dues,  a total  of 
$50.00. 

Section  3:  Veteran  members  are  those 
who,  because  of  age  or  impaired  health,  have 
been  elected  Veteran  Members  of  the  Knox- 
ville Academy  of  Medicine,  and  who  will  be 
certified  to  the  State  Association  annually 
by  the  Knoxville  Academy  of  Medicine. 
These  members  will  not  pay  any  dues. 

Section  4 : An  honorary  member  is  one 
who  is  a member  of  another  state  associa- 
tion or  a reputable  society  who  is  pre- 
eminent in  general  or  specialized  scientific 
work,  whose  name,  with  detailed  informa- 
tion concerning  his  education  and  profes- 
sional qualifications,  is  presented  in  writing 
by  three  members  of  the  Knoxville  Academy 
of  Medicine,  and  who  is  elected  by  two- 
thirds  vote  of  the  membership.  The  hon- 
orary members  will  pay  no  dues. 

Section  5 : Interns  and  resident  members 
of  any  hospital  in  Knox  County  may  make 
application  for  courting  membership  in 
the  Knoxville  Academy  of  Medicine  without 
the  payment  of  dues  so  long  as  they  are  so 
connected  with  the  local  hospitals.  They 
will  not  become  a member  of  the  State  So- 
ciety until  they  become  active  members  of 
this  Academy. 

★ 

Nashville  Academy  of  Medicine  and 
the  Davidson  County  Medical  Society 

The  Academy  will  be  invited  by  the  Mid- 
dle Tennessee  Heart  Association  to  hear 
Dr.  Francis  R.  Dieuaide,  Scientific  Director 
of  the  Life  Insurance  Medical  Research 
Fund,  New  York  City,  at  a dinner  meeting 
at  the  Hermitage  Hotel  in  Nashville,  No- 
vember 14,  at  8 :00  p.m. 

Dr.  Dieuaide  graduated  from  Johns  Hop- 
kins in  1920,  holds  membership  in  many 
medical  societies,  and  is  professor  of  clin- 
ical medicine  at  Columbia  College  of  Physi- 
cians and  Surgeons. 
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Dr.  Dieuaide’s  subject  will  be  “New  Re- 
search Advances  in  Arteriosclerosis  and 
Hypertension.” 

Dr.  and  Mrs.  B.  F.  Byrd,  Sr.,  President 
of  the  Heart  Association  will  entertain  Dr. 
Dieuaide  at  Belle  Meade  Country  Club  pre- 
ceding the  dinner. 

★ 

The  members  of  the  Nashville  Academy 
of  Medicine  will  be  the  dinner  guests  of 
Thayer  Hospital  on  November  28,  1950  at 
0 :30  p.m.  Dr.  Herman  L.  Blumgart,  Boston, 
will  speak  on  “The  Pathogenesis  of  Angina 
Pectoris  and  Some  Clinical  Implications.” 
Dr.  Blumgart  is  professor  of  medicine,  Har- 
vard University  Medical  School,  and  Physi- 
cian-in-Chief,  Beth-Israel  Hospital  in  Bos- 
ton. 

★ 

First  Industrial  Medicine  Conference 
Planned  for  Tennessee,  Nashville, 
December  7 8 

The  TSMA's  Committee  on  Industrial 
Health  will  sponsor,  on  December  7-8  in 
Nashville,  the  first  statewide  Industrial 
Medicine  Conference. 

Dr.  Jean  S.  Felton  of  Oak  Ridge,  chair- 
man of  the  Committee,  announced  the  pro- 
gram as  follows : 

Sponsors : Tennessee  State  Medical  Asso- 
ciation, Tennessee  Section,  American  Indus- 
trial Hygiene  Association,  Tennessee  State 
Department  of  Health. 

Co-sponsors:  Tennessee  Farm  Bureau, 
Tennessee  Hospital  Association,  Tennessee 
State  Nurses  Association,  American  Feder- 
ation of  Labor,  Congress  of  Industrial  Or- 
ganizations. 

Chairman:  J.  S.  Felton,  M.D.,  Oak  Ridge 
National  Laboratory. 

December  7,  1950 

Morning 

Symposium : Can  Medicine  in  Industry 
Meet  the  Needs  of  the  American  Worker? 

a.  The  Viewpoint  of  the  Tennessee  State 
Medical  Association 

b.  The  Viewpoint  of  the  State  Health 
Department 

c.  The  Viewpoint  of  the  Industrial  Phy- 
sician 


d.  The  Viewpoint  of  the  Industrial  Hy- 
gienist 

e.  The  Viewpoint  of  Labor — American 
F ederation  of  Labor. 

Afternoon 

f.  The  Viewpoint  of  Labor — Congress  of 
I ndustrial  Organizations 

g.  The  Viewpoint  of  the  Farmer 

h.  The  Viewpoint  of  the  Hospital  Admin- 
istrator 

i.  The  Viewpoint  of  the  Industrial  Nurse 

j.  The  Viewpoint  of  the  Manufacturer 

D scomber  8,  1950 

Morning 

Symposium:  Services  Available  for  a 
Health  and  Medical  Program  in  Industry. 

a.  The  services  of  the  U.  S.  Public  Health 
Service 

b.  The  functions  of  the  Council  on  Indus- 
trial Health  of  the  American  Medical  Asso- 
ciation 

c.  The  services  available  to  industry  in 
the  Private  Clinic 

d.  The  National  Association  of  Manu- 
facturers’ Interest  in  Industrial  Health 

Afternoon 

e.  Participation  in  Industrial  Health  by 
the  National  Farm  Bureau 

f.  The  functions  of  the  American  Associ- 
ation of  Industrial  Nurses 

g.  Labor’s  Interest  in  Industrial  Health 

h.  The  Functions  of  the  American  Associ- 
ation of  Industrial  Physicians  and  Surgeons 

Banquet  speaker : Dr.  Rolland  Robins, 
Camden,  Ark.,  Political  Medicine. 


MEDICAL  NEWS 
IN  TENNESSEE 


The  Nashville  Society  for  Internal  Medi- 
cine held  a dinner  meeting  at  the  Richland 
Country  Club  on  October  2.  Guest  speakers 
were  Dr.  Walter  Bauer  and  Dr.  Francis 
Rackemann,  both  of  Boston. 

★ 

Nashville  Postgraduate  Assembly 
Hits  Peak 

The  Third  Annual  Nashville  Postgrad- 
uate Medical  Assembly  held  in  Nashville 
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on  October  3,  4 and  5 was  the  most  suc- 
cessful ever  undertaken.  A 35  per  cent 
increase  in  the  number  of  physicians  at- 
tending was  registered. 

Twelve  outstanding  physicians  who  are 
leaders  in  their  specific  fields,  addressed 
the  Assembly.  Two  days  of  morning  and 
afternoon  lectures  by  the  twelve  guest 
speakers  was  held.  A banquet  was  given 
on  October  4th  honoring  the  delegates  and 
special  luncheons  were  held  on  October  4 
and  5 where  the  guest  speakers  partici- 
pated in  open  discussions. 

Among  the  many  subjects  covered  were 
discussions  on  the  latest  uses  of  drugs  in- 
cluding ACTH,  Antihistamines  and  many 
others  commonly  known  today. 

Some  of  the  important  subjects  discussed 
by  the  guest  speakers  were : Breast  Cancer, 
Asthma,  Vertigo,  Polio,  Obesity,  Massive 
Gastro-intestinal  Hemorrhage,  Bacterial  in- 
fections, Obstetrical  Analgesia  and  others. 
An  added  attraction  in  this  year’s  Assembly 
was  a television  broadcast  which  showed 
a heart  beating  and  the  actual  heart  beats 
were  heard  over  the  air.  During  the  broad- 
cast, research  specialists  explained  the 
diagnosis  and  treatment  of  heart  diseases. 

Wives  of  attending  physicians  were  the 
guests  on  October  4th  at  a luncheon  and 
fashion  show  at  the  Belle  Meade  Country 
Club  after  which  they  were  taken  on  a tour 
of  historical  spots  and  noted  homes  and 
gardens  of  Nashville.  The  entertainment 
for  attending  physician’s  wives  was  spon- 
sored by  the  Ladies  Auxiliary  of  the  Nash- 
ville Academy  of  Medicine. 

The  expanded  program  in  this  year’s 
Nashville  Postgraduate  Medical  Assembly 
was  headed  by  Dr.  Chas.  C.  Trabue  IV, 
Chairman  of  the  Committee  on  Arrange- 
ments and  the  Assembly  was  sponsored  by 
the  Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society. 

The  following  were  guest  speakers  during 
the  Assembly  Meeting:  Dr.  William  Parson, 
Department  of  Internal  Medicine,  Char- 
lottesville; Dr.  Francis  M.  Rackemann, 
Massachusetts  General  Hospital,  Boston ; 
Dr.  Robert  Elman,  Homer  G.  Phillips  Hos- 
pital, St.  Louis;  Dr.  Theodore  E.  Woodward, 
University  of  Maryland  School  of  Medicine, 


Baltimore;  Dr.  Joe  V.  Meigs,  Harvard  Med- 
ical School,  Boston;  Dr.  Robert  A.  Hingson, 
Johns  Hopkins  School  of  Medicine,  Balti- 
more; Dr.  John  R.  Lindsay,  University  of 
Chicago  School  of  Medicine,  Chicago;  Dr. 
E.  Charles  Kunkle,  Duke  University  School 
of  Medicine,  Durham;  Dr.  R.  V.  Platou, 
Tulane  School  of  Medicine,  New  Orleans; 
Dr.  Arthur  C.  Curtis,  University  of  Mich- 
igan Medical  School,  Ann  Arbor ; Dr.  George 
G.  Finney,  Johns  Hopkins  School  of  Med- 
icine, Baltimore;  Dr.  C.  E.  Irwin,  Georgia 
Warm  Springs  Foundation;  Dr.  Thomas 
Gucker  III,  Georgia  Warm  Springs  Founda- 
tion. 

* 

366  Doctors,  Dentists  and 
DVM's  Register  -for  Draft 

Complete  returns  show  366  doctors,  den- 
tists and  veterinarians  registered  for  Selec- 
tive Service  under  provisions  of  the  recent- 
ly approved  “Doctor  Draft  Act.” 

The  breakdown : 253  doctors,  84  dentists, 
and  29  veterinarians.  Medical  men,  by  act 
of  Congress,  were  required  to  register  Oc- 
tober 16  for  possible  service  in  the  army. 

* 

Dr.  Murray  A.  Diamond,  member  of  the 
staff  of  the  Public  Health  Service  Hospital, 
Lexington,  Kentucky,  addressed  the  hospital 
staff,  Veterans  Administration  Hospital, 
Murfreesboro,  Tennessee,  on  November  15, 
1950,  on  the  following  subjects: 

1.  General  Presentation  of  Drug  Addic- 
tion 

2.  Clinical  Presentation  of  Drug  Addic- 
tion 

3.  Chronic  Barbiturate  Intoxication 

★ 

From  the  State  Department  of  Public 
Health 

Alexander  L.  Allen,  Chattanooga,  a 
naturopath,  was  arrested  in  1947  following 
an  investigation  by  investigators  for  the 
State  Licensing  Board  for  the  Healing  Arts. 
He  was  indicted  by  the  Hamilton  County 
Grand  Jury  for  violation  of  the  Tennessee 
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Narcotic  Law,  for  practicing  medicine  with- 
out a license,  and  for  violation  of  the  State 
Licensing  Board  for  the  Healing  Arts  Law. 
The  Federal  Grand  Jury  also  indicted  him 
for  violation  of  the  Harrison  Narcotic  Law. 

Allen  was  treating  and  claiming  a cure 
for  cancer.  The  investigation  revealed  that 
he  was  administering  eight  to  twelve  grains 
of  cocaine  daily  by  rectum  to  advanced  can- 
cer cases.  He  was  able  to  obtain  the  narcotic 
by  talking  an  elderly  physician  into  writing 
prescriptions  for  him.  Since  that  time,  the 
physician  has  had  his  license  revoked  for 
failure  to  register  with  the  State  Licensing 
Board  for  the  Healing  Arts. 

The  Federal  case  against  Allen  and  the 
physician,  who  was  also  charged  with  viola- 
tion of  the  Harrison  Narcotic  Law,  came  to 
trial  in  1949.  The  defendants  were  found 
not  guilty  by  the  Federal  jury  because  of 
the  fact  that  the  State  narcotic  charges 
against  Allen  had  to  be  dropped. 

Allen  was  brought  to  trial  by  the  State 
on  Friday,  September  29,  1950.  The  trial 
was  completed  Monday,  October  2,  1950. 
The  jury  found  Alexander  L.  Allen  guilty 
of  practicing  medicine  without  a license, 
assessing  the  maximum  fine  of  $25.00  and 
guilty  of  violation  of  the  State  Licensing 
Board  for  the  Healing  Arts  law,  assessing 
the  maximum  fine  of  $400.00.  Judge  L.  D. 
Miller  added  to  this  penalty  a sixty  day 
sentence  in  the  county  jail. 

Alexander  L.  Allen  was  convicted  of  prac- 
ticing medicine  in  Cincinnati,  Ohio,  just 
prior  to  moving  to  Chattanooga,  Tennessee. 

C.  J.  Short,  Red  Boiling  Springs,  who  was 
expelled  from  the  University  of  Tennessee, 
College  of  Medicine  several  years  ago  and 
who  held  a naturopathy  license  when  such 
was  legal  in  Tennessee,  was  found  in  con- 
tempt of  court  by  Judge  A.  F.  Officer,  Chan- 
cellor of  the  Fourth  Chancery  Division,  on 
Monday,  September  11,  1950,  and  was  fined 
$25.00,  the  maximum  fine  under  this  con- 
viction. He  was  also  permanently  enjoined 
from  practicing  medicine  in  Tennessee.  At- 
tempts by  the  State  Licensing  Board  for  the 
Healing  Arts  to  obtain  an  indictment  by  the 
Macon  County  Grand  Jury  against  Short  for 
practicing  medicine  without  a license  and 
for  violation  of  the  State  Licensing  Board 


for  the  Healing  Arts  Law  have  been  unsuc- 
cessful. 


Twenty-four  Tennessee  physicians  were 
admitted  as  Fellows  of  the  American  College 
of  Surgeons  at  the  annual  meeting  in  Boston 
in  late  October. 

They  were  Drs.  Hazel  Earl  Atherton, 
John  Chambers  Ayers,  Jr.,  Horton  G. 
Du  Bard,  A.  Lynn  Herring,  Raymond 
Franklin  Mayer,  Elmer  Charles  Schultz, 
John  Lyle  Shaw,  all  of  Memphis;  Medford 
C.  Bowman,  G.  Turner  Howard,  William 
Scott  Muse  and  Charles  Rankin  Zirkle,  all 
of  Knoxville. 

Drs.  John  R.  Glover,  Sam  Cowan,  Jr., 
Charles  Edgar  Haines,  Jr.,  Arthur  J. 
Sutherland,  Jr.,  and  Matthew  Walker,  all 
of  Nashville. 

Drs.  Robert  E.  Eyssen,  William  W.  Ho- 
back,  Willard  H.  Steele,  Jr.,  and  George 
G.  Young,  all  of  Chattanooga. 

Drs.  Robert  Ramsay  Bigelow  of  Oak 
Ridge,  Samuel  S.  Lambeth  of  Maryville, 
John  B.  Nuckolls  of  Jackson,  and  Hyman 
Lieber  of  Mountain  Home. 

★ 

Dr.  P.  J.  Flippin  has  begun  practice  in 
Decherd.  He  graduated  from  the  Univer- 
sity of  Tennessee  Medical  School,  interned 
at  General  Hospital  in  Knoxville,  and  was 
in  the  Army  Medical  Corps,  with  two  years 
service  in  Europe,  in  World  War  II. 

★ 

Dr.  J.  M.  Hays  of  Clinton,  was  called  into 
army  service,  to  report  to  Camp  Stoneman, 
Calif.,  in  mid-October.  During  his  absence 
his  practice  will  be  handled  by  Dr.  E.  D. 
Smith  of  Knoxville.  Just  before  leaving  for 
duty,  Dr.  Hays  delivered  his  104th  baby  in 
two  years  of  practice  in  Clinton. 
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Dr.  A.  B.  Scoville,  Jr.,  headed  the  annual 
Diabetes  Detection  Drive,  in  November, 
for  the  Nashville  area. 

* 

Dr.  William  G.  Stephenson  was  elected 
president  of  the  Erlanger  Hospital  House 
Staff  Alumni  Association  at  an  organiza- 
tional meeting  in  Chattanooga  last  month. 
Forty-five  doctors  from  six  states  attended 
the  meeting  which  projected  the  Associa- 
tion. Other  officers  elected  were  Dr.  J.  F. 
Hobbs,  vice-president  and  Dr.  George 
Young,  secretary-treasurer.  Summerfield 
K.  Johnston  represented  the  hospital  trus- 
tees. 

* 

Dr.  Max  E.  Painter,  Captain  in  the  Med- 
ical Corps,  was  called  back  into  army  service 
in  late  October.  Going  to  LaFayette  in 
1947,  Dr.  Painter  last  year  constructed  a 
model  clinic  serving  hundreds  of  people  in 
Macon  and  adjoining  counties. 

Dr.  Flood  Madison  Garrett  has  moved 
to  Dr.  Painter’s  Clinic  to  carry  on  the  work 
there  until  Dr.  Painter  is  released  from  the 
army. 

* 

Another  World  War  II  veteran  called 
back  into  the  Army  Medical  Corps  last 
month  was  Dr.  Matt  B.  Murfree,  Jr.,  of 
Murfreesboro.  He  served  more  than  three 
years  with  the  late  General  Patton’s  Third 
Army.  His  decorations  include  the  Combat 
Medics  Badge,  awarded  for  action  during 
the  battle  of  Ardennes,  when  the  Germans 
made  their  last  desperate  bid  for  victory  in 
the  Belgium  “bulge.” 

* 

Dr.  R.  C.  Garrett  of  Eagleville,  Ruther- 
ford County,  recently  was  awarded  the 
“Golden  T”  of  the  University  of  Tennes- 
see for  more  than  50  years  of  practice.  He 
is  one  of  48  physicians,  who  graduated 
from  U-T  more  than  50  years  ago,  and  who 
were  honored  at  recent  ceremonies  in 
Memphis. 


Dr.  Henry  Hedden,  Jr.,  of  Clinton,  who 
served  as  a navy  medico  in  World  War  II, 
has  been  called  back  into  service,  this  time 
with  an  army  unit.  He  has  been  associated 
with  Dr.  J.  S.  Hall  for  the  past  two  years. 
He  reported  to  Ft.  Sam  Houston,  San  An- 
tonio. 

* 

Scotts  Hill  in  Decatur  County  staged  an 
all-out  ceremony  last  month  to  honor  Dr. 
R.  L.  Wylie,  rounding  out  a half-century  of 
faithful  service  to  the  people.  Chief  speak- 
ers for  “Dr.  Wylie  Day”  included  Con- 
gressmen Albert  Gore  and  Tom  Murray,  and 
Clifford  Pierce,  past  International  President 
of  the  Lions  Club,  sponsor  of  the  event. 
Gordon  Turner,  Nashville  Tennessean,  was 
“Emcee.” 

* 

Dr.  W.  J.  Sugg  of  Dickson  has  been 
awarded  a certificate  as  a 50-year  Mason 
by  the  Dickson  lodge.  He  has  held  every 
office  in  the  lodge  except  secretary. 

* 

Dr.  Eugene  L.  Bishop,  former  Commis- 
sioner of  the  State  of  Tennessee  Department 
of  Public  Health  and  present  Director  of 
Health  and  Safety  for  the  TV  A was  selected 
for  the  Lasker  Award.  The  award,  $1000 
and  gold  statuette  of  the  Winger  Victory  of 
Samothrace,  was  presented  to  Dr.  Bishop 
on  October  31  at  the  meeting  of  the  Amer- 
ican Public  Health  Association  in  St.  Louis. 

★ 

Dr.  Frank  H.  Luton  of  Nashville  was 
honored  by  the  Central  Neuropsychiatric 
Association  by  his  election  as  its  President 
for  the  coming  year.  This  occurred  at  the 
meeting  of  the  Association  at  Cleveland, 
Ohio,  October  13  and  14. 

★ 

Dr.  John  B.  Youmans,  dean  of  Vanderbilt 
University  School  of  Medicine,  was  elected 
treasurer  of  the  Association  of  American 
Colleges  at  its  recent  meeting  at  Lake 
Placid,  New  York. 
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Dr.  John  C.  Burch  of  Nashville  was 
elected  to  the  board  of  governors  of  the 
American  College  of  Surgeons.  The  College 
met  in  Boston,  Massachusetts  in  October. 


Chattanooga-Hamilton  County 
Society  Auxiliary 

Mrs.  Park  Nicely  of  Knoxville,  President 
of  the  Woman’s  Auxiliary  to  the  Tennessee 
State  Medical  Association,  was  guest  speak- 
er at  the  first  fall  meeting  of  the  Auxiliary 
to  the  Hamilton  County-Chattanooga  Med- 
ical Society  at  the  Read  House,  September 
25,  1950. 

A report  on  the  Annual  Session  of  the 
American  Medical  Association  held  in  San 
Francisco  in  June  was  given  by  Mrs.  Frank 
Hobbs  who  was  a delegate  to  this  meeting. 

It  was  voted  that  the  Auxiliary  become 
a member  of  the  cooperating  agencies  sup- 
porting the  Hamilton  County  Health  Coun- 
cil. 

Mrs.  C.  H.  Barnwell,  membership  chair- 
man, reported  that  five  new  members  had 
been  added  to  the  roll  since  the  last  meet- 
ing. 

Out-of-town  guests  and  members  of  the 
Auxiliary  were  entertained  by  the  Medical 
Society  with  a luncheon  and  style  show  at 
the  Fairyland  Club,  and  a cocktail  party 
and  banquet  at  the  Chattanooga  Golf  and 
Country  Club  on  October  4 at  the  21st 
Annual  Meeting  of  the  Chattanooga  Clin- 
ical Congress. 

Mrs.  David  Hickey  is  president  of  the 
Chattanooga-Hamilton  County  Auxiliary. 

Mrs.  Frank  F.  Farris,  Secretary. 


c/o  St.  Joseph’s  Hospital, 
372  N.  Broadway  Street. 
Joliet,  Illinois 

Editor : 

I would  appreciate  consideration  of  the 
attached  application  for  such  position  as 


may  be  available  in  any  hospital,  either  in 
the  capacity  of  residency  or  house  doctor, 
or  assistant  to  an  industrial  or  private  phy- 
sician, or  in  a public  institution. 

My  one  (1)  year  internship  terminated 
on  October  12,  1950,  and  I will  be  available 
for  relocation  at  any  time  thereafter.  I 
can  arrange  to  commence  work  on  December 
1,  1950,  or  January  1,  1951,  if  desired. 

My  brother,  Dr.  Jonas  Sadauskas,  age  35 
years,  also  an  M.D.  graduate  of  the  Univer- 
sity of  Vytautas  the  Great,  Kaunas,  Lithu- 
ania, in  1940,  and  a general  practitioner  and 
specialist  in  skin  and  venereal  diseases,  is 
completing  his  internship  in  St.  Joseph’s 
Hospital,  Joliet,  Illinois,  on  October  12, 
1950.  As  he  will  be  available  for  relocation 
at  the  same  time  as  I,  it  would  be  desirable, 
if  possible,  that  both  of  us  secure  positions 
at  or  near  the  same  location. 

Sincerely, 

Dr.  Jurgis  Sadauskas 


For  further  information  about  the  Drs. 
Sadauskas,  write  the  Tennessee  State  Med- 
ical Association. 


Glucose  Tolerance:  A Comparison  of  Four  Types 

of  Diagnostic  Tests.  Moyer,  J.  H.,  and  Womack, 

C.  R.  Am.  J.  M.  Sc.,  219:161,  1950. 

Tests  employed  were: 

1.  Standard  Oral  Test:  100  grams  glucose  orally, 
followed  by  blood  sugar  determination  at  one-balf 
hour,  one  hour,  two  hours,  and  three  hours. 

2.  Exton-Rose  Test:  50  grams  of  glucose  in 
water  was  given.  One-half  hour  later  the  blood 
was  drawn  and  then  the  individual  was  given  an- 
other 50  grams  of  glucose.  A blood  sample  was 
taken  one-half  and  one  and  one  half  hours  later. 

3.  Intravenous  Test:  An  intravenous  infusion  of 
glucose,  0.5  grams  per  kilo,  of  ideal  body  weight 
dissolved  in  300  cc.  of  normal  saline  was  given. 
Specimens  were  taken  one-half  hour,  one  hour,  two 
hours,  and  three  hours  after  starting  the  infusion. 

4.  Post-prandial  Test:  Blood  was  drawn  two 
hours  after  the  consumption  of  the  Standard  meal. 

All  patients  were  given  a high  carbohydrate 
preparatory  diet  for  the  five  days  before  the  test. 

A fasting  blood  sugar  was  determined  on  all 
cases. 

Venous  blood,  drawn  within  20  seconds  of  the 
application  of  the  tourniquet,  was  employed  for 
analysis. 
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Determination  was  made  by  the  Folin  and  Wu 
method,  employing  a photo-electric  colorimeter. 
Statistical  Summary  of  Results  on  103 
Controls  and  26  Patients  With  Diabetes 


Control- 
Mean 
mg.  % 

-103  Patients 
Standard 
Deviation 

DiabeUs- 
Mean 
mg.  % 

— 26  Patients 
Standard 
Deviation 

Standard  Test 

F. 

96 

a 

154 

65 

Vi  hr. 

145 

25 

272 

106 

1 hr. 

128 

30 

325 

119 

2 hr. 

96 

15 

323 

119 

3 hr. 

82 

16 

255 

121 

Exton-Rose  Test : 

F. 

98 

11 

179 

70 

Vi  hr. 

138 

25 

280 

87 

1 hr. 

132 

34 

345 

113 

2 hr. 

93 

12 

Intravenous  Test: 

F. 

96 

11 

164 

63 

Vi  hr. 

224 

69 

367 

75 

1 hr. 

127 

41 

297 

86 

2 hr. 

88 

13 

223 

95 

3 hr. 

91 

13 

185 

95 

Post-Prandial 

Test : 

98 

18 

248 

117 

Discussion 

Standard  Test:  The  upper  limit  of  normal  for- 
fasting  blood  sugars  in  normal  individuals  was 
120  mg.  %.  One  should  also  note  that  only  65% 
of  the  diabetics  exceeded  this  figure.  Thus  35% 
of  diabetics  show  a normal  fasting  blood  sugar. 

The  authors  believe  that  the  height  of  the  curve 
at  the  1 hour  test  is  not  diagnostic,  but  that  the 
2 hour  test  level  is  diagnostic  of  diabetes.  Of  the 
diabetics  100%  showed  a 2 hour  sugar  level  of  more 
than  140  mg.  %,  whereas  there  were  no  normal 
individuals  who  had  not  returned  to  this  level  or 
below. 

Exton-Rose  Test:  Discussion  of  this  test  is  too 
lengthy  and  complicated  to  lend  itself  to  abstrac- 
tion. The  author  concludes  that  the  criteria  pre- 
sented by  Matthews,  et  al.  (J.A.M.A.,  113:1531, 
1939)  are  the  most  reliable. 

Intravenous  Test:  A two  hour  level  of  114 
mg.  % or  below  is  normal;  114  mg  % to  127 
mg.  % is  non-diagnostic;  and  above  127  mg.  % is 
diagnostic  of  diabetes. 

Post-Prandial  Test:  Tests  taken  two  hours  after 
the  meal  showing  134  mg.  % to  151  mg.  % are  con- 
sidered borderline;  those  above  151  mg.  % are 
considered  diabetic  until  proved  otherwise. 

Conclusion:  After  a comparison  of  advantages 
and  disadvantages  of  all  four  methods,  the  authors 
believe  that  the  Standard  Oral  Test  is  the  most 
valid,  being  most  specific  and  sensitive. 

(Abstracted  for  the  Tennessee  Diabetes  Associ- 
ation by  Philip  C.  Thomas,  M.D.,  Knoxville,  Tenn.) 


Significance  of  the  Fetal  Heart  Rate  in  Pregnancy 
and  Labor.  Abraham,  L.  M.,  and  Dyer,  I.  New 
Orleans  M.  & S.  J.,  102:245,  1949. 

In  late  pregnancy  the  fetal  heart  rate  has  a 
normal  variation  from  120  to  170  per  minute.  The 


rate  may  be  increased  by  fetal  movements  and 
activity,  or  manipulations  of  the  fetal  head  by 
abdominal  palpation.  One  of  the  earliest  manifesta- 
tions of  fetal  distress  in  the  form  of  anoxia  may 
be  a change  in  the  fetal  cardiac  rate.  The  failure 
to  detect  fetal  heart  tones  does  not  necessarily 
indicate  the  death  of  the  fetus.  Such  factors  as 
obesity,  a loud  maternal  pulse  and  polyhydramnios 
may  be  present,  making  auscultation  of  the  fetal 
heart  tones  impossible. 

During  labor,  the  same  variations  as  noted  above 
in  late  pregnancy  may  prevail.  In  addition,  there 
may  be  slowing  of  the  rate  with  uterine  contractions 
or  deep  sedation.  The  abnormal  variations  during 
labor  are  divided  into  rapid  rate,  slow  rate,  and 
irregular  heart  rate.  From  a survey  of  the  liter- 
ature, the  impression  is  gained  that  transient  fetal 
tachycardia  does  not  necessarily  indicate  fetal  dis- 
tress. Lund  (1943)  has  observed  that  persistent, 
marked  fetal  tachycardia  is  a fallible  sign  of  fetal 
distress.  He  lists  the  etiologic  factors  in  transient 
fetal  tachycardia  as  follows:  (1)  fetal  movements 
and  activity,  (2)  application  of  forceps,  (3)  pres- 
sure of  the  head  on  the  perineum,  (4)  uterine  con- 
traction, and  (5)  rectal  or  vaginal  examinations.  On 
the  other  hand,  Richardson  (1936)  has  pointed  out 
that  a rapid  rate  of  the  fetal  heart  may  be  the  earl- 
iest indication  of  abruptio  placentae  and  often  oc- 
curs before  evidence  of  hemorrhage  appears.  The 
fetal  circulation  speeds  up  in  direct  relation  to  the 
ever  diminishing  available  area  of  placental  attach- 
ment; this  continues  until  the  functioning  area  be- 
comes so  small  that  it  is  no  longer  capable  of  main- 
taining the  oxygen-carbon  dioxide  balance.  There 
develops  an  oxygen  deficit;  carbon  dioxide  becomes 
overwhelming;  asphyxia  occurs  and  the  fetal  heart 
rate  finally  slows  down. 

A fetal  heart  rate  below  100  generally  indicates 
fetal  distress  when  persistent.  Some  interference 
with  fetal  circulation  is  strongly  suggested,  such 
as  a short  cord,  a knot  in  the  cord,  a cord  around 
the  neck  under  tension,  or  a prolapse  of  the  cord. 
The  significance  of  an  irregular  heart  rate  is  de- 
pendent on  the  relation  of  the  irregularity  to 
uterine  contractions.  When  noted  during  contrac- 
tions, an  irregular  rate  is  not  significant.  If  the 
irregularity  lasts  for  one-third  to  one-half  of  the 
interval  between  contractions,  it  generally  indicates 
a coil  of  cord  around  the  neck  with  some  tension. 

The  fetal  heart  rate  is  influenced  by  (1)  vagus 
nerve  stimulation,  (2)  the  amount  of  work  the 
heart  has  to  do  in  transmitting  a varying  column 
of  blood,  and  (3)  the  oxygen-carbon  dioxide  content 
of  the  blood.  Clinically,  anoxia  may  be  detected 
by  changes  in  the  x’ate  of  the  fetal  heart.  Any 
condition  which  interferes  with  the  oxygen  carry- 
ing system  of  the  fetus  or  which  causes  stimulation 
of  the  vagal  impulses  will  be  manifest  by  a change 
in  the  fetal  heart  rate.  If  they  persist,  the  result 
will  be  distress  of  the  fetus.  This  can  be  relieved 
by  the  removal  of  the  cause  or  delivery  of  the 
fetus. 
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In  no  case  should  operative  vaginal  delivery  be 
attempted  unless  the  accepted  conditions  for  such 
a procedure  are  present.  In  the  first  stage  of  labor, 
when  delivery  is  not  feasible,  if  the  heart  tones  in- 
dicate progressive  fetal  distress,  cesarean  secti  n 
should  be  seriously  considered.  The  use  of  oxytoc  ic  ; 
should  be  restricted.  The  maternal  fluid  balance 
should  be  maintained.  Oxygen,  given  to  the  mother 
in  the  presence  of  a slow  fetal  heart  rate,  wi  1 
increase  the  rate.  Abruptio  placentae  should  be 
ruled  out.  If  delivery  is  feasible  in  the  first  stage 
of  labor,  one  of  two  procedures  may  be  chosen. 
Immediate  delivery  may  be  accomplished  either  by 
Duhrrsen’s  incision,  or  the  patient  can  be  urged  to 
use  her  contractions,  if  the  conditions  are  such  that 
this  will  produce  delivery  within  a short  period  of 
time.  Oxygen  should  be  administered  until  anes- 
thesia is  started.  Saddle  block  anesthesia  should 
not  be  used. 

In  the  second  stage  of  labor,  if  delivery  is  feas- 
ible, immediate  delivery  should  be  carried  out  -by 
the  least  traumatic  means.  One  should  prepare 
for  prompt  and  efficient  resuscitation  of  the  infant 
in  those  patients  for  whom  delivery  is  done  for 
fetal  distress. 

(Abstracted  by  Milton  Smith  Lewis,  M.D.,  Nash- 
ville, Tenn.) 
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A.M.A.  Council  on  Pharmacy  and  Chem- 
istry Reports,  1949.  Philadelphia.  J.  B. 
Lippincott  Co.,  1950.  291  pages. 

This  small  volume  is  an  Annual  Reprint 
of  the  reports  of  the  Council  on  Pharmacy 
and  Chemistry  which  have  appeared  in  the 
Journal  of  the  American  Medical  Associa- 
tion with  editorial  comments.  Though  this 
material  has  appeared  in  The  Journal  some 
readers  may  find  it  convenient  to  have  it 
collected  in  one  small  volume. 

For  the  practitioner,  reports  such  as 
those,  on  Adrenolytic,  Sympatholytic  and 
Ganglionic  Blocking  Drugs,  on  Analeptics, 
on  New  Analgesics,  or  Organomercurial 
Compounds,  and  on  Estrogens  and  Andro- 
gens in  Mammary  Cancer,  may  be  of  in- 
terest. 

R.  H.  K. 


OVER  3 MILLION  FACTS 

IN  THE  NEW  EIGHTEENTH  EDITION 


DATA  ON  219,677  PHYSICIANS 

Physicians  grouped  alphabetically 
by  cities  and  states,  with  year  of 
birth;  school,  year  grad.;  state 
license;  military  service;  whether 
diplomate  of  Natl.  Board  of  Med. 

Examiners,  or  certified  by  one  of 
examining  boards  in  med.  special- 
ties; home,  oflice  addresses;  mem- 
ber special  society ; medical  school 
professorship. 

LICENSING  AND  EXAMINING  BOARDS, 

HEALTH  OFFICERS 

Shows  State  Board  of  Med.  Exami- 
ners for  each  state;  personnel  of 
Natl.  Board  of  Med.  Examiners; 
educ.  requirements  of  applicants, 
plan  of  Natl.  Board  examinations. 

Also  Examining  Boards  in  Med. 

Specialties;  lists  of  Health  Ollicers — 
state,  district,  county,  city. 

MEDICAL  LAWS;  JOURNALS;  LIBRARIES 

Medical  Practice  Act,  Digest  of  Law 
and  Board  Hidings.  Bequirements 
for  examination  and  reciprocity, 
grounds  for  refusing,  revoking  or 
suspending  a license,  penalties  for 
violation  of  the  Act.  Also  fees  for 
licensure,  dates  of  meetings,  name  535  N.  Dearborn  St 
and  address  of  executive  officer. 


§ FACTS  ON  7,482  HOSPITALS 

ALPHABETICAL  INDEX  OF  PHYSICIANS 

, • . . ,.  , , ...  Members  of  special  societies  grouped 

American  Medical  Association  geographically,  classified  by  related 

Names 


C.hicnnn  10  interests  in  ‘seven  groups. 

of  nearly  150  societies  shown. 


1SL  AMERICAN  MEDICAL  DIRECTORY  $£“ 
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CLINICAL  LABORATORY  PROCEDURES. 
Vanderbilt  University  Hospital.  Com- 
piled by  Ann  Minot,  Ph.D.  and  Edgar 
Jones,  M.D.  81  pages.  Vanderbilt  Uni- 
versity Book  Store. 

This  small  pocket-size  compilation  has 
been  specifically  prepared  for  use  by  the  stu- 
dents of  Vanderbilt  University  School  of 
Medicine.  It  describes  the  technics  of  the 
methods  used  at  that  school  and  hospital. 
This  book  is  not  a laboratory  manual  in  the 
sense  that  varied  methods  are  offered  for 
use  in  arriving  at  any  finding.  Rather,  the 
authors,  long  experienced  in  teaching  labor- 
atory methods,  have  selected  those  proced- 
ures which  they  believe  to  be  most  practical 
and  accurate  for  the  students  and  house  of- 
ficers working  in  Vanderbilt  University 
Hospital. 

The  practitioner  may  find  this  compila- 
tion of  tested  procedures  helpful  in  his  of- 
fice laboratory. 

R.  H.  K. 

★ 

NEW  AND  NONOFFICIAL  REMEDIES. 
Issued  by  the  Council  of  Pharmacy  and 
Chemistry  of  the  American  Medical  As- 
sociation. Philadelphia.  J.  B.  Lippincott 
Co.,  1950.  800  pages. 

This  publication  carries  on  one  of  the 
great  contributions  made  by  the  American 


Medical  Association.  It  describes  the 
medicinal  and  allied  preparations  which 
have  been  found  acceptable  by  the  Council 
up  to  January  1,  1950.  They  are  drugs  ac- 
ceptable for  use,  though  not  included  as  yet 
in  the  U.  S.  Pharmacopeia.  The  contents  of 
this  book  represent  those  drugs  which  may 
be  used  with  safety  and  confidence  by  the 
physician  in  the  treatment  of  his  patients. 
These  have  all  appeared  in  the  reports  of 
the  Council  in  the  Journal  of  the  American 
Medical  Association.  No  physician  could 
do  better  than  to  use  the  book  as  his  guide 
in  therapy. 

R.  H.  K. 

★ 

Important  messages  are  presented  in 
the  advertisements  in  our  journal  each 
month.  New  products  are  announced  from 
time  to  time  and  information  is  presented 
regarding  the  use  of  products  featured. 
Other  types  of  ads  emphasize  services 
rendered  and  commodities  offered  that  may 
be  used  in  your  practice,  in  your  office  and 
in  your  home.  Doctor,  you  can  rely  on  the 
statements  and  facts  presented.  We  aim 
to  include  only  ethical  advertisements  in 
our  journal.  Please  tell  the  advertisers 
that  you  saw  their  ads  in  the  T.S.M.A. 
Journal. 


First  in  the  South  to  Produce 

• Grade  "A”  Pasteurized  •Homogenized  •Soft  Curd  •Vitamin  "D” 

With  400  U.S.P.  Vitamin  D Units  (Activated  Ergosterol)  Added  Per  Quart 

ANTHONY  PURE  MILK  CO.,  INC.,  504  Woodland  Street 


GleosuUew- 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE. 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  tor  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 
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It  seems  likely  that  the  publicity  given  to  the  early  diagnosis  and 
treatment  of  cancer  of  the  breast  is  bringing  more  and  more  women 
to  the  doctor.  The  increasing  number  of  operations  upon  the  breasts 
seems  to  verify  this.  But  the  discouraging  fact  is  that  the  incidence 
of  axillary  metasteses  remains  about  the  same.  One  wonders  if  the 
earliest  date  of  recognition  in  tumor  of  the  breast  is  not  already 
too  late  in  the  case  of  cancer. 

BREAST  TUMORS — The  Question  of  Early  Diagnosis 

BARTON  McSWAIN,  M.D.,  and  JOHN  YARBOROUGH,  M.D.,  Nashville,  Tenn.* 


In  order  to  effect  cures  of  a higher  per- 
centage of  malignant  tumors,  efforts  are 
being  made  to  educate  the  laity  and  the 
physicians  in  regard  to  the  early  manifesta- 
tions of  such  disease  and  the  importance  of 
seeking  and  receiving  prompt  correct  treat- 
ment. It  has  been  our  impression  that  in 
recent  years  more  breast  tumors  were  being 
removed,  that  the  ratio  of  benign  to  malig- 
nant breast  tumors  removed  has  been  in- 
creasing and  that  possibly  breast  carci- 
nomas were  being  subjected  to  operation 
in  stages  earlier  than  formerly.  To  con- 
firm or  refute  these  impressions  the  breast 
tumors  submitted  to  the  Vanderbilt  Uni- 
versity Hospital  Surgical  Pathology  Lab- 
oratory were  reviewed  and  the  results  there- 
of are  shown  in  the  three  accompanying  ta- 
bles. 

In  1925  the  Vanderbilt  University  Hos- 
pital began  to  function  in  the  buildings 
which  it  occupies  at  present.  Therefore, 
the  21  years  from  1925  through  1945  were 
compared  to  the  four  year  period  from  1946 
through  1949.  The  review  thus  comprises 
a quarter  of  a century  of  surgery. 

Table  I shows  that  almost  half  as  many 


*From  the  Department  of  Surgery,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tennes- 


breast tumors  were  operated  upon  in  the 
recent  four-year  period  as  in  the  early  21- 
year  period.  Whereas,  in  the  first  period 
there  were  almost  as  many  malignant  tu- 
mors as  the  sum  total  of  benign  tumors,  in 
the  second  period  only  one-third  of  the 
tumors  were  malignant. 

Table  II  reveals  the  fact  that  more  wom- 
en with  chronic  cystic  mastitis  were  op- 
erated upon  in  the  recent  four  years  than 
in  the  earlier  21  years  and  that  almost  half 
as  many  fibroadenomas  were  removed  in 
the  second  period  as  in  the  first. 

These  two  tables  would  lead  one  to  be- 
lieve that  in  recent  years  women  are  com- 
ing, or  are  being  sent  to  the  surgeon  earlier 
for  treatment  of  breast  tumors,  or  that 
surgeons  are  operating  upon  a higher  per- 
centage of  the  breast  lesions  which  they 
see.  Hence,  one  would  assume  that  per- 
haps breast  cancers  are  being  found  and 
treated  earlier.  Table  III  shows  that  al- 
most one-third  as  many  breast  cancers  were 
operated  upon  during  the  recent  four-year 
period  as  during  the  earlier  21-year  inter- 
val. However,  the  disappointing  finding  is 
that  in  the  recent  period  the  percentage 
of  breast  carcinomas  without  axillary  met- 
astases  was  practically  no  higher  (33%) 
than  in  the  earlier  years  (30%).  Stated 


see. 
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in  other  words,  slightly  more  than  two- 
thirds  of  the  women  with  breast  carci- 
nomas operated  upon  from  1925  through 
1945  had  axillary  metastases  and  two- 
thirds  of  the  women  with  breast  carcinomas 
operated  upon  from  1946  through  1949 
showed  axillary  metastases. 

Hence,  one  must  conclude  that  thus  far 
our  efforts  to  bring  women  with  mammary 
carcinoma  to  operation  earlier  have  failed. 
It  is  true,  however,  that  in  the  recent  four 
years  the  average  annual  number  of  wom- 
en subjected  to  operation  for  breast  cancer 
and  found  to  be  without  axillary  metastases 
was  nine,  whereas,  the  average  annual  num- 
ber of  such  patients  in  the  earlier  years 
was  five. 


TABLE  I 

Malignant  and.  Benign  Tumors 
Total  No.  Malignant 


Benign 


Period 

of  Patients  No. 

% 

No. 

% 

1925-1945 

689  352 

51 

337 

49 

1946-1949 

345  114 

33 

231 

67 

TABLE  II 

Benign  Tumors 


Chronic  Cystic 

Duct 

Period 

Mastitis 

Fibroadenoma 

Papilloma 

1925-1945 

133 

167 

37 

1945-1949 

151 

72 

8 

TABLE  III 

Carcinoma 

Without 

With 

Axillary 

Axillary 

Total  No. 

Metastases 

Metastases 

Period  of  Patients 

No.  % 

No.  % 

1925-1945 

352 

108  30 

244  70 

1946-1949 

114 

38  33 

76  67 
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,4s  the  survivors  of  the  acute  infectious  diseases  swell  the  numbers  of 
the  middle  aged  and  older  groups  of  the  population  the  problem 
of  malignancy  takes  on  greater  proportions.  The  diagnosis  of 
carcinoma  of  certain  segments  of  the  gastro-intestinal  tract  is  diffi- 
cult at  best.  This  paper  outlines  the  diagnostic  steps  and  discusses 
prognosis  and  treatment. 

CANCER  OF  THE  GASTRO-INTESTINAL  TRACT* 


MORTON  J.  TENDLER,  M.D.,  Memphis,  Term.** 

Since  cancer  of  the  gastro-intestinal  tract 
encompasses  such  a tremendous  field,  the 
subject  matter  of  this  paper  will  be  limited 
to  the  two  most  frequently  encountered, — 
carcinoma  of  the  stomach  and  carcinoma  of 
the  large  bowel. 

Cancer  of  the  Stomach 

Of  all  the  new  growths  of  the  human 
body,  cancer  of  the  stomach  is  the  most 
fatal.  It  may  be  considered  the  most  com- 
mon of  internal  cancers,  roughly  constitut- 
ing one-third  of  all  the  cancers  in  the  male 
and  one-fifth  of  those  of  the  female.  It  is  a 
disease  of  middle  life  mainly,  occurring 
most  frequently  between  the  ages  of  forty 
and  sixty  years.  It  is- being  found  with 
more  increasing  frequency  in  the  thirties 
and  more  rarely  in  the  twenties,  with  a 
greater  degree  of  malignancy  at  these  ages. 
In  the  decades  beyond  sixty  the  curve  of 
frequency  diminishes  as  does  the  degree  of 
malignancy.  Most  gastric  cancers  present 
a paucity  of  precursory  factors  or  predis- 
posing factors  (excepting  gastric  ulcer  and 
chronic  gastritis)  such  as  we  recognize  in 
many  cancers  elsewhere.  Most  gastric  can- 
cers come  out  of  a clear  sky. 

Cancer  appears  upon  the  lesser  curvature 
or  within  the  pyloric  antrum  in  about  80 
per  cent  of  all  cases.  Ulcers  along  the 
greater  curvature  or  in  the  cardia  are 
usually  carcinomatous,  very  rarely  benign. 


*Presented  for  the  Mississippi  Postgraduate 
Course  sponsored  by  the  Mississippi  State  Medical 
Society,  the  Mississippi  Department  of  Public 
Health,  and  the  American  Cancer  Society.  Course 
presented  by  the  Schools  of  Medicine  of  the  Uni- 
versity of  Tennessee  and  the  University  of  Missis- 
sippi. 

**From  the  Department  of  Surgery,  University 
of  Tennessee,  Memphis,  Tennessee. 


The  usual  form  is  carcinoma  rather  than 
adenocarcinoma.  The  growth  is  ulcerated 
in  the  center,  and  thicker,  even  fungating, 
at  its  advancing  border.  Colloid  carcinoma, 
found  more  frequently  in  the  cardia,  grows 
slowly  for  years.  Adenocarcinoma  is  rare. 
Invasion  of  the  regional  lymphatics  begins 
early  in  contradistinction  to  carcinoma  of 
the  large  bowel.  The  lymph  nodes  involved 
earliest  lie  along  the  lesser  curvature  and 
the  pylorus.  Involvement  of  the  transverse 
colon  and  the  mesocolon  are  more  often  by 
direct  rather  than  lymphatic  extension. 
Later,  but  sometimes  early  in  the  disease, 
the  liver  becomes  involved  by  way  of  the 
portal  circulation.  Often  the  earliest  pal- 
pable mass  is  a hard,  lobulated  or  umbili- 
cated  tumefaction  in  the  liver  overshadow- 
ing the  growth  in  the  stomach. 

The  insidious  onset  of  carcinoma  of  the 
stomach — usually  “a  bolt  out  of  the  blue” — 
is  a problem  medicine  will  find  most  diffi- 
cult to  solve.  There  are  no  hard  and  fast 
cardinal  signs  of  early  carcinoma.  The 
patient  one  usually  encounters  is  an  emaci- 
ated, anemic  man  or  woman  between  forty 
and  sixty,  exhibiting  unmistakable  signs 
of  the  late  picture  the  textbooks  still  de- 
scribe as  diagnostic.  This  “typical”  patient 
has  been  vomiting  for  weeks,  has  been  con- 
stipated, losing  weight  rapidly  and  presents 
often  a palpable  epigastric  mass — either  in 
the  stomach  or  liver.  Often  a tell-tale 
Virchow’s  node,  ascitic  fluid  or  a Blumer’s 
shelf  may  be  quickly  identified.  The  hor- 
ror of  this  picture  can  be  easily  condoned. 
There  are  a few  features  in  early  carcinoma 
that  may  lead  to  a more  rapid  establishment 
of  a diagnosis,  giving  the  patient  at  least 
some  chance  of  cure  and  not  merely  nar- 
cotic palliation. 
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The  patient  who  should  be  suspected  of 
gastric  malignancy  (excepting  the  gastric 
ulcer  patient  with  a typical  history)  is  a 
well-nourished  man  or  woman  of  middle 
age  who  comes  into  the  office  or  the  out- 
patient department  complaining  of:  (1) 
vague  digestive  complaints;  (2)  a sudden 
change  in  bowel  habit;  (3)  darker  stools 
than  usual  (not  necessarily  tarry);  (4) 
weakness,  usually  attributed  to  a mild  ill- 
ness (the  “flu”  or  a cold)  from  which  he  or 
she  cannot  completely  regain  former  vigor; 
(5)  shortness  of  breath,  without  cardiac  or 
peripheral  evidence  of  cardiorenal  disease. 
Lastly,  it  will  be  noted  that  the  absence  of 
pain  is  prominent  in  early  carcinoma, 
though  meats  do  cause  some  distress,  and 
meats  are  mentioned  as  a food  avoided 
whenever  possible.  As  for  the  patient  with 
gastric  ulcer  and  the  typical  history,  he  is 
already  under  suspicion ! 

These  six  sign  posts  are  not  too  difficult 
to  understand  under  critical  analysis : 

(1)  The  vague  digestive  complaints,  due 
to  edema  and  spasm  in  the  early  malignant 
gastric  lesion,  cause  fullness  after  ingest:on 
of  small  quantities  of  food.  Fullness  leads 
to  belching,  gaseous  eructations,  “heart- 
burn,” regurgitation,  epigastric  discomfort 
and  “biliousness.”  This  picture  has  come 
upon  this  patient  suddenly  and  without  emo- 
tional background. 

(2)  Constipation  is  one  of  the  earliest 
signs  of  carcinoma  of  the  stomach.  Even 
Bayle-  in  1839,  a diagnostician  a century 
ahead  of  his  time,  recognized  gastric  cancer 
in  its  early  stage  “when  the  patient  looks 
perfectly  well,  when  he  is  well  nourished, 
has  a good  appetite,  and  complains  only  of 
a little  epigastric  discomfort  with  some 
belching  and  a newly  observed  constipa- 
t on.”  Bayle  adds  regretfully, — “in  this 
stage  the  patient  is  usually  treated  for  a 
neurosis!”  Even  in  those  days!  Brinton 
in  1864  wrote  on  “the  serious  import  of  the 
short  history  of  indigestion  in  a healthy 
person,”  and  he  recognized  “the  danger  that 
threatens  when  constipation  appears  sud- 
denly in  an  older  person  whose  bowels  al- 
ways moved  well  before.” 

(3)  It  is  within  the  experience  of  most 
physicians  that  the  recognition  of  a dark- 


colored  stool  or  tarry  stool  has  led  to  a 
symptomless  gastro-intestinal  ulceration 
and,  if  follow-up  is  complete,  to  an  early 
carcinoma  of  the  stomach.  It  is  often  the 
first  sign  of  peptic  ulceration  as  well  as 
carcinoma  of  the  stomach. 

(4)  Weakness,  attributable  to  a recent 
mild  infection,  should  be  a valuable  sign  to 
the  alert  physician.  Its  presence  in  early 
carcinoma  is  probably  due  to  anemia  and 
protein  food  (meats)  inhibitions. 

(5)  Concomitant  with  weakness,  short- 
ness of  breath  on  slight  exertion  should  be 
another  sign  post.  A man  or  woman  who 
can  walk  up  a full  flight  of  stairs  one  day 
and  then  suddenly  finds  that  it  takes  all  of 
his  or  her  strength  to  accomplish  this  feat, 
should  stir  the  alert  physician  into  thorough 
investigation  as  to  cause.  Of  course,  heart 
disease,  pulmonary  disease  or  renal  disease, 
must  be  ruled  out.  This  shortness  of  breath, 
like  weakness,  is  probably  due  to  the  same 
causes  responsible  for  weakness,  namely, 
anemia  and  nutrit;onal  imbalance. 

(6)  The  absence  of  pain,  that  most  val- 
uable adjunct  to  the  physician,  is  most 
deplorable.  Yet  it  is  true.  Excepting  for 
the  distress  caused  by  meats,  which  may  in 
a few  patients  be  interpreted  as  vague  pain, 
it  is  entirely  absent  in  early  gastric  malig- 
nancy. If  exceptions  are  to  be  considered 
here  it  might  be  mentioned  that  an  early 
carcinoma  at,  or  encroaching  on  the  pyloric 
ring,  with  some  spasm,  will  cause  pain  early 
in  the  disease.  However,  this  is  a rare 
finding.  Conversely,  it  should  be  reasoned 
that  given  an  alert,  intelligent,  well-nour- 
ished individual  of  middle  age,  who  com- 
plains of  epigastric  pain  and  indigestion, 
probably  does  not  have  carcinoma  of  the 
stomach  but  rather  pylorospasm.  Ninety 
per  cent  of  patients  with  this  picture  may 
be  relieved  in  a few  days  by  antispasmodics 
and  small  doses  of  barbiturates.  Therein 
lies  the  critical  philosophy  of  the  good 
diagnostician.  He  will  always  inform  the 
patient  having  pylorospasm,  “Now  mind 
you,  if  you  are  not  entirely  well  by  this 
time  next  week,  please  call  my  office  for  an 
appointment.”  Emotional  stress,  business 
involvements,  peptic  ulcer,  gallbladder  dis- 
ease, a smouldering  infection  of  the  appen- 
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dix,  colonic  disturbances,  etc.,  may  lurk  be- 
hind this  vagotonic  imbalance.  Hence,  the 
physician  will  not  discharge  his  patient  with 
a wave  of  a couple  prescription  blanks. 

Once  the  onus  of  suspicion  falls  upon  a 
patient  the  proper  course  should  be  specifi- 
cally outlined.  At  our  command  in  this 
enlightened  era  of  diagnosis  are  a few  very 
important  procedures  which  should  be  car- 
ried out.  Following  a complete  history  and 
physical  examination,  it  is  necessary  to 
schedule  the  patient  for  tests  which  will 
prove  or  disprove  the  suspicion  of  malig- 
nancy. 

1.  Complete  blood  count.  This  would  re- 
veal in  early  malignancy  a microcytic 
hypochromic  anemia. 

2.  Gastric  analysis.  Hypochlorhydria  or 
even  achlorhydria  appears  early  in  most 
cases.  Gross  blood  may  be  found.  Chemical 
tests  (guaiac  or  benzidine)  are  usually  posi- 
tive. 

3.  Stool  examination.  Grossly,  there  may 
be  a tarry  stool,  chemically,  occult  blood. 

4.  X-ray  examination.  Today  a compe- 
tent roentgenologist  can  establish  a diag- 
nosis of  gastric  malignancy  in  over  95  per 
cent  of  his  examinations.  This  paper  cannot 
consider  extensively  roentgenologic  inter- 
pretations. Suffice  it  to  say  that  within 
three  hours  after  the  roentgenologist  has 
first  examined  his  patient  under  the  fluoro- 
scope  with  the  usual  barium  meal,  and  has 
taken  his  series  of  films,  he  is  ready  to 
render  an  accurate  verdict  in  95  per  cent 
of  the  cases. 

All  of  these  critical  procedures  require 
not  more  than  48  hours  of  a patient’s  time. 
They  could  well  be  the  most  important  48 
hours  of  a patient’s  lifetime.  It  is  the  im- 
portant duty  of  his  physician  to  impress 
this  fact  in  no  uncertain  terms. 

The  curability,  not  the  operability,  of 
carcinoma  of  the  stomach  rests  upon  first, 
an  elightened  and  an  alert  medical  profes- 
sion and  second,  a better  educated  and 
alerted  public.  Our  newspapers,  magazines, 
life  insurance  companies  and  public  bill- 
board advertisements,  as  advocated  by  the 
American  Cancer  Society,  are  educating 
the  public  today  to  see  their  physicians  as 
soon  as  digestive  disturbances  occur.  Our 


medical  schools,  today,  stress  the  important 
early  signs  of  gastric  malignancy  and  the 
urgency  of  early  surgery.  In  no  other  way 
will  the  shameful  picture  of  a 5 to  10  per 
cent  five  year  cure  in  the  over-all  statistics 
be  erased. 

Surgery,  early,  has  much  to  offer  in  gas- 
tric malignancy.  Witness  the  excellent  re- 
ports from  conservative  internists  and  sur- 
geons and  numerous  university  and  private 
clinics  throughout  the  United  States  in  the 
treatment  of  the  questionable  “gastric 
ulcer.”  The  classical  partial  gastrectomy, 
with  a wide  margin  of  normal  tissue  (at 
least  five  centimeters)  removed  with  the  ul- 
cerous lesion,  has  revealed  carcinoma,  either 
well  developed  or  in  situ  in  a majority1".  The 
larger  percentage  of  five  year  and  ten  year 
cures  are  found  in  this  significant  group. 
Added  to  this  group  with  a good  prognosis 
are  those  carcinomata  still  confined  to  the 
gastric  wall  with,  or  without,  early  ex- 
tension to  the  lesser  curvature  or  pyloric 
lymph  nodes.  This  is  the  group  in  which 
Laheyc,  Brunschwig4,  Pack7  and  others 
have  long  advocated  total  gastrectomy. 
Many  of  these  moderately  advanced  cases 
are  now  living  five  years  and  longer.  The 
removal  of  the  spleen  and  its  hilar  glands 
plus  the  omentectomy  of  Ogilvie  also  add 
to  the  better  prognosis.  In  one  month,  re- 
cently, our  chief  resident  performed  this 
procedure  in  three  elderly  patients  with 
good  operative  recoveries  in  all  cases.  The 
postoperative  care  of  this  type  of  patient 
is  necessarily  placed  in  the  hands  of  the 
private  physician.  His  duty  is  to  remain 
on  the  lookout  for  blood  picture  changes, 
the  maintenance  of  the  now  absent  Castle 
gastric  factor,  liver  extract  therapy  and 
careful  nutritional  guidance. 

The  possibility  of  resection  was  about  25 
per  cent  twenty  years  ago.  Five  year  cures 
in  early  carcinoma  will  surpass  that  figure 
soon,  while  operability  approaches  65  to  70 
per  cent  in  comparison  with  45  to  50  per 
cent  less  than  a generation  ago.  Partial 
gastrectomy  now  carries  a mortality  rate 
of  less  than  2.5  per  cent  in  the  hands  of 
trained  surgeons  and  total  gastrectomy  less 
than  10  per  cent. 
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Carcinoma  of  the  Large  Bowel 

In  the  discussion  of  carcinoma  of  the 
large  bowel  is  included  also  carcinoma  of 
the  rectum.  The  percentage  of  carcinoma 
of  the  large  bowel,  in  comparison  to  car- 
cinomata elsewhere  in  the  gastro-intestinal 
tract  and  in  the  human  body  as  a whole, 
continues  to  increase.  This  is  believed  to 
be  due  not  to  an  actual  increase  but  to 
more  accurate  diagnostic  methods.  At  the 
Cancer  Memorial  Hospital  in  New  York, 
over  50  per  cent  of  the  carcinomata  of  the 
gastro-intestinal  tract  (1945  through  1947) 
were  found  in  the  colon  and  rectum  accord- 
ing to  Pack  and  McNeer7.  In  other  clinics 
the  figures  are  only  slightly  lower.  As  in 
carcinoma  of  the  stomach,  carcinoma  of  the 
colon  and  rectum  occur  most  frequently  be- 
tween the  ages  of  forty  and  sixty.  How- 
ever, as  in  carcinoma  of  the  stomach,  it  is 
being  found  in  an  increasing  frequency  in 
the  earlier  decades.  Within  the  past  year 
three  cases  between  the  ages  of  20  and  25, 
one  in  a female  and  two  in  males,  have  been 
operated  upon  for  carcinoma  of  the  colon 
by  members  of  the  University  of  Tennessee 
staff.  In  the  decades  past  60  years  of  age 
there  is  a gradual  diminution  in  its  fre- 
quency. Males  predominate  in  most  series, 
usually  2 to  1 over  females.  The  most  com- 
monly involved  areas  are  the  recto-sigmoid 
colon  and  rectum,  varying  in  series  from 
69"’  to  82®  per  cent.  The  second  more  fre- 
quently involved  segment  is  the  cecum  in 
about  15  per  cent. 

The  most  frequent  type  of  carcinoma  of 
the  colon  and  rectum  is  adenocarcinoma. 
Next  in  frequency  is  the  scirrhous,  encircl- 
ing, “napkin-ring”  type  usually  found  in  the 
transverse  and  descending  colon.  The  car- 
cinoma which  may  develop  from  a solitary 
polyp  or  multiple  polyposis  is  always  an 
adenocarcinoma.  Both  varieties,  adeno- 
carcinoma or  scirrhous,  tend  to  permeate 
the  lymphatics  of  the  wall  therefore  encircl- 
ing rather  than  growing  along  the  bowel 
wall.  The  tumor  remains  localized  for  a 
considerable  time  but  may  metastasize  by 
way  of  the  lymphatics,  the  portal  system 
(into  the  liver)  or  to  the  peritoneum.  The 
adenocarcinoma,  usually  of  the  fungating 
type,  oozes  blood  continuously  causing  some 


degree  of  anemia.  The  scirrhous  type  does 
not  bleed  readily  but  more  frequently  causes 
changes  in  the  bowel  habits.  Alternating 
constipation  and  loose  stools  are  the  most 
frequent  signs  found  early  in  scirrhous 
carcinoma  due  to  narrowing  of  the  lumen. 
The  clinical  picture  of  carcinoma  of  the 
right  half  to  the  colon,  particularly  of  the 
cecum,  varies  from  that  of  carcinoma  of 
the  left  half,  hence  they  will  be  discussed 
separately. 

Carcinoma  of  the  Right  Half  of  the  Colon 

The  most  common  carcinoma  here  is 
adenocarcinoma  of  the  cecum.  Like  car- 
cinoma in  the  pars  media  and  the  cardia 
of  the  stomach,  it  tends  to  grow  large  and 
remain  symptomless  for  a long  time  due  to 
the  fact  that  the  intestinal  current  is  rare- 
ly affected.  Symptoms  arise  from  anemia, 
vague  reflex  disturbances  and  the  accidental 
discovery  of  a mass  in  the  right  lower 
quadrant.  Early  in  the  disease  oozing  of 
blood  produces  weakness  due  to  anemia. 
The  usual  early  picture  may  be  detailed  as 
follows:  (1)  Weakness.  (2)  Altered  color 
of  stools,  from  bright  red  to  tarry  stools. 
(3)  Indigestion,  a train  of  dyspeptic  symp- 
toms may  lead  to  a diagnosis  of  pernicious 
anemia,  peptic  ulcer,  gallbladder  disease  or 
chronic  appendicitis.  (4)  Pallor,  due  to  the 
anemia  from  blood  loss.  (Primary  anemia 
is  often  suspected.)  *(5)  Mass.  The  patient 
may  consult  his  physician  because  he  ac- 
cidentally discovered  a mass  in  his  right 
lower  quadrant.  (As  a word  of  caution, — 
a mass  is  not  always  found,  even  after  a 
careful  examination,  in  a well  nourished 
individual.) 

Infrequently  a physician  may  suspect  an 
early  carcinoma  of  the  stomach  when  the 
patient  complains  of  weakness,  indigestion 
and  altered  color  of  the  stools.  If  he  should 
note  pallor  he  may  even  suspect  primary 
anemia.  These  three  diseases  often  are 
confused.  Should  the  physician  suspect  any 
one  of  these  three  diseases  the  patient  should 
be  subjected  to  a scrutinizing  review.  After 
a careful  history  and  physical  examination 
the  following  tests  should  be  carried  out. 

1.  Complete  blood  count  and  smears. 
A microcytic  hypochromic  anemia  (as  in 
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carcinoma  of  the  stomach)  is  found  most 
frequently. 

2.  Stool  examination.  Gross  blood,  during 
active  bleeding  and  positive  chemical  tests 
for  occult  blood  will  be  found.  The  inci- 
dental finding  of  Entameba  coli  in  the 
smears  is  thought  by  some  to  be  significant 
as  a finding  not  uncommon  in  colonic  car- 
cinoma. 

3.  Barium  enema,  followed  by  an  air  con- 
trast film.  Barium,  by  mouth  is  contraindi- 
cated in  instances  in  which  carcinoma  of 
the  large  bowel  is  suspected  since  it  may 
produce  obstructing  masses.  The  barium 
enema  invariably  reveals  the  tell-tale  filling 
defect  in  the  cecum,  so  characteristic  of 
the  disease. 

In  addition  to  the  routine  physical  exam- 
ination should  be  added  a vaginal  and  rec- 
tal digital  examination  in  the  female  since 
it  may  disclose  a mass  in  a low  lying  cecum. 
In  the  male  a rectal  examination  in  the 
lithotomy  position  is  indicated.  In  adipose 
patients  these  procedures  may  not  reveal 
as  much  as  can  be  determined  in  thinner 
individuals. 

Surgery  of  the  right  half  of  the  colon 
gives  an  excellent  prognosis.  The  opera- 
tion of  choice  is  a carefully  planned  one- 
stage  procedure  involving  resection  of  the 
terminal  ileum,  the  cecum,  ascending  colon 
and  the  right  half  of  the  transverse  colon. 
An  end-to-end  or,  as  is  now  being  advocated, 
an  end-to-end  ileocolostomy  completes  the 
procedure.  All  regional  lymphatics  and 
nodes  are  resected  with  the  mass,  in  toto. 
Five  year  cures  in  better  than  fifty  per  cent 
of  cases  are  frequently  reported. 

Carcinoma  of  the  Left  Half  of  the  Colon 
Including  Carcinoma  of  the  Rectum 

“And  thus  shall  ye  recognize  it.  Ye 
shall  put  thy  finger  in  the  rectum”  wrote 
Master  John  of  Arderne  more  than  600 
years  ago1.  Master  John  was  discussing 
the  differential  diagnosis  of  hemorrho:ds 
and  carcinoma.  His  patients,  like  ours, 
came  in  complaining  not  of  bleeding  from 
the  rectum  but  “Doctor,  I have  the  piles.” 
Many  patients  who  have  carcinoma  have 
skin  tags,  hemorrhoids  and  fissures,  too. 
The  hurried  physician  takes  one  quick 


glance  at  the  parted  buttocks  and  agrees 
with  the  patient.  This  is  a fatal  error  fre- 
quently recorded.  Most  general  surgeons 
will  agree  that  ten  to  fifteen  per  cent  of  his 
patients  having  colonic  or  rectal  carcinoma 
have  had  treatment  or  an  operation  for 
hemorrhoids  or  fissures  within  a year  before 
the  diagnosis  of  carcinoma  is  established ! 
Even  in  the  presence  of  frank  hemorrhoidal 
diseases  or  evident  fissures  a rectal  exam- 
ination, followed  by  proctoscopic  and  sig- 
moidoscopic  examination,  should  be  carried 
out.  The  gentle  manipulation  of  the  procto- 
scope and  sigmoidscope  is  a procedure  avail- 
able to  every  practitioner.  There  are  sev- 
eral excellent  and  cheap  instruments  avail- 
able. They  are  just  as  important  parts  of 
the  armamentarium  of  the  physician  as  is 
the  stethoscope.  Only  in  the  presence  of 
acute  thrombotic  hemorrhoids  should  these 
procedures  be  postponed.  Postponed,  not 
avoided. 

Acute,  subacute  or  chronic  symptoms  of 
obstruction  often  are  the  first  difficulties 
encountered  by  the  patient.  A history  of  a 
few  drops  of  blood  over  a period  of  weeks, 
months  or  years  is  often  elicited.  Alterna- 
ting constipation  and  loose  stools  or  dia- 
rrhea, indigestion,  acute  or  chronic,  in- 
creased flatulence  and  borborygmus,  all  add 
to  the  suspicion  of  malignant  disease  of  the 
left  half  of  the  colon.  In  about  30  per  cent 
of  patients  a history  of  progressive  consti- 
pation may  be  elicited. 

In  summary  the  following  picture  should 
put  the  physician  on  his  guard : 

1.  Bloody  stools. 

2.  Progressive  constipation. 

3.  Increased  flatulence  and  borborygmus. 

4.  Alternating  constipation  and  diarrhea. 

In  the  ensuing  examination,  it  is  advo- 
cated that  a rectal  examination  in  the  l’tho- 
tomy  position  be  performed.  There  is  much 
evidence  to  support  this  advice.  With  the 
patient  in  the  supine  position  the  rectum, 
its  ampulla  and  the  recto-sigmoidal  distal 
portion  is  brought  within  the  reach  of  the 
physician’s  index  finger  by  gravity  within 
the  lesser  pelvis,  especially  should  there  be 
a mass  of  any  size  or  weight  in  the  parts 
mentioned.  In  the  knee-chest  position  grav- 
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ity  tends  to  cause  these  parts  to  fall  away 
from  the  lesser  pelvis  to  a great  degree. 
Compare  the  distance  of  the  rectal  ampulla 
from  the  anus  with  the  proctoscope  in  place 
in  both  positions.  In  the  knee-chest  posi- 
tion or  upon  a Haynes  rectal  table  the  am- 
pulla is  found  at  the  end  of  the  procto- 
scope, or  about  five  inches  from  the  anus. 
In  the  lithotomy  position  it  is  felt  well  be- 
low the  tip  of  the  average  index  finger. 

The  following  diagnostic  procedures  are 
indicated : 

1.  Digital  rectal  examination 

2.  Proctoscopy  and  sigmoidoscopy 

Within  the  range  of  these  two  procedures 

(digital  examination  and  sigmoidoscopy) 
will  be  found  from  64  to  82  per  cent  of  all 
the  carcinomas  of  the  colon  and  rectum. 

3.  Stool  examination 

4.  Barium  enema.  Barium  by  mouth  is 
contraindicated  even  more  strongly  than 
in  lesions  of  the  right  colon  because  of  the 
danger  of  initiating  acute  obstruction.  The 
barium  enema  will  invariably  reveal  the 
site  and  nature  of  the  malignant  lesion. 
Should  the  proctoscope  or  the  sigmoidoscope 
reveal  the  lesion,  the  barium  enema  is  mere- 
ly an  adjunctive  procedure  and  may  be 
omitted. 

The  prognosis  in  surgery  of  the  colon  is 
most  encouraging.  Even  as  long  ago  as 
1933  Rankin  and  Olson0  reported  from  41 
to  62  per  cent  of  five  year  cures  in  car- 
cinoma of  the  colon  and  rectum,  41  per 
cent  for  growths  extending  toward  the 
serosa  as  in  the  scirrhous  types,  and  62  per 
cent  in  growths  projecting  into  the  lumen 
as  in  adenocarcinoma.  The  procedure  of 
choice  is:  (1)  in  carcinoma  of  the  descend- 
ing colon,  wide  segmental  resection  includ- 
ing lymphatics  and  blood  supply  down  to 
the  root  of  the  mesentery,  with  end-to-end 
anastomosis;  (2)  in  carcinoma  of  the  recto- 
sigmoid, the  same  radical  procedure  as  in 
descending  colon  carcinoma;  (3)  in  car- 
cinoma of  the  rectal  ampulla  above  the  peri- 
toneal reflection,  wide  segmental  resection 
extending  at  least  4 centimeters  distal  to 


the  growth,  with  end-to-end  anastomosis; 
(4)  in  lower  carcinoma  of  the  rectum  (be- 
low the  peritoneal  reflection)  and  carcinoma 
of  the  anus,  the  Miles  abdominoperineal 
type  of  resection  with  abdominal  wall 
colostomy.  In  carcinoma  of  the  anus  the 
inguinal  lymph  nodes  may  be  removed  radi- 
cally later,  after  the  Miles  procedure  is 
completed. 

Conclusion 

The  physician  must  be  consistently  on 
the  alert  in  suspecting  carcinoma  of  the 
stomach  or  colon  and  be  prepared  to  carry 
out  the  necessary  diagnostic  procedures  to 
confirm  or  rule  out  such  a diagnosis. 
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CASE  REPORT 

THE  STONE-JARDON  IMPLANT 

RICHARD  A.  MILLER,  M.D.,  Memphis,  Tenn.* 

After  observing  the  Stone-Jardon  Im- 
plant for  the  past  year  1 felt  that  this  meet- 
ing should  not  go  by  without  mentioning 
some  of  the  difficulties  encountered  with 
this  type  of  prosthesis.  Last  year  at  this 
meeting  I stated  that  the  advantages  of 
this  type  of  implant  outweighed  the  disad- 
vantages. Today  I would  like  to  reverse 
that  statement  and  say  that  the  disadvan- 
tages and  complications  outweigh  the  ad- 
vantages. These  difficulties  are  exempli- 
fied in  the  following  two  case  reports. 

Case  I 

Mrs.  W.  E.  W.  was  first  seen  on  March  17,  1949 
complaining  of  intermittent  pain  in  the  left  eye 
of  3 years  duration.  Examination  of  this  eye 
showed  phthisis  bulbi  with  chronic  iridocyclitis.  On 
March  26,  1949  under  pentothal  anesthesia  the  eye 
was  enucleated  and  a Stone-Jardon  Implant  placed 
in  the  socket.  The  muscles  were  sutured  to  the 
wire  mesh  with  4x0  white  silk,  using  the  lock  stitch 
advocated  by  Stone.  The  conjunctiva  was  closed 
around  the  neck  of  the  implant  with  3x0  black  silk. 
Both  eyes  were  kept  bandaged  for  one  week  and 
pinhole  glasses  were  worn  for  the  next  ten  days. 
The  conformer  and  conjunctival  suture  were  re- 
moved three  weeks  after  surgery,  at  which  time 
there  was  a moderate  amount  of  mucopurulent  dis- 
charge. 

On  May  4,  1949  a permanent  plastic  eye  was 
emplaced,  at  which  time  there  was  almost  normal 
motility  of  the  implant  in  all  fields.  The  discharge 
was  worse  and  the  patient  was  given  a solution  of 
penicillin  containing  10,000  units  per  c.c.  for  use 
as  drops  in  the  left  socket.  Three  months  after 
operation  there  was  retraction  of  the  conjunctiva, 
exposing  the  entire  wire  mesh,  detachment  of  the 
superior  and  lateral  recti  muscles  thus  rotating  of 
the  implant  downward  with  almost  complete  ex- 
trusion. 

On  July  9,  1949,  under  pentothal  anesthesia, 
strips  of  Tenon’s  capsule  in  the  vicinity  of  the 
superior  and  lateral  recti  muscles  were  resutured 
to  the  implant  at  their  former  positions.  The 
conjunctiva  was  separated  from  Tenon’s  capsule 
and  resutured  around  the  neck  of  the  implant. 
Three  weeks  later  there  was  moderate  retraction 
of  the  conjunctiva  above  with  poor  motility  up  and 
out.  The  discharge  was  still  present  and  aureomycin 
solution  was  used  as  drops  for  two  weeks  without 
benefit.  On  October  17,  1949  there  was  a profuse 
discharge,  bleeding  from  granulation  tissue  adja- 


*Read before  the  Tennessee  Academy  of  Opthal- 
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cent  to  the  wire  mesh,  exposure  of  the  entire  upper 
half  of  the  implant,  with  loss  of  motility  in  all 
fields  except  downward.  One  week  later,  under 
pentothal  anesthesia,  the  Stone-Jardon  Implant  was 
removed  and  replaced  with  a 14  mm.  plastic  ball 
in  the  conventional  manner.  The  patient  was  last 
seen  November  19,  1949,  wearing  a plastic  pros- 
thesis without  any  discharge  from  the  socket  or 
other  discomfort. 

Case  2 

Mr.  A.  M.  S.  was  first  seen  June  1,  1949  with 
phthisis  bulbi  and  iridocyclitis  of  the  right  eye 
which  had  been  painful  periodically  for  the  past 
20  years.  On  June  22,  1949,  under  pentothal 
anesthesia,  the  right  eye  was  enucleated  and  a 
Stone-Jardon  Implant  sutured  into  the  socket.  (The 
technic  was  the  same  as  in  the  previous  case.) 
Two  months  later  there  was  slight  retraction  of 
the  conjunctiva  above,  but  motility  of  the  implant 
was  good  in  all  fields.  The  usual  profuse  discharge 
was  present,  for  which  streptomycin  10,000  units 
per  c.c.  was  prescribed  as  drops.  Three  weeks  later 
a 30%  solution  of  sodium  sulfacetimide  was  used 
without  effect  on  the  discharge. 

On  December  15,  1949  the  patient  complained  of 
a scratching  sensation  in  the  socket  along  with  a 
discharge  which  at  times  became  so  profuse  as  to 
push  the  plastic  shell  from  behind  the  upper  lid. 
A sharp  protruding  strand  of  wire  was  found  above. 
This  was  complete  retraction  of  the  conjunctiva 
with  detachment  of  the  superior  and  lateral  recti 
muscles.  The  implant  was  rotated  downward  and 
almost  completely  extruded  from  the  socket.  On 
March  7,  1950  the  Stone-Jardon  Implant  was  re- 
moved and  replaced  with  a 16  mm.  plastic  ball  in 
Tenon’s  capsule.  The  patient  has  had  no  further 
trouble. 

Conclusions 

It  is  apparent  that  integrated  implants 
not  completely  covered  with  conjunctiva  are 
not  universally  satisfactory  because  they 
may  act  as  a foreign  body  producing  dis- 
charge, granulation  tissue,  bleeding  from 
the  socket,  sensitivity  to  the  acrylite.  As  a 
result  there  develops  retraction  of  the  con- 
junctiva, detachment  of  the  extra-ocular 
muscles  and  finally  extrusion  of  the  im- 
plant. 

Discussion 

DR.  JAMES  E.  WILSON,  Memphis:  Mr.  Chair- 
man and  Members.  Dr.  Miller  has  ably  shown  us 
many  of  the  difficulties  with  the  integrated  im- 
plant. Last  year  I gave  some  favorable  impres- 
sions of  this  type  of  implant  and  to  date  I have 
not  lost  my  enthusiasm  for  it.  There  is  some 
difficulty  in  this  procedure  and  added  expense  to 
the  patient  because  of  the  general  anesthesia  as 
well  as  some  hazard.  The  use  of  white  silk  sutures 
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instead  of  tantalum  has  simplified  the  procedure 
a lot. 

We  have  done  this  procedure  in  ten  cases  and 
have  experienced  most  of  the  difficulties  mentioned. 
Troublesome  discharge  is  a factor  which  about 
70  per  cent  of  these  patients  experience.  By 
washing  the  eyes  out  with  mild  solutions  about 
three  times  a day  and  using  penicillin  or  sodium 
sulfacetamide  ointment  at  bed  time  the  discharge 
is  kept  at  a minimum  and  at  least  is  not  objection- 
able from  a standpoint  of  appearance.  Exposure 
of  the  tantalum  mesh  happened  in  60  per  cent  of 
these  cases. 

Two  have  had  secondary  closures  of  Tenon’s 
capsule  and  the  conjunctiva  which  were  only 


partially  successful.  We  have  had  none  in  which 
the  implant  has  been  extruded  or  in  which  the 
muscles  have  become  detached  because  of  being 
exposed.  It  would  not  be  difficult  to  replace  one 
of  these  implants  with  a plastic  ball  and  I expect 
to  eventually  have  to  do  this  in  three  or  four  of 
our  cases.  Dr.  King,  my  associate,  has  suggested 
a way  of  closing  the  conjunctiva  horizontally 
which  may  be  of  some  help.  This  operation  gives 
such  a good  cosmetic  result  that  it  should  not  be 
discarded  but  we  should  strive  constantly  to  im- 
prove the  technique  of  doing  integrated  implants. 
One  of  the  best  results  we  have  had  so  far  was 
on  a patient  whose  plastic  ball  type  of  implant  was 
replaced  by  an  integrated  implant. 


Extraperitoneal  Repair  of  Vesciovaginal  Fistulas. 

Bramhall,  T.  C.,  and  Marshall,  D.  F.  Am.  J. 

Obst.  & Gynec.,  60:834,  1950. 

Fortunately,  in  modern  obstetrical  practice,  the 
occurrence  of  vesical  fistulas  resulting  from  trauma 
and  necrosis  is  relatively  rare.  Conversely,  with 
the  advent  of  the  more  radical  types  of  gynecologi- 
cal operations,  chiefly  complete  hysterectomies, 
Wertheim  operations  and  vaginal  plastic  pro- 
cedures, the  number  of  postsurgical  fistulas  has 
increased.  Obstetrical  fistulas  are  generally  con- 
fined to  the  lower  half  of  the  vagina  and  can  be 
approached  and  successfully  closed  by  the  vaginal 
route.  Surgical  fistulas,  on  the  other  hand,  usually 
occur  at  the  apex  of  the  vagina,  a most  in- 
accessible position,  making  the  approach  difficult, 
particularly  in  the  absence  of  the  cervix  which 
normally  provides  a site  for  traction  and  facilitates 
exposure. 

Today  there  are  in  use  four  generally  accepted 
techniques  for  the  repair  of  vesicovaginal  fistulas : 
the  vaginal  approach ; the  transvesical  approach ; 
transperitoneal  approach,  and  the  implantation  of 
the  ureters  into  the  bowel.  The  surgical  principles 
governing  the  successful  repair  of  vesicovaginal 
fistulas  are:  the  elimination  of  infection,  good  ex- 
posure and  adequate  mobilization,  and  efficient 
drainage.  Good  exposure  and  mobilization  of  the 
fistulous  tract  are  essential  to  successful  repair. 
Fistulous  tracts  occurring  in  the  lower  two-thirds 
of  the  vagina  present  a lesser  problem  in  good 
exposure,  excision  of  the  fistulous  tract,  and  mobili- 
zation of  the  tissues  in  order  that  the  bladder  wall 
may  be  approximated  without  tension.  On  the  other 
hand,  in  the  case  of  fistulas  located  in  the  upper- 
third  of  the  vagina  and  particularly  in  the  vault, 
exposure  and  adequate  mobilization  may  be  ex- 
ceedingly difficult.  In  order  to  obtain  satisfactory 
exposure  and  mobility,  therefore,  the  fistula  must 
be  approached  by  a different  route.  The  only  other- 
approach  to  such  fistulas  is  suprapubic,  either 
transperitoneally  with  its  attendant  risk,  or  more 
safely,  extraperitoneally.  The  most  painstaking 
dissection  and  repair  may  be  unsuccessful  if  the 


postoperative  drainage  is  insufficient.  Drainage  of 
the  bladder  through  a urethral  catheter  alone  may 
be  totally  inadequate.  It  may  become  plugged  or 
partially  withdrawn.  In  this  series  all  bladders 
have  been  drained  postoperatively  by  the  use  of  a 
suprapubic  catheter  in  addition  to  an  indwelling 
Foley  urethral  catheter.  With  this  type  of  double 
drainage,  no  difficulty  has  been  experienced  with 
postoperative  bladder  decompression.  Only  two 
references  have  been  found  in  the  literature 
pertaining  to  the  extraperitoneal  repair  of 
vesicovaginal  fistulas. 

The  help  of  a competent  urologist  is  important 
for  the  successful  repair  of  vesicovaginal  fistulas, 
not  only  in  the  evaluation  of  the  patient’s  urinary 
tract  before  surgery,  but  also  for  his  assistance 
at  the  time  of  operation.  The  initial  study  of  the 
case  calls  for  a thorough  pelvic  examination  to 
determine  the  location  and  size  of  the  defect.  At 
the  same  time  the  state  of  health  of  the  vaginal 
and  pelvic  tissues  should  be  determined.  A thin- 
walled  irritated  vagina  will  look  vastly  improved 
after  stilbestrol  therapy.  The  patient’s  urinary 
tract  should  be  thoroughly  evaluated. 

The  author  describes  the  operation.  Thirteen 
cases  of  inaccessible  vesicovaginal  fistulas  resulting 
from  pelvic  surgery  are  reported,  all  repaired  by 
the  extraperitoneal  technique.  Eleven  of  these 
cases  followed  complete  hysterectomies  and  in  each 
of  these  the  fistula  occurred  in  the  scar  at  the  vault 
of  the  vagina.  One  fistula  followed  supra-vaginal 
hysterectomy  in  which  case  the  fistulous  opening 
was  anterior  to  the  remaining  cervical  stump.  One 
case  followed  a pelvic  infection  after  hysterectomy. 
In  six  cases  there  had  been  at  least  one  previous 
operation  to  attempt  a repair  of  the  fistula  by  other 
approaches  before  the  extraperitoneal  technique 
was  employed.  The  youngest  patient  was  30  years 
of  age  and  the  oldest  was  60.  There  is  one  failure 
in  this  series.  This  is  believed  to  have  resulted 
from  the  fact  that  the  patient  had  a bladder 
calculus  removed  at  the  time  of  the  repair-  of  the 
fistula  and  had  a persistent  urinary-tract  infection. 

(Abstracted  by  Hamilton  V.  Gayden,  M.D.,  Nash- 
ville, Tennessee.) 
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CASE  REPORT 

HOOKWORM  ANEMIA  IN  A YOUNG  CHILD* 

POPE  B.  HOLLIDAY,  JR.,  M.D.,  Chattanooga, 
Tenn. 

During  the  past  few  decades,  the  inci- 
dence of  hookworm  infection  in  the  South 
has  decreased  markedly.  The  prevalence 
rate  of  hookworm  in  the  rural  white  popu- 
lation of  Tennessee  in  1938  was  4.3  percent, 
a decrease  of  79  percent  from  the  incidence 
found  in  a previous  survey  in  19 10.1 
The  purpose  of  this  paper  is  to  report  a case 
of  severe  hookworm  anemia  in  a young 
child  in  order  to  emphasize  that  infesta- 
tion with  Necator  americanus  still  should 
be  considered  in  the  differential  diagnosis 
of  anemia  in  the  population  of  this  region. 
The  production  of  anemia  in  patients  with 
hookworm  disease  is  discussed  and  a meth- 
od of  treatment  is  considered. 

Case  Report 

This  was  the  first  hospital  admission  of  a four 
year  white  female  because  of  progressive  pallor  of 
one  month  duration. 

Past  History:  The  patient  was  born  at  full  term 
by  normal  delivery  and  weighed  ten  pounds  at 
birth.  She  was  breast  fed  for  several  months  and 
then  received  an  evaporated  milk,  water,  Karo 
formula.  No  orange  juice  or  vitamin  supplements 
had  been  taken.  Her  diet  had  been  inadequate  and 
consisted  mainly  of  white  beans,  corn  bread,  pota- 
toes and  gravy.  Little  meat  or  milk  was  consumed. 
She  lived  in  a rural  area  in  a two-room  house  with 
an  outdoor  privy.  The  family  which  previously 
occupied  the  house  did  not  have  a privy. 

Family  History : Mother,  father  and  four  siblings 
are  living  and  well.  Stool  examinations  on  all 
members  of  the  family  were  negative  for  ova  and 
parasites. 

Present  illness:  One  month  prior  to  admission, 
the  onset  of  anoxeria,  malaise  and  pallor  were 
noted.  These  symptoms  gradually  increased  in 
severity.  During  this  time  the  patient  had  a mild 
chronic  cough,  but  no  fever,  vomiting,  diarrhea, 
easy  bruising,  abdominal  pain  or  known  blood  loss. 
She  was  hospitalized  with  the  tentative  diagnosis  of 
acute  leukemia. 

Physical  examination:  Admission  weight  was 
twenty-eight  pounds  and  the  rectal  temperature 
102  degrees  F.  The  patient  was  a fairly  well 
developed,  slightly  malnourished,  pale,  chronically 
ill,  irritable  white  girl  whose  skin  had  a lemon 
yellow  tint.  There  was  slight  generalized  lympha- 
denopathy.  The  remainder  of  the  examination  was 


*From  the  T.  C.  Thompson  Children’s  Hospital, 
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within  normal  limits.  The  liver  and  spleen  were 
not  palpable. 

Laboratory  data:  The  white  blood  cell  count  was 
12,800  per  cubic  mm.  of  which  29%  were  polys, 
70%  lymphocytes  and  1%  eosinophils.  The  red 
blood  cell  count  was  1.88  million  per  cmm.  and 
the  hemoglobin  level  21%  (3.35  Gm.).  The  mor- 
phology of  the  white  blood  cells  was  normal. 
Platelets  were  adequate.  The  red  blood  cells  were 
markedly  hypochromic  with  minimal  stippling.  The 
bleeding  time  was  one  and  one-half  minutes,  while 
the  clotting  time  was  three  minutes.  The  red  blood, 
cell  fragility  was  normal.  A few  nucleated  cells- 
and  scattered  reticulocytes  were  present.  The  im- 
pression gained  from  the  blood  studies  was  that  the 
anemia  was  primarily  nutritional  and  iron  deficient 
in  type.  Examination  of  aspirated  bone  marrow- 
confirmed  this  impression.  Urinalysis  was  normal. 
A tuberculin  patch  test  was  negative.  X-Ray  ex- 
amination of  the  knees  revealed  no  evidence  of  bone- 
pathology.  A stool  was  guiac  negative  but  an  un- 
concentrated specimen  contained  many  ova  of 
Necator  americanus.  This  finding  was  confirmed  ore 
a second  examination. 

Hospital  course:  After  the  diagnosis  was  estab- 
lished, the  patient  was  transfused  with  whole  blood. 
She  was  then  treated  for  the  infestation  as  follows: 
(1)  low  fat  diet  for  forty-eight  hours;  (2)  nothing 
by  mouth  for  twelve  hours;  (3)  1 c.c.  of  tetrach- 
loroethylene  orally;  (4)  epsom  salts  purgative  four 
hours  after  the  vermifuge.  For  the  next  thirty- 
six  hours  she  passed  large  numbers  of  ova  and 
worms.  Thereafter  no  worms  were  found.  Ova 
remained  present  in  the  stool  but  in  a lesser  number 
than  were  noted  prior  to  the  treatment.  She  was. 
discharged  from  the  hospital  on  the  eleventh  hos- 
pital day.  Her  hospital  course  and  subsequent 
follow-up  visits  are  summarized  in  Table  I. 
Necator  americanus  ova  are  still  present  on  stool 
examination  in  spite  of  four  courses  of  treatment 
with  tetrachloroethylene  and  one  treatment  with 
“crystoids.”  However,  her  hemoglobin  is  being- 
maintained  by  the  use  of  an  hematinic  tonic  and 
she  is  completely  asymptomatic  three  and  one-half 
months  after  admission  to  the  hospital. 

Discussion 

Hookworm  disease  in  children  is  rarely  severe- 
enough  to  necessitate  hospitalization.  Reports  in 
the  literature  emphasize  this  point.4- 5 Although 
deaths  have  been  reported  from  severe  hookworm 
disease  in  infants  and  children,  the  causative  or- 
ganism is  usually  Ancylostoma  duodenale,  a more 
virulent  specie  than  is  Necator  americanus,  the 
usual  specie  found  in  this  area.’’  6 7 

The  symptoms  of  hookworm  disease  are  to  a. 
great  extent  the  result  of  the  anemia  and  not  due 
to  the  presence  of  hookworms  per  se.  Correction 
of  the  anemia  without  removal  of  the  worms  causes, 
marked  clinical  improvement  and  eradication  of  all 
pathological  changes  except  intestinal  hem- 
orrhages and-  eosinophilia.2,  2 The  removal  of  the 
parasites  alone  results  in  little  improvement  of 
the  blood  picture  or  of  the  clinical  condition.2 
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The  modus  operandi  of  the  anemia  is  still  ob- 
scure but  is  considered  to  be  a combination  of 
factors — chronic  blood  loss,  deficient  diet  and/or 
altered  gastrointestinal  function."' :1, 1 There  is  no 
constant  correlation  between  the  degree  of  anemia 
and  the  severity  of  the  infestation.1’  ' In  the  ab- 
sence of  dietary  deficiency,  even  a heavy  infesta- 
tion with  ancylostoma  may  not  produce  an  anemia.'1 

Three  stages  in  the  production  of  hookworm 
anemia  have  been  described 

1.  Compensated  Anemia, — in  which  the  marrow 
is  able  to  maintain  an  equilibrium  between  blood 
loss  and  blood  production.  The  peripheral  blood 
shows  reticulocytosis  and  eosinophilia  without 
anemia. 

2.  Hypochromic  Anemia, — in  which  the  marrow 
activity  is  unable  to  counterbalance  the  blood  loss. 
The  anemia  is  microcytic  and  hypochromic  in  type. 

3.  Irreversible  type, — in  which  the  bone  marrow 
is  exhausted  and  the  anemia  is  of  an  aplastic 
nature.  The  erythropoietic  activity  of  the  marrow 
is  nil.  The  anemia  is  severe  and  there  is  a tendency 
to  a hemorrhagic  diathesis.  The  hemorrhagic  ten- 
dency is  considered  to  be  a grave  prognostic  sign 
as  it  was  observed  in  all  fatal  cases  and  not  seen 
in  patients  who  recovered. 

The  failure  of  tetrachloroethylene,  the  drug  of 
choice  in  hookworm  infestations,8, 0 to  completely 
cure  our  patient  of  the  Necator  americanus  in- 
festation is  consistent  with  the  experience  of 
others.  Mort  et  al.  found  that  34  per  cent  of 
patients  were  still  infected  after  an  initial  treat- 
ment with  tetrachloroethylene  and  that  15  per 
cent  remained  infected  after  a second  course  of 
therapy.10  McCroan  emphasizes  that  a recheck 
of  each  patient  is  essential  after  treatment  with 
tetrachloroethylene  as  he  found  that  only  45  per 
cent  of  cases  were  cured.11 

The  relative  ineffectiveness  of  present-day  medi- 
cation as  regards  complete  elimination  of  the 
parasite  from  the  intestinal  tract,  plus  the  fact 
that  correction  of  the  anemia  results  in  a clinical 
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cure  of  the  symptoms,  would  suggest  that  in  the 
management  of  such  patients  the  emphasis  should 
be  placed  on  improvement  of  the  blood  picture. 
A very  effective  and  practical  method  of  correcting 
the  anemia  is  by  the  simple  administration  of  an 
oral  iron  preparation.  Two  excellent  studies  lend 
support  to  this  statement.  Rhoads  and  associates 
found  that  the  administration  of  large  amounts  of 
iron  with  or  without  the  removal  of  the  worms 
resulted  in  a remarkable  improvement  in  the 
hematological  picture  and  in  the  clinical  condition. 
They  noted  prompt  improvement  of  the  blood 
values  following  the  administration  of  iron  salts 
alone  without  other  dietary  changes.  On  the  other 
hand,  it  was  their  experience  that  the  anemia 
failed  to  improve  significantly  following  the  addi- 
tion of  large  quantities  of  milk  and  meat  to  the 
diet.  The  work  of  Cruz  and  Mello  confirm  this 
observation.  They  found  that  the  daily  adminis- 
tration of  ferrous  sulfate  to  patients  with  hook- 
worm disease  cured  all  the  important  signs  and 
symptoms  of  the  disease  and  at  the  end  of  the 
year  the  anemia  had  not  recurred.3  This  view- 
point should  not  detract  from  efforts  to  improve 
the  general  sanitary  conditions  which  allow  such 
infestations  to  occur. 

Summary 

1.  A case  of  severe  anemia  due  to  infes- 
tation with  Necator  ameHcanus  is  report- 
ed. 

2.  The  production  of  anemia  in  patients 
with  hookworm  disease  is  discussed. 

3.  It  is  suggested  that  in  the  treatment 
of  the  disease  the  major  emphasis  should 
he  placed  upon  the  correction  of  anemia  by 
the  use  of  oral  iron  preparations  instead  of 
upon  the  complete  eradication  of  the  para- 
site from  the  gastrointestinal  tract. 
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Factors  in  the  Rate  of  Development  of  Vascular 
Lesions  in  the  Kidneys,  Retinae  and  Peripheral 
Vessels  of  the  Youthful  Diabetic.  Root,  H.  F., 
Sinden,  R.  H.  and  Zanca,  R.  Am.  J.  Digest. 
Dis.,  17;  1950. 

The  roles  played  by  both  the  duration  of  diabetes 
mellitus  and  its  inadequate  treatment  in  the  genesis 
of  premature  vascular  disease,  nephritis,  retinitis, 
and  coronary  sclerosis  is  increasingly  recognized. 
The  incidence  of  these  lesions  was  studied  in  232 
patients  with  onset  of  diabetes  between  15  and  30 
years  of  age.  The  series  showed  definitely  that  the 
incidence  of  retinitis  and  calcified  arteries  is  much 
greater  in  those  cases  who  had  maintained  poor 
control  of  their  diabetes  as  compared  to  those  who 
maintained  fairly  good  control. 

Control  was  considered  poor  if  coma  had  oc- 
curred one  or  more  times,  if  blood  sugar  and  urine 
findings  were  abnormal  at  the  infrequent  medical 
examinations,  if  the  diet  was  haphazard  and  if  ad- 
ministration of  insulin  was  not  begun  within  one 
year  of  onset  of  the  diabetes.  Fair  control  con- 
sisted of  the  early  use  of  insulin,  cooperation  of  the 
patient  in  performing  frequent  urine  tests  and 
observing  diet,  and  maintaining  fairly  normal  blood 
sugars  as  shown  at  the  regular  examinations  by 
a physician. 

Retinitis  occurred  in  90  per  cent  of  the  patients 
surviving  twenty  years  of  diabetes  with  poor  con- 
trol. In  those  with  fair  control,  the  incidence  of 
retinitis  after  twenty  years  was  18  per  cent.  Sim- 
ilarly, 96  per  cent  of  the  former  exhibited  calcified 
arteries  while  only  65  per  cent  of  the  latter  showed 
this  development  by  x-ray. 

Diabetic  nephritis,  or  intercapillary  glomerulo- 
sclerosis was  found  in  26  per  cent  of  the  poorly- 
controlled  cases  after  twenty  years  of  diabetes  and 


in  only  3 per  cent  of  those  with  fair  control.  This 
figure  is  somewhat  higher  in  the  ten  to  nineteen 
year  duration  cases  in  both  groups  because  many 
of  the  patients  died  before  living  this  long  with 
their  disease.  The  onset  of  nephritis  usually  occurs 
after  ten  to  fifteen  years  of  diabetes  mellitus  and 
progresses  to  death  in  an  average  of  six  years  from 
the  time  of  onset  of  the  renal  symptoms.  Protein- 
uria is  the  most  constant  sign  of  diabetic  nephritis. 
One  report  indicates  that  this  pathological  finding 
was  present  in  every  child  dying  after  fifteen  years 
of  diabetes  and  coming  to  autopsy,  which  is  at 
variance  with  the  habitual  correlation  between 
age  of  the  patient  and  the  development  of  diabetic 
nephritis.  Intercapillary  glomerulosclerosis  is  more 
common  and  more  malignant  in  young  diabetics 
having  the  disease  for  a long  duration  than  in 
later  life.  It  is  therefore  related  to  the  severity 
of  diabetes.  In  this  series  of  232  patients  with 
onset  of  diabetes  between  15  and  30  years  of  age, 
85  per  cent  of  the  patients  showing  nephritis  had 
moderate  to  severe  diabetes,  requiring  30  to  112 
units  of  insulin  daily  for  good  control.  This  is 
in  contrast  to  the  heretofore  established  statement 
that  intercapillary  glomerulosclerosis  occurs  most 
frequently  in  patients  with  mild  diabetes.  That 
the  degree  of  control  is  important  is  emphasized 
by  pointing  out  that  67  per  cent  of  the  patients 
with  nephritis  in  this  series  had  had  poor  control, 
and  of  the  patients  with  fair  control  only  22  per 
cent  developed  nephritis. 

The  rate  of  development  of  vascular  lesions  in 
the  kidneys,  retina,  and  peripheral  vessels  and  its 
relation  to  the  character  of  diabetic  control  merits 
further  study. 

(Abstracted  for  the  Tennessee  Diabetes  Associa- 
tion by  Jean  M.  Hawkes,  M.D.,  Memphis,  Tennes- 
see.) 
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ST.  JOSEPH  HOSPITAL  CLINICAL 
PATHOLOGY  CONFERENCE* 

DR.  DAVID  SCHEINBERG:  In  behalf 
of  the  Medical  Department,  I wish  to  wel- 
come you  to  the  first  fall  session  of  our 
Clinical  Pathological  Conferences.  We  shall 
have  Dr.  Garbarini  read  the  protocol. 

DR.  JOSEPH  GARBARINI:  This  76-year-old 
white  woman  died  on  the  day  of  her  third  admission 
to  St.  Joseph  Hospital  on  August  19,  1950. 

The  first  admission  was  April  21,  1946,  for  an 
intermittent  bloody  vaginal  discharge  which  had 
been  present  for  about  D4  years  and  had  become 
worse  6 months  before  admission. 

At  that  time  the  physical  examination  was  nega- 
tive except  for  the  pelvic  examination  which  showed 
a bloody  vaginal  discharge.  The  uterus  was  en- 
larged and  boggy.  The  blood  pressure  was  144/50. 
Routine  laboratory  studies  were  normal. 

Tissue  obtained  by  uterine  curettement  showed 
microscopic  evidence  of  adenocarcinoma  of  the 
fundus.  Radium  was  implanted  and  later  a total 
hysterectomy  was  done  at  the  Baptist  Hospital. 

The  second  admission  was  June  2,  1950:  For  2x/2 
days  before  admission  the  patient  had  had  nausea 
vomiting  and  poorly  described  upper  abdominal 
discomfort  made  worse  by  sitting  up.  Slight 
jaundice  was  noticed  by  relatives  shortly  after  the 
onset.  The  color  of  urine  and  stools  was  not  noted. 
There  was  no  history  of  cardiac  disease.  A history 
was  obtained  of  a “gallbladder  attack”  without 
jaundice  15  years  previously,  but  there  had  been 
no  digestive  symptoms  since. 

Upon  examination  the  following  was  found: 
T.102  P.135  R.40  B.P.  195/110.  Patient  was 

acutely  ill  and  irrational,  the  history  being  obtained 
from  the  relatives.  The  skin  was  clammy.  There 
was  slight  jaundice  of  sclerae  and  skin.  The 
ocular  fundi  showed  grade  I hypertensive  retino- 
pathy. The  lungs  were  clear,  though  the  respira- 
tions were  rapid.  The  heart  size  was  not  de- 
termined, rapid  auricular  fibrillation  was  present 
with  a rate  of  about  140.  No  murmurs  were 
present.  Moderate  tenderness  was  present  in  the 
right  upper  quadrant  and  epigastrium.  Moderate 
tenderness  was  present  over  liver  upon  fist  per- 
cussion. No  solid  organs  were  palpable.  A low 
midline  abdominal  scar  was  present.  This  was  no 
edema.  The  neurological  examination  was  negative. 

Laboratory  studies  on  admission  were  as  follows : 
Urinalysis:  (catheterized)  orange  color,  sp.  gr. 

1.019,  albumin  4 plus,  sugar  neg.,  bile  positive; 
microscopic,  1-3  RBC  and  2-4  WBC.  RBC  6,170,000; 
Hgb : 17.4  Gm.;  WBC  11,600;  differential,  92 
segmented  neutrophiles,  1 stab,  and  5 lymphocytes. 
Blood  kahn  negative. 

Blood  chemical  studies  showed : fasting  blood 


*From  the  Departments  of  Medicine  and  Pathol- 
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sugar  135  mg.;  NPN  52  mg.;  urea  nitrogen  27.5 
mg.;  blood  chlorides  390  mg.;  serum  bilirubin  6.2 
mg.;  cephalin  flocculation  1 plus;  total  serum 
proteins  6.6  Gm.,  albumin  4.6  Gm.,  globulin  2.0  Gm.; 
prothrombin  time,  control  15  sec.,  patient  19  sec. 
The  24  hour  urine  urobilinogen  was  14.59  units. 

The  EKG  showed  auricular  fibrillation  with  a 
rate  of  150. 

Chest  x-ray  showed  cardiac  enlargement  qf  the 
left  ventricular  type  and  slight  fibrosis  in  both 
lungs.  Plain  film  of  the  abdomen  showed  an 
annular  shadow  in  the  R.U.Q.  There  was  con- 
siderable gas  in  the  stomach,  small  bowel  and 
colon. 

After  admission  the  B.P.  fell  to  130/90,  the  skin 
was  cold  and  clammy  and  the  patient  became 
stuporous. 

Treatment  consisted  of  intravenous  glucose, 
water,  vitamins,  digitoxin,  intramuscular  penicillin, 
and  crude  liver  extract.  Later  high  caloric  feed- 
ings and  Brewer’s  yeast  were  given  by  tube  and 
still  later  by  mouth. 

For  about  a week,  the  patient  was  critically  ill. 
Fever  ranged  from  100-102°.  The  blood  pressure 
stabilized  at  about  120/50,  and  the  heart  rate  re- 
mained rapid.  Then  there  was  gradual  improve- 
ment and  she  became  able  to  take  food  by  mouth. 
However  there  was  residual  weakness  and  a 
residual  mental  deficit  with  poor  memory  and 
disorientation.  The  serum  bilirubin  rose  to  as  high 
as  7.2  mg.  and  then  returned  to  normal  before 
discharge.  The  NPN  reached  81  mg.,  and  then 
returned  to  32  mg.  The  urine  finally  showed  only 
a trace  of  albumin.  The  patient  was  discharged 
to  convalesce  at  home  on  the  eighteenth  hospital 
day. 

The  final  admission  was  on  August  19,  1950. 
Three  days  before  admission  there  was  an  onset 
of  nausea,  vomiting,  upper  abdominal  pain,  and 
possibly  slight  jaundice. 

After  the  previous  hospitalization  there  had  been 
a very  slow  convalescence  with  much  weakness  and 
mental  cloudiness.  The  patient  stayed  in  bed  most 
of  the  time.  About  a month  before  the  final  ad- 
mission she  had  a transitory  thrombophlebitis  of 
the  right  leg.  Pelvic  and  rectal  examinations  done 
in  the  home  showed  no  malignancy.  Digitoxin  had 
been  stopped. 

The  abdominal  pain  in  the  final  illness  was  ap- 
proximately in  the  epigastrium  and  was  definitely 
more  severe  than  that  of  the  previous  attack. 

Examination  revealed  on  admission : T.99.6  P.120 
(irregular)  and  B.P.  100/70.  The  patient  was 
somnolent  and  with  rapid,  shallow  breathing.  There 
was  questionable  slight  jaundice,  the  lungs  were 
clear.  Rapid  auricular  fibrillation  with  a rate  of 
130  was  present.  Abdomen  was  slightly  distended, 
but  not  tympanitic.  Definite  tenderness  with  mod- 
erate rigidity  was  demonstrated  in  R.U.Q.  and 
R.L.Q.  though  there  was  no  rebound  tenderness. 
No  masses  were  felt.  Tenderness  was  present  over 
the  liver  on  fist  percussion.  No  tenderness  was 
noted  in  the  calves  and  there  was  no  edema. 


455 


December  1^50  sV' JOSEPH  HOSPITAL  CLINICAL  PATHOLOGY  CONFERENCE 


. , :T  (i  I { . _ "r, 

Urinalysis:  Orange  color,  albumin  1 plus,  sugar 
negative;  microscopic:  2-4  RBC,  30-40  WBC. 

RBC  5,040,000;  Hgb.  13^6  Gm.;  WBC  14,150; 
differential:  filamented  neutrophiles  86%;  non- 

filamented  neutrophiles  1%;  lymphocytes  13%. 

Course:  Intravenous  fluids,  Cedilanid  and  other 
supportive  measures  were  begun.  About  6 hours 
after  admission  the  patient  became  suddenly  un- 
conscious. The  blood  pressure  was  not  obtainable. 
The  respiratory  rate  became  depressed.  The  heart 
rate  was  maintained  at  about  80  per  minute  until 
just  before  death.  The  terminal  picture  was  that 
of  profound  shock. 

DR.  SCHE1NBERG:  The  case  is  now 
open  for  general  discussion.  We  would  like 
to  have  the  house  staff  as  well  as  the  attend- 
ing staff  take  part  in  the  discussion.  I per- 
sonally think  the  general  discussion  the 
most  important  part  of  the  clinical  patho- 
logy conference.  It  would  be  more  expedi- 
ent to  discuss  each  hospital  admission  of 
this  patient  separately,  as  it  is  feasible  in 
that  manner.  Who  will  volunteer  to  open 
the  discussion  ? 

I)R.  E.  E.  MCKENZIE:  The  first  admis- 
sion here,  I think,  was  in  1946.  There  is 
nothing  much  to  say  about  it  other  than 
that  she  had  a carcinoma  of  the  fundus  of 
the  uterus,  and  it  was  taken  care  of  by 
radium  and  later  by  total  hysterectomy. 
As  for  the  later  findings,  it  is  doubtful  to 
me  if  at  any  time  that  this  played  any  part 
in  the  latter  two  admissions  to  this  hospital. 
On  the  second  admission  we  have  a 76- 
year-old  woman  who  is  acutely  ill  with  an 
upper  abdominal  condition.  Now  just  what 
do  we  have  in  the  upper  abdomen  that 
would  cause  an  acute  illness  of  this  kind? 
First,  I believe  we  should  think  of  an  acute 
gallbladder.  We  see  a spherical  shadow  on 
the  plain  film  of  the  abdomen  which  could 
be  interpreted  as  a gallstone,  I presume, 
and  that  she  has  developed  an  acute  gall- 
bladder attack  with  leukocytosis  and  some 
jaundice.  I don’t  think  we  have  to  say  she 
has  a common  duct  stone,  but  she  may 
have.  The  blood  sugar  is  elevated  which 
might  make  us  think  that  pancreatitis  is 
associated  with  it.  I do  not  believe  that 
this  is  acute  pancreatitis,  neither  do  I be- 
lieve that  it  is  a malignancy  of  the  liver, 
since  she  recovered  from  the  acute  episode. 
Malignancy  of  the  liver  should  not  improve. 
I do  not  believe,  unless  it  was  in  the  ter- 


minal stage,  she  would  have  this  much  fever 
and  this  much  leukocytosis  from  carcinoma 
of  the  liver  unless, jt  were  obstructing  the 
common  duct. 

As  to  her  heart  findings  and  urine  find- 
ings at  this  admission, — she  has  probably 
had  hypertension  over  a period  of  years 
and  a toxic  nephritis.  I believe  that  the 
nephritis  is  secondary  to  the  upper  abdom- 
inal condition.  I do  not  believe  that  a 
urinary  tract  condition  is  causing  this  epi- 
sode on  this  second  admission. 

I)R.  SCHEINBERC,:  Thank  you,  Dr.  Mc- 
Kenzie. I would  like  to  ask  you  concerning 
your  statement  that  the  previous  malig- 
nancy had  no  influence  on  the  present  state 
of  the  patient.  On  what  do  you  base  that? 
It  is  an  important  statement,  and  we  would 
like  to  have  you  explain  it. 

DR.  McKENZIE:  No  masses  are  felt  in 
the  abdomen  or  pelvis.  If  we  had  a malig- 
nancy of  the  liver,  it  is  my  impression  that 
one  would  feel  a nodular  liver;  of  course  it 
would  not  have  to  be  this  way,  but  for  the 
most  part  one  would  feel  nodules  in  the 
liver.  The  chest  shows  no  metastasis. 
There  is  nothing  in  the  history  or  physical 
findings  to  show  that  there  are  any  metas- 
tases  to  the  spine  and  I would  discount 
malignancy. 

DR.  SCHEINBERG : We  have  heard  the 
surgeon  express  himself ; how  about  some- 
one on  the  medical  side. 

DR.  BLEECKER:  I happen  to  be  in  on 
this  case,  Dr.  Scheinberg. 

I)R.  SCHEINBERG:  You  can  say  any- 
thing you  like.  I don’t  see  that  you  have 
to  necessarily  give  away  the  diagnosis. 
Discuss  some  of  the  highlights  of  the  pa- 
tient as  you  saw  the  case. 

DR.  PHIL  BLEECKER:  I saw  the  pa- 
tient on  the  second  admission  with  Dr. 
Kyle,  and  at  that  time  my  feeling  was  that 
she  probably  had  hepatitis  because  of  the 
stupor,  rather  marked  jaundice  and  asso- 
ciated fever.  In  relation  to  the  gallbladder, 
1 would  say  that  at  the  time  we  first  saw 
her  we  did  not  have  a film  of  her  abdomen. 
This  was  made  later  because  she  was  too  ill 
on  admission.  We  did  not  have  the  infor- 
mation regarding  the  annular  shadow  in 
the  right  upper  quadrant.  She  was  defi- 
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nitely  tender  in  the  region  of  her  liver,  but 
it  was  not  localized  to  the  area  of  the  gall- 
bladder particularly.  She  was  tender 
throughout  the  right  upper  quadrant,  and 
it  is  noted  that  she  had  tenderness  to  fist 
percussion  which  we  feel  is  frequently  of 
significance  in  the  diagnosis  of  hepatitis. 
In  addition  there  is  no  question  but  what 
she  had  a number  of  other  findings  not  re- 
lated to  the  liver.  She  was  arteriosclerotic 
and  she  was  uremic  as  is  seen  in  the  NPN 
of  52  mgm.  We  felt  that  the  uremia  pos- 
sibly was  secondary  to  her  liver  condition, 
probably  the  beginning  of  the  so-called  hep- 
atorenal syndrome  in  which  the  kidney 
failure  is  secondary  to  the  primary  damage 
to  the  liver.  My  impression  at  that  time 
was  that  she  had  hepatitis,  generalized  ar- 
teriosclerosis, arteriosclerotic  heart  disease, 
uremia  secondary  to  liver  disease. 

DR.  SCHEINBERG:  Thank  you.  Do  you 
find  a specific  gravity  as  high  as  1.019  in 
hepatorenal  disorder?  Is  that  a lower  ne- 
phron syndrome?  What  is  your  impres- 
sion? 

I)R.  BLEECKER:  We  thought  this  pa- 
tient was  beginning  to  go  into  the  hepato- 
renal syndrome.  This  is  a reversible  pro- 
cedure; if  the  disease  clears,  the  urine  may 
resume  its  previous  state. 

DR.  SCHEINBERG:  Dr.  Kyle,  you  saw 
the  patient;  will  you  say  a few  words? 

DR.  I.  WARREN  KYLE:  To  begin  with, 
this  annular  shadow  was  thought  by  the 
radiologist  to  be  compatible  with  a gall- 
stone. Up  until  that  development,  I too 
thought  that  the  patient  had  infectious  hep- 
atitis. After  this  Dr.  Bleecker  and  I dis- 
cussed the  gallstone,  and  we  finally  decided 
that,  even  though  it  were  a possibility  that 
this  patient’s  disease  might  be  biliary  cal- 
culus, she  was  in  no  condition  for  an  ex- 
ploratory laparotomy,  and  after  a very 
stormy  illness  we  were  satisfied  to  leave 
well  enough  alone  without  exploring  her. 
The  diagnosis  on  discharge  was  infectious 
hepatitis  and  calculus  of  the  gallbladder; 
possibly  obstruction  of  the  common  bile 
duct  was  a subsidiary  diagnosis.  The  liver 
function  studies  showed  cephalin  floccula- 
tion 1 plus,  serum  protein  6.6  Gm.,  a pro- 
thrombin time  within  normal  limits,  and 


of  course  increased  bilirubin  and  urobilin- 
ogen. 

DR.  SCHEINBERG:  Do  these  studies 
point  to  an  obstruction  or  to  an  infection? 

DR.  F.  TULLIS:  I think  they  would  be 
compatible  with  either  an  acute  infectious 
hepatitis  or  with  a stone  in  the  common 
bile  duct.  I don’t  believe  that  those  par- 
ticular liver  function  studies  would  differ- 
entiate the  two.  I would  say  that  they 
would  not  decide  it  at  all. 

DR.  SCHEINBERG:  To  emphasize  this, 
you  would  say  that  these  tests  would  not 
necessarily  rule  out  acute  hepatitis. 

DR.  TULLIS:  To  me  they  do  not. 

DR.  SCHEINBERG:  Are  there  any  tests 
which  would  tend  to  rule  hepatitis  in  or 
out?  Will  anyone  suggest  any  test  that 
would  more  or  less  definitely  disprove  acute 
hepatitis  or  throw  more  doubt  on  the  diag- 
nosis of  acute  hepatitis? 

DR.  BLEECKER:  I think  possibly  the 
alkaline  phosphatase  determination  might 
be  of  some  benefit.  In  the  obstructive  va- 
riety we  might  have  some  increase,  whereas 
in  hepatitis  itself  it  would  probably  be  with- 
in the  normal  range. 

DR.  SCHEINBERG:  Thank  you,  Dr. 
Bleecker.  The  fact  that  the  urine  showed 
such  an  increase  in  urobilinogen,  would 
that  point  toward  a hepatitis  rather  than 
obstructive  type  of  jaundice  or  the  other 
way  around? 

DR.  BLEECKER:  I think  when  one  gets 
an  acute  hepatitis  it  is  the  same  thing  as  an 
obstructive  jaundice,  that  is,  there  is  ob- 
struction as  well. 

DR.  SCHEINBERG:  In  other  words,  the 
net  findings  are  those  of  an  incomplete  ob- 
struct'on  with  perhaps  possible  hepatitis. 
Is  that  what  you  think?  Dr.  Kyle,  will  you 
take  up  the  final  admission  of  this  case. 

DR.  KYLE:  I will  tell  you  a little  about 
the  patient  on  this  admission,  perhaps  more 
than  there  is  on  the  protocol.  She  had  been 
very  ill  for  three  days,  and  I should  have 
been  called  earlier  because  she  had  been 
vomiting  and  was  severely  ill  when  she  was 
hospitalized.  At  best  it  seemed  that  she 
was  suffering  rather  severe  gastric  pain, 
which  was  localized  more  than  on  previous 
admission.  There  was  tenderness  in  the 
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right  upper  quadrant  which  was  definitely 
more  marked  than  it  had  been  on  the  pre- 
vious admission.  The  course  in  the  hospital 
was  rapidly  down  hill,  and  I observed  her 
mode  of  dying  very  closely,  and  it  was  pri- 
marily shock  which  caused  her  death.  I 
can  tell  you  some  of  the  things  I thought  of. 

I thought  that  she  did  have  gallstones  on 
her  admission  at  this  time  and  that  she 
probably  had  an  acute  cholecystitis  with 
rupture  of  the  gallbladder  and  a sub-hepatic 
abscess.  In  view  of  the  developments  I 
more  or  less  abandoned  the  infectious  hep- 
atitis. 

DR.  SCHEINBERG:  Are  there  any  com- 
ments on  the  third  admission?  If  not,  we 
will  have  Dr.  Moss  describe  the  pathology 
in  the  case. 

DR.  T.  C.  MOSS:  This  elderly  woman  was  rather 
obese.  The  skin  and  sclera  showed  moderate 
jaundice.  There  was  no  fluid  in  the  abdominal 
cavity. 

The  heart  weighed  520  Gm.  Some  coronary 
arteriosclerosis  was  present  but  no  occlusions  were 
found.  There  were  no  mural  thrombi.  The  hyper- 
trophy of  the  heart  was  interpreted  to  be  the  result 
of  hypertension. 

The  liver  weighed  2100  Gm.  and  was  yellowish 
brown  in  color.  On  section  the  liver  showed  large 
ducts  filled  with  a slightly  purulent  bile.  The 
common  bile  duct  was  greatly  dilated  and  the  gall- 
bladder slightly  dilated.  The  gallbladder  contained 
many  small  faceted  calculi  of  the  mixed  type.  In 
the  ampulla  of  Vater  was  found  and  ovoid  non- 
faceted  biliary  calculus  1.5  cm.  in  diameter.  About 
1/4  of  this  stone  protruded  into  the  duodenum.  The 
pancreatic  duct  opened  proximal  to  the  stone  in 
the  ampulla  of  Vater. 

The  pancreas  was  swollen,  brawny  and  contained 
a few  small  yellowish  dull  flecks  in  the  fat.  Micro- 
scopically the  pancreas  showed  fat  necrosis  and 
acute  inflammation.  Some  old  fibrosis  was  also 
noted.  No  fat  necrosis  was  found  outside  the 
pancreas. 

The  kidneys  showed  a very  severe  arteriosclerotic 
atrophy.  The  uterus,  tubes  and  ovaries  had  been 
removed  and  there  was  no  evidence  of  recurrent 
carcinoma  from  the  body  of  the  uterus. 

The  other  autopsy  findings  were  not  significant. 
Death  was  thought  to  be  due  to  common  duct  ob- 
struction by  a biliary  calculus  in  the  ampulla  of 
Vater,  cholangitis,  and  acute  pancreatitis. 

DR.  SCHEINBERG:  Are  there  any  ques- 
tions anyone  would  like  to  ask  the  pathol- 
ogist? 

DR.  KYLE : Dr.  Moss,  do  you  think  that 
the  pancreatitis  was  severe  enough  to  cause 
the  shock-like  state? 


DR.  MOSS:  I think  that  acute  pancrea- 
titis was  the  immediate  cause  of  death  in 
this  case,  even  though  it  was  not  extreme.  1 
think  it  was  sufficient  to  cause  her  death, 
since  she  also  suffered  from  cholangitis  and 
hepatitis. 

DR.  CAMPBELL:  I wonder  if  there  was 
any  evidence  of  embolic  phenomena. 

DR.  MOSS:  We  went  on  the  assumption 
that  this  woman  had  died  of  a pulmonary 
embolism  or  a coronary  thrombosis.  It  was 
the  diagnosis  we  had  in  mind  when  we  first 
went  in;  so  we  searched  carefully  for  em- 
bolism, but  we  found  none  in  the  lungs  or 
at  any  other  place  in  the  body.  We  also 
excluded  coronary  thrombosis. 

DR.  WILLIAM  BRITT  BURNS:  Dr. 
Moss,  was  the  pancreas  as  a whole  very 
hard?  You  know  pancreatitis,  particularly 
chronic  pancreatitis,  is  very  hard. 

DR.  MOSS:  This  patient  had  some  pan- 
creatitis. The  increase  of  fibrous  tissue 
with  some  lymphocytic  infiltration  is  a fair- 
ly good  index  to  chronic  pancreatitis.  This 
woman  had  previous  pancreatic  infections. 

I)R.  SCHEINBERG:  This  case  gives  us 
an  excellent  opportunity  for  discussing  the 
subject  of  gallbladder  disease  and  its  rela- 
tionship to  pancreatic  disease.  In  explor- 
ing this  subject,  I have  asked  a medical  man 
and  a surgeon  to  present  their  different 
points  of  view — Dr.  Campbell,  the  medical, 
and  Dr.  Grobmyer,  the  surgical.  Dr.  Camp- 
bell will  give  us  his  remarks  first. 

DR.  E.  G.  CAMPBELL:  It  has  long  been 
known  that  a close  relationship  exists  be- 
tween gallbladder  disease  and  pancreatitis. 
It  is  a safe  estimate  that  fully  75  per  cent 
of  cases  of  pancreatitis  have  associated  bil- 
iary tract  disease.  Acute  pancreatitis  may 
fall  into  one  of  three  categories:  (1)  non- 
hemorrhagic,  edema  without  fat  necrosis; 
(2)  nonhemorrhagic  with  edema  and  fat 
necrosis;  (3)  hemorrhagic.  It  is  impossible 
to  know7  whether  these  forms  are  distinct 
entities  or  merely  progressive  stages  of  the 
same  disease.  The  mortality  rate  is  much 
higher  in  the  hemorrhagic  form,  being 
about  60  per  cent,  while  in  the  nonhem- 
orrhagic form  it  ranges  from  5 to  20  per 
cent. 
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The  etiology  is  uncertain  although  some 
cases  may  he  the  result  of  trauma,  mumps, 
obstruction  of  the  ampulla  of  Vater  or  per- 
foration of  disease  of  adjacent  viseera. 
The  inflammatory  changes  have  been  at- 
tributed to  the  regurgitation  of  bile  into 
major  pancreatic  duct.  Bile  salts  will  cause 
necrosis  of  the  pancreatic  cells,  allowing  re- 
lease of  pancreatic  enzymes  which  digest  tis- 
sue, fat  and  protein.  The  resulting  fatty 
acids  combine  with  calcium  ions  to  form  the 
insoluble  “white  soap”  deposits  which  are 
the  pathogonomonic  plaques  of  fat  necrosis. 
A rise  in  the  concentration  of  serum  lipase 
and  amylase  follows  the  local  release  and  ab- 
sorption of  these  pancreatic  ferments.  It 
is  likely  that  digestion  and  necrosis  of  the 
vascular  walls  with  resultant  hemorrhage 
are  caused  similarly. 

It  has  been  observed  for  some  time  that 
attacks  of  acute  pancreatitis  occur  rather 
frequently  following  the  eating  of  a heavy 
meal  or  the  ingestion  of  alcohol.  Experi- 
mentally acute  pancreatitis  has  been  in- 
duced by  ligation  of  the  main  pancreatic 
duct,  following  the  administration  of  stim- 
ulating drugs  such  as  acetylcholine,  eser- 
ine,  pilocarpine  and  secretin. 

The  onset  is  usually  abrupt.  Pain  is 
severe  and  constant  and  usually  centers  in 
the  epigastium  and  radiates  to  the  back. 
Other  typical  symptoms  in  severe  cases  are 
as  follows:  nausea,  vomiting,  tenderness 
and  upper  abdominal  muscle  spasm,  de- 
creased peristalsis,  tachycardia  and  vaso- 
motor collapse.  Since,  theoretically,  an  ob- 
struction of  the  ampulla  of  Vater  by  a 
common  duct  stone  or  by  a spasm  of  the 
sphincter  of  Oddi  may  be  an  etiological 
factor,  especially  in  the  hemorrhagic  form, 
it  is  not  surprising  that  many  of  the  pa- 
tients are  jaundiced.  Moderate  fever  and 
leucocytosis  occur. 

Chronic  pancreatitis  may  be  the  sequel 
to  an  acute  attack  of  pancreatic  necrosis  or 
of  one  or  more  attacks  of  the  mild  form  of 
acute  pancreatitis.  Not  uncommonly  the 
underlying  factor  is  pancreatic  stasis 
brought  about  by  stenosis  of  the  pancreatic 
ducts  or  by  occlusion  caused  by  a calculosis 
or  a tumor. 

Among  the  causes  of  chronic  pancreatitis 


are  chronic  alcoholism,  syphilis  and  tuber- 
culosis. 

Fibrosis  and  atrophy  are  the  predomi- 
nant features  of  chronic  pancreatitis.  In 
chronic  interlobular  pancreatitis  which  may 
result  from  pancreatic  duct  obstruction,  the 
head  of  the  gland  is  most  often  involved. 
There  is  an  overgrowth  of  connective  tissue 
between  the  lobules,  the  acini  atrophy,  but 
the  islands  of  Langerhans  are  not  de- 
stroyed. As  a result  only  the  digestive 
function  of  the  pancreas  suffers.  Diabetes 
is  rarely  associated  with  this  type  of  chron- 
ic pancreatitis. 

On  the  other  hand,  in  the  so-called  chron- 
ic interacting  pancreatitis  there  is  both  in- 
teracinar  and  interlobular  fibrosis  and  the 
lesion  may  embrace  the  islands  of  Langer- 
hans as  well  as  the  acinar  glands.  This 
type  of  fibrosis  often  accompanies  arterio- 
sclerotic changes  in  the  pancreas.  No  part 
of  the  pancreas  is  spared  in  interacinar 
sclerosis ; the  lesion  involves  the  head,  body 
and  tail.  Hyperglycemia,  glycosuria,  low 
carbohydrates  tolerance  and  other  evi- 
dences of  diabetes  are  important  points  in 
diagnosis  as  is  the  occurrence  of  steator- 
rhea and  creatorrhea.  The  extent  of  im- 
pairment of  the  digestive  function  is  re- 
vealed by  the  fat  content  of  the  stool  and 
more  precisely  by  a study  of  the  percentage 
utilization  of  fat  and  protein. 

DR.  SCHEINBERG:  Dr.  Grobmyer  will 
now  give  us  the  surgeon’s  point  of  view. 

DR.  A.  J.  GROBMYER:  The  case  pre- 
sented and  discussed  tonight  is  not  repre- 
sentative of  cholecystic  and  pancreatic  dis- 
ease per  se,  but  of  the  progressive  nature 
of  cholecystitis  and  the  end  results  or 
complications  resulting  from  untreated 
cholecystic  pathology. 

Most  cases  of  late  biliary  tract  disease 
come  from  three  sources:  First,  those  indi- 
viduals who  do  not  seek  medical  advice  until 
complications  have  already  occurred,  as  was 
true  in  the  case  presented  tonight.  Second, 
those  who  are  known  to  have  gallstones  and 
refuse  surgery.  Third,  those  individuals 
whose  cholecystograms  were  inconclusive 
and  where  no  further  effort  was  made  to 
clarify  the  situation  and  to  make  some  final 
decision  before  initiating  definitive  therapy. 
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There  is  very  little  that  you  and  1 can  do 
in  the  first  two  groups,  but  we  can  and 
should  do  better  with  the  third  group.  If 
one  considers  that  gallbladder  disease  is  a 
progressive  disease  and  that  gallstones,  in- 
fection and  obstruction  simply  represent 
engrafted  pathology  resulting  from  some 
basic  disturbance  in  anatomy  or  function, 
the  problem  is  made  considerably  easier. 
At  the  present  time,  one  cannot  consider 
the  presence  of  gallstones  or  non-calculus 
cholecystic  disease,  as  demonstrated  by 
repeated  series  of  gallbladder  X-rays,  as 
sufficient  evidence  that  surgery  can  be  ex- 
pected to  produce  a cure.  It  is  now  neces- 
sary to  know  in  advance  of  any  anticipated 
surgery  what  the  status  of  the  liver,  stom- 
ach and  pancreas  is,  and  whether  there  is 
any  spasm  of  the  sphincter  of  Oddi,  or  any 
parasitic  infection  in  the  intestinal  tract. 
Any  of  these  might  alter  the  prognosis 
with  regard  to  an  anticipated  cure  of  sur- 
gery. 

If  we  know  these  factors  in  advance,  as 
we  should,  we  are  then  in  a position  to  pre- 
dict fairly  accurately  the  results  of  extir- 
pation of  the  engrafted  pathology.  Many 
cases  of  gallbladder  and  pancreatic  dys- 
function may  be  expected  to  respond  to 
surgery  alone,  but  the  largest  group  will 
require  a combination  of  medical  and  surgi- 
cal therapy  if  the  maximum  benefit  is  to  be 
obtained.  The  correct  management  of  the 
case  presented  tonight  remains  one  of  the 
difficult  and  also  one  of  the  partly  unsolved 
problems  in  this  field.  Since  it  is  represent- 
ative of  both  pancreatic  and  late  biliary 
pathology,  I think  it  is  well  to  review  our 
present  concept  of  pancreatitis. 

An  infectious  origin  of  pancreatitis  seems 
unlikely  and  certainly  lacks  both  clinical 
and  laboratory  proof.  Before  one  accepts 
the  common  channel  theory,  or  the  reflux  of 
bile  into  the  pancreatic  ducts  as  the  cause 
of  pancreatitis,  two  important  prerequi- 
sites must  be  fulfilled.  First,  the  anatomic 
possibility  of  the  formation  of  a common 
channel  in  a reasonable  percentage  of  per- 
sons must  be  present,  and  the  two  ducts 
must  not  only  unite  to  form  a common  am- 
pulla, but  this  union  must  be  at  a sufficient 
distance  from  the  duodenal  orifice  to  allow 


for  obstruction  of  the  orifice  without  ob- 
structing either  of  the  ducts.  The  second 
prerequisite  is  that  once  a common  channel 
is  formed,  the  direction  of  flow  must  be 
toward  the  pancreas  rather  than  the  re- 
verse. The  maximal  secretory  pressure  of 
the  pancreas  in  animals  has  been  shown  to 
exceed  that  of  the  liver  which  has  been 
estimated  to  be  325  mm.  of  water,  and  most 
cases  of  pancreatitis  occur  two  hours  after 
a rather  heavy  meal  at  which  time  the  se- 
cretory pressure  of  the  pancreas  is  at  its 
maximum  which  is  rather  strong  evidence 
against  this  theory. 

If  these  same  values  hold  true  for  the 
human,  some  other  factor  would  have  to 
determine  the  direction  of  flow  rather  than 
just  the  secretory  pressure  of  the  liver  and 
pancreas  per  se.  In  the  human,  this  is 
thought  to  be  the  presence  and  patency  of 
an  accessory  pancreatic  duct,  or  duct  of 
Santorini,  which  would  then  nullify  the 
secretory  pressure  of  the  pancreas  and  al- 
low bile  to  flow  into  the  pancreatic  ducts. 

This  is  the  most  widely  accepted  theory 
at  the  present  time  and  the  one  which  forms 
the  basis  for  our  present-day  therapy,, 
though  undoubtedly  metaplasia  of  the  pan- 
creatic ducts,  pancreatic  stones,  strictures, 
edema  and  tumors  account  for  many  cases 
of  pancreatitis.  Trauma,  also,  has  been 
known  to  produce  acute  pancreatitis,  and  it 
is  very  likely  that  primary  changes  in  the 
blood  vessels  of  the  pancreas,  such  as 
thrombosis,  embolism  or  rupture  may  pre- 
cipitate pancreatitis,  though  this  remains 
unproven  at  the  present  time.  Once  a com- 
mon channel  is  formed  and  there  is  reflux 
of  bile  into  the  pancreatic  ducts,  a chain  of 
events  occurs  which  produces  what  we  call, 
clinically,  acute  edematous  pancreatitis  or 
acute  necrotizing  pancreatitis.  Investigat- 
ors believe  that  regurgitated  bile  salts  in  an 
alkaline  pancreatic  medium  are  necrotizing 
and  that  calcium  or  some  other  component 
part  of  the  bile  activates  the  pancreatic 
trypsinogen  to  the  proteolytic  enzyme, 
trypsin.  If  this  theory  is  correct,  then  the 
bile  salts  and  trypsin  would  then  be  respon- 
sible for  the  death  and  hydrolysis  of  the 
pancreatic  cells.  The  reaction  of  the  pan- 
creas to  an  injury,  be  it  physical,  chemical 
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or  bacterial,  is  essentially  that  of  any  other 
abdominal  organ  and  is  manifested  by 
edema,  vascular  engorgement  and  exudate 
producing  swelling  of  the  pancreas.  The 
microscopic  picture  is  similar  to  that  seen 
in  early  acute  appendicitis  or  acute  chole- 
cystitis. The  edema  produces  pressure  on 
the  vascular  tree  and  secondary  ischemia. 
A vicious  circle  is  set  up  which,  in  the  end, 
results  in  the  death  of  pancreatic  tissue. 
Once  the  pancreatic  acini  are  damaged  and 
enzymes  are  released  into  the  surrounding 
tissue,  there  is  an  absorption  of  the  en- 
zymes into  the  blood  stream  chiefly,  and 
partly  into  the  lymphatics.  This  absorp- 
tion results  in  an  increased  amount  of  amy- 
lase and  lipase  in  the  circulating  serum  and 
forms  the  basis  for  our  diagnostic  tests  at 
the  present  time.  Along  this  line  it  should 
be  remembered  that  other  diseases  such  as 
a penetrating  posterior  wall  duodenal  ulcer 
and  peritonitis  of  appendiceal  origin  will 
also  produce  an  elevated  blood  amylase.  It 
has  not  been  possible  to  accurately  measure 
the  concentration  of  trypsin  in  the  serum, 
but  it  is  probably  elevated  as  are  the  amy- 
lase and  lipase. 

These  increased  circulating  enzymes  are 
thought  to  be  responsible  for  liver  damage 
which  is  so  frequently  seen  associated  with 
pancreatitis.  Many  of  these  patients  are 
jaundiced  and  liver  function  tests  indicate 
hepatic  damage.  The  cholangitis  may  be 
either  bacterial  or  enzymatic  or  both. 

Gallbladder  dysfunction,  as  shown  by 
cholecystography,  is  also  a frequent  finding 
in  patients  suffering  from  acute  pancrea- 
titis. However,  the  cholecystograms  usual- 
ly return  to  normal  within  a few  weeks 
after  the  acute  episode.  The  effect  of  the 
increased  circulating  enzymes  on  the  gas- 
trointestinal tract,  cardiovascular  system 


and  respiratory  tract  has  not  been  worked 
out  with  any  degree  of  certainty  and  prob- 
ably the  disturbance  in  these  various  sys- 
tems may  be  nonspecific.  Hypocalcemia 
has  been  reported  and  is  thought  to  result 
from  the  removal  of  the  circulating  calcium 
ions  to  form  soaps.  Some  investigators 
believe  a blood  calcium  below  7 mgs.  indi- 
cates a fatal  prognosis.  Another  rather 
common  finding  during  the  acute  illness  is 
hyperglycemia,  thought  to  result  from  the 
destruction  of  the  islet  cells,  but  this  has  not 
been  proven,  and  it  is  more  reasonable  to 
assume  that  sympathetic  stimulation  fol- 
lowed by  release  of  epinephrine  is  the  cause 
of  the  elevated  blood  sugar. 

Death  from  pancreatitis  is  the  result  of 
toxemia,  and  the  cause  of  toxemia  seems  to 
be  infection  which  is  most  likely  a secon- 
dary factor  as  far  as  the  etiology  of  pancre- 
atitis is  concerned. 

Present-day  therapy  for  acute  pancrea- 
titis centers  around  decompression  of  the 
biliary  tree,  prevention  of  ischemia  by 
splanchnic  blocks,  treatment  of  the  associ- 
ated pancreatitis  with  antibiotics,  drainage 
of  collections  occurring  in  the  pancreatic 
area  and  by  efforts  to  stop  or  decrease  the 
secretion  of  the  acini  by  irradiation  of  the 
pancreas. 

It  is  with  this  latter  type  of  therapy  that 
we  have  been  most  interested.  We  have 
accumulated  eighteen  cases  to  date,  seven- 
teen of  which  have  had  roentgen  therapy 
as  a definitive  form  treatment  and  one  case 
in  which  X-ray  therapy  was  combined  with 
decompression.  Sixteen  of  the  cases  are 
well  and  free  of  recurrences  for  periods 
ranging  from  nine  months  to  five  years. 
Two  cases  continue  to  have  mild  recurrent 
bouts  of  pancreatitis. 
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Gastroenterological  Conference 

DR.  WILLIAM  L.  ALS0BR00K : This 
afternoon  we  have  a case  of  chronic  nonspe- 
cific ulcerative  colitis.  This  is  a disease 
of  unknown  etiology  which  is  characterized 
by  the  frequent  passage  of  bloody  stools, 
though  at  times  they  may  be  mucoid  in 
character  and  associated  with  fever,  ab- 
dominal cramps  and  anorexia,  particularly 
during  exacerbations.  It  is  a disease  of  a 
chronic  remittent  type  with  considerable 
variation  in  its  severity.  The  colon  pre- 
sents a rather  typical  picture  of  multiple 
ulcerations  and  the  mucosa  is  extremely 
friable.  It  is  a debilitating  disease  and 
patients  who  are  so  afflicted  with  it  become 
cachectic  and  have  numerous  complications. 

There  have  been  different  theories  ad- 
vanced concerning  its  etiology,  but  the  great 
difficulty  is  that  it  is  impossible  to  repro- 
duce the  lesions  in  the  experimental  animal. 
Its  remitting  character  also  makes  it  diffi- 
cult to  evaluate  any  specific  therapeutic 
agent.  Many  of  the  theories  concerning  its 
etiology  have  waxed  and  waned.  The  dip- 
lostreptococcus  of  Bargen  enjoyed  a con- 
siderable vogue  for  a while.  Fungi  and 
other  pathogenic  organisms  have  been  im- 
plicated. At  the  present  time  we  are  pass- 
ing through,  I think,  the  lysozyme  period 
of  ulcerative  colitis.  Approximately  two 
years  ago  anti-lysozymes  offered  consider- 
able hope  in  the  therapy  of  patients  with 
chronic  ulcerative  colitis.  But  since  that 
time  further  work  with  anti-lysozvme  sub- 
stances have  been  rather  disappointing. 
Apparently  there  have  been  a few  rather 
remarkable  cures,  but  by-and-large  it  can- 
not be  determined  how  many  were  spon- 
taneous remissions.  The  psychiatrists  have 
entered  the  field  and  have  many  interesting 
theories  concerning  ulcerative  colitis.  These 
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psychiatric  aspects  have  not  been  proven  to 
be  the  sole  cause  of  the  disease. 

It  is  rather  fortunate  that  approximately 
only  5 per  cent  of  the  cases  run  an  acute 
fulminating  course  with  anorexia,  pyrexia 
and  copious  bloody  stools.  The  great  ma- 
jority of  patients  present  a chronic  course 
with  occasional  flare-ups  requiring  hospi- 
talization and  are  able  to  carry  on  with 
their  normal  vocation  between  these  exa- 
cerbations. 

DR.  GEORGE  A.  BISHOPRIC:  R.T.M.  is  a 
27-year-old  unemployed  Italian  male  who  was  first 
admitted  to  this  hospital  in  October,  1947,  com- 
plaining of  abdominal  pain  and  diarrhea. 

His  history  dates  back  to  1943,  at  which  time  he 
experienced  an  episode  of  diarrhea  which  lasted  for 
several  days.  The  stools  were  loose  and  watery 
and  contained  no  blood  or  pus.  From  1943  until 
1946  he  had  several  episodes  lasting  from  one  to 
two  days  and  subsiding  spontaneously.  He  had  not 
noted  the  character  of  these  stools.  In  November 
of  1946  he  again  had  an  episode  of  diarrhea,  and  at 
this  time  the  stools  contained  small  amounts  of 
reddish  material  which  he  thought  was  blood.  They 
also  contained  a moderate  amount  of  mucus.  He 
continued  to  have  from  12  to  14  stools  daily  for 
approximately  11  months  prior  to  admission.  He 
had  often  been  awakened  because  of  diarrhea  and 
on  numerous  occasions  was  forced  to  get  up  nearly 
every  hour  during  the  night.  He  had  received 
bismuth,  paregoric,  carbosone  and  sulfonamides, 
prescribed  by  his  physician,  without  any  relief. 
He  had  been  unable  to  work  for  approximately  a 
year  prior  to  admission  because  of  the  diarrhea. 
Six  months  prior  to  admission  he  had  weighed  140 
pounds;  his  admission  weight  was  115  pounds. 

His  past  history  revealed  an  episode  of  jaundice, 
the  details  of  which  were  lacking,  which  lasted 
approximately  a week,  during  which  time  he  had 
been  kept  in  bed  by  his  physician.  This  occurred 
in  June,  1946. 

His  social  history  revealed  that  his  mother  and 
father  had  been  divorced  when  the  patient  was  a 
small  child.  He  had  lived  in  many  foster  homes, 
had  received  numerous  beatings  in  these  foster 
homes  and  had  been  extremely  unhappy.  At  the 
age  of  17  he  joined  the  C.C.C.  and  later  joined  the 
Navy.  While  in  the  service  he  was  sent  to  the 
guardhouse  for  3 to  4 days  because  of  some  in- 
fraction of  the  rules  but  eventually  received  an 
honorable  discharge.  It  is  interesting  that  one 
brother  received  a dishonorable  discharge.  He  had 
married  approximately  3 years  prior  to  admission 
to  a divorcee  who  had  one  child.  He  moved  from 
California  to  live  in  the  Tennessee  mountain  home 
of  his  wife’s  family.  There  has  been  a long  story 
of  social  maladjustment  throughout  his  life. 

Physical  examination  revealed  a temperature  of 
99°,  pulse  120,  and  blood  pressure  110/60.  He  was 
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a pale-appearing  male.  Physical  examination  was 
within  normal  limits,  with  the  exception  of  abdom- 
inal tenderness  without  any  palpable  viscera,  and 
extreme  rectal  tenderness  without  masses. 

Admitting  laboratory  studies  revealed  3.3  mil- 
lion red  cells  with  11.5  grams  hemoglobin;  the 
differential  picture  was  within  normal  limits.  Uri- 
nalysis was  within  normal  limits.  Serologic  test 
for  syphilis  was  negative.  Stool  examination  was 
positive  for  occult  blood  and  microscopic  examina- 
tion l’evealed  many  white  and  red  cells.  A dozen 
stools  were  examined  for  parasites  and  cultured 
for  pathogens;  these  were  all  negative.  Fungus 
cultures  of  the  stools  were  also  negative.  His  chest 
X-ray  was  normal. 

A barium  enema  revealed  edema  of  the  colonic 
mucosa  and  loss  of  the  normal  haustrations  of  the 
colon.  The  findings  were  considered  characteristic 
of  chronic  ulcerative  colitis.  Sigmoidoscopic  ex- 
amination revealed  that  the  mucosa  of  the  rectum 
and  sigmoid  was  friable,  granular  in  appearance, 
and  bled  easily  on  trauma.  There  was  no  evidence 
of  any  polyp  seen.  Smears  were  made  directly 
from  the  ulcerated  areas  and  no  amoeba  or  other 
pathogens  were  found. 

While  in  the  hospital  he  continued  to  experience 
from  five  to  twenty  watery  stools  daily,  many  con- 
taining gross  blood.  He  was  placed  on  tincture  of 
belladonna,  a bland  diet  and  was  given  sulfathala- 
dine  to  clear  up  secondary  infection  in  the  colon. 
On  this  routine  he  improved  moderately,  his  stools 
dropped  to  approximately  six  a day  and  contained 
no  blood.  He  was  given  four  transfusions.  His 
daily  temperature  approximated  100°  for  ten  days 
after  admission,  therafter  dropping  to  normal. 
Three  weeks  after  admission  he  developed  a gan- 
grenous area  on  the  lateral  aspect  of  the  right  lower 
leg,  which  was  eventually  drained  of  5 to  8 cc.  of 
purulent  material.  He  became  febrile  again  and 
he  was  started  on  antibiotic  therapy,  with  warm 
soaks  to  the  leg  area.  Coincidentally,  his  diarrhea 
returned.  Cultures  from  the  leg  area  revealed  a 
pure  culture  of  Staphylococcus  aureus.  The  ulcer 
gradually  healed  over  the  next  two  months  and  he 
was  eventually  discharged  as  moderately  improved 
after  120  days  of  hospitalization.  He  was  having 
4 to  5 stools  daily  which  were  loose  but  contained 
no  mucus  or  blood.  Liver  function  studies  carried 
out  during  this  admission  were  within  normal  lim- 
its. During  this  admission  he  was  seen  by  a psy- 
chiatrist who  made  a diagnosis  of  inadequate  per- 
sonality with  dependent  features.  He  was  dis- 
charged with  diagnosis  of  Chronic  Ulcerative  Co- 
litis, Inadequate  Personality  with  passive  dependent 
features  and  Furunculosis  of  the  right  lower  leg. 

Second  Admission  (July,  1948).  Following  dis- 
charge from  the  hospital  he  obtained  employment 
in  an  easy  job  whei-e  he  got  along  very  well,  having 
3 to  4 loose  stools,  without  blood,  daily.  This  em- 
ployment lasted  about  three  months,  when  he  was 
laid  off  and  was  forced  to  seek  employment  in  a 
job  which  required  more  physical  labor.  He  did 


not  think  that  this  second  job  paid  well  enough  and 
he  quit  after  three  days.  After  quitting  this  job 
he  did  notice  a recurrence  of  his  diarrhea  and  he 
felt  rather  weak.  He  then  remained  unemployed 
for  approximately  six  weeks,  at  which  time  he 
secured  another  job  digging  ditches.  He  considered 
this  too  hard  work  for  him  and  he  noted  a flare-up 
of  his  diarrhea.  A week  prior  to  admission  he  quit 
work. 

At  the  time  of  admission  he  was  having  5 to  10 
loose  stools  daily,  containing  blood,  and  he  was 
having  considerable  abdominal  cramping.  He  had 
taken  no  medication  for  some  weeks  prior  to  ad- 
mission. 

His  temperature  on  admission  was  98.8",  pulse 
was  84  and  blood  pressure  124/70.  Physical  exam- 
ination showed  little  change  from  previous  find- 
ings. He  had  marked  abdominal  tenderness.  There 
were  no  palpable  viscera  and  the  rectal  examina- 
tion was  not  remarkable  except  for  extreme  rectal 
tenderness.  Sigmoidoscopic  examination  revealed 
little  change  from  the  previous  examination,  other 
than  there  seemed  to  be  slight  narrowing  of  the 
lumen  of  the  bowel.  The  examiner  did  not  feel  that 
this  process  was  quite  as  acute  as  that  seen  on  his 
previous  examination. 

His  admitting  laboratory  work  revealed  12.5  Gm. 
of  hemoglobin  and  4.1  million  red  cells.  Stools 
contained  occult  blood  and  no  ova  or  parasites  were 
seen.  These  were  repeated  on  numerous  occasions 
with  no  finding  of  ova  or  parasites.  Liver  function 
studies  were  within  normal  limits. 

Barium  enema  revealed  irritability  and  loss  of 
haustrations  of  the  colon  with  shaggy  outline  of 
the  mucosa.  On  double  contrast  films  it  presented 
a typical  granular  appearance. 

A psychiatrist  again  noted  his  mental  traumatic 
background  and  felt  it  to  be  responsible  to  a great 
degree  for  his  present  status.  In  the  hospital  he 
was  given  again  a course  of  sulfadiazine,  antispas- 
modis  and  a bland  diet.  As  his  stools  gradually 
diminished  he  lost  his  pain  and  he  began  to  gain 
weight.  He  was  discharged  after  53  days  of  hos- 
pitalization. It  might  be  noted  that  at  this  time 
there  was  no  evidence  of  any  leg  ulcer.  The  old 
areas  were  well  healed. 

Third  Admission  (June,  1949).  Following  his 
last  discharge  from  the  hospital  he  had  gone  home 
and  had  not  attempted  to  work  except  to  have  a 
small  garden.  His  occasional  flare-ups  of  diarrhea 
would  last  for  one  or  two  days,  but  the  stools  did 
not  contain  any  blood.  Three  weeks  prior  to  this 
admission  he  had  developed  mild  abdominal  cramps 
which  had  become  progressively  more  severe.  He 
had  begun  to  have  5 to  15  loose  stools  daily  which 
were  grossly  bloody.  He  was  placed  on  sulfadiazine 
which  produced  only  slight  relief  of  his  symptoms. 
He  had  lost  about  ten  pounds  of  weight  since 
previous  discharge. 

His  physical  examination  showed  no  change  from 
previous  findings.  There  was  little  change  in  the 
sigmoidoscopic  appearance  and  the  X-rays  of  th? 
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colon  showed  only  very  slight  changes.  His  blood 
count  revealed  4.5  million  red  cells  with  14.5  Gm. 
hemoglobin.  Repeated  stool  examinations  were 
negative  for  ova,  parasites  and  pathogenic  bacte- 
ria. His  temperature  was  102.4°  on  admission  but 
quickly  fell  to  normal  by  his  second  hospital  day 
and  remained  normal  throughout  his  period  of  hos- 
pitalization. 

He  was  placed  on  a bland  diet,  with  bismuth  and 
paregoric  and  sulfathaladine.  By  his  eighth  hos- 
pital day  he  was  asymptomatic  and  had  only  four 
or  five  well-formed  stools  daily.  He  had  no  more 
blood  in  his  stools. 

He  was  again  seen  by  a psychiatrist  who  made  a 
diagnosis  of  inadequate  personality  and  psychoge- 
nic gastrointestinal  reaction.  It  was  felt,  in  view 
of  his  extremely  faulty  background  and  somewhat 
limited  intelligence,  that  he  would  not  be  amenable 
to  any  constructive  type  of  psychotherapy.  It  was 
felt  that  he  could  possibly  work  out  a satisfactory 
vocational  niche  in  the  future  and  his  adjustment 
might  be  improved. 

Fourth  Admission  (September  21,  1950).  On  the 
patient’s  return  home  he  had  had  three  to  four 
loose  stools  daily  which  contained  no  blood.  He 
also  would  have  occasional  flare-ups  for  a day  or 
two  during  which  he  would  have  eight  or  ten  stools. 
These  were  associated  with  emotional  stress.  For 
approximately  six  months  prior  to  admission  he 
had  felt  his  diarrhea  was  somewhat  better.  He 
bad  had  no  abdominal  cramps  and  only  two  or  three 
stools  daily  all  of  which  were  well  formed. 

Five  weeks  prior  to  admission  he  had  a flare-up 
of  his  diarrhea  and  noted  a moderate  amount  of 
blood  in  his  stools.  This  continued  unabated  and 
three  days  later  he  noticed  the  onset  of  a small 
pimple  on  his  right  leg.  He  said  that  this  broke 
down  and  began  to  drain  a purulent  fluid.  Over  a 
period  of  five  weeks  prior  to  admission  the  small 
area  on  his  leg  became  progi'essively  larger,  his 
diarrhea  increased  and  he  began  having  bloody 
stools.  He  was  again  admitted  to  the  hospital. 

On  admission  he  had  a temperature  of  102.° 
There  was  no  change  in  blood  pressure  from  pre- 
vious admission.  He  was  rather  emotional,  appre- 
hensive and  appeared  rather  pale.  On  the  lateral 
portion  of  the  right  leg  was  a large  ulcer  approxi- 
mately 5 x 15  cm.  in  diameter  which  was  foul  smell- 
ing and  was  draining  a considerable  amount  of 
purulent  material  and  there  was  a considerable 
amount  of  inflammatory  change  around  the  edges. 
The  ulceration  was  approximately  7 x 10  mm.  in 
depth.  There  was  associated  inguinal  adenopathy. 
There  were  moderate  epigastric  and  generalized 
abdominal  tenderness.  No  viscera  were  palpable. 

Blood  count  showed  3.6  million  red  cells  and  11.5 
Gm.  hemoglobin.  Urinalysis  was  negative  and  se- 
rum proteins  were  within  normal  limits.  Cultures 
from  the  ulcerated  area  revealed  a pure  culture  of 
Staphylococcus  aureus. 

He  was  given  continuous  wet  dressings  for  the 
leg  and  started  on  penicillin.  On  this  routine  the 


ulcerated  area  seemed  to  clear  up  moderately.  By 
the  fourteenth  hospital  day  the  ulcerated  area  had 
cleared  to  such  an  extent  that  skin  grafting  was 
feasible.  At  this  time  a graft  was  placed  over  the 
entire  ulcerated  area. 

In  the  meanwhile  he  has  been  troubled  with  pass- 
ing a considerable  amount  of  blood  per  rectum.  He 
was  given  Chloromycetin  without  any  effect  and 
also  was  given  an  anti-lysozyme  substance  in  the 
form  of  sodium  lauryl  sulfate  in  combination  with 
a polyomine  resin,  which  temporarily  seemed  to 
cause  a slowing  of  his  diarrhea.  By  the  twelfth 
day  his  diarrhea  diminished  to  four  very  loose 
stools  daily,  showing  only  small  amounts  of  blood. 
Stool  examinations  were  negative  for  any  parasites 
and  ova.  His  diari-hea  gradually  subsided  follow- 
ing skin  grafting  and  his  condition  improved.  At 
the  time  the  graft  was  dressed  at  the  end  of  seven 
days  it  appeared  to  be  healing  well.  By  the  twen- 
ty-fifth hospital  day  his  improvement  seemed  to  be 
satisfactory  and  since  the  rather  large  leg  ulcer 
which  had  been  the  matter  of  the  moment  was  un- 
der control,  the  colon  studies  were  carried  out. 

Sigmoidoscopy  was  done  again,  and  this  time  at 
a distance  of  15  centimeters  there  was  found  a 
large  polyp  which  was  removed.  Section  of  this 
was  reported  as  a true  adenoma.  The  mucosa 
throughout  the  entire  area  was  shaggy,  granular 
and  bled  easily  with  trauma. 

After  approximately  32  days  he  again  had  a 
flare-up  of  his  diarrhea  and  passed  numerous 
bloody  stools.  The  skin  graft  over  the  ulcerated 
area  began  to  slough.  He  also  developed  gangrene 
of  the  skin  both  above  and  below  the  previous  ulcer. 
The  leg  ulcer  had  eroded  down  to  the  fascia  in 
several  places.  Cultures  from  this  leg  revealed 
only  Staphylococcus  aureus.  Anaerobic  and  fungus 
cultures  were  all  sterile. 

At  this  time  he  was  given  a blood  transfusion. 
On  the  forty-fifth  hospital  day  ileostomy  was  car- 
ried out  under  spinal  anesthesia.  Within  24  hours 
following  ileostomy  the  leg  ulcer  showed  marked 
evidences  of  improvement.  Spreading  of  the  cel- 
lulitis ceased  and  a rapid  and  progressive  subsid- 
ence of  infection  and  gangrene  was  noted.  The 
granulating  bed  soon  became  healthy  in  appearance 
and  the  patient  was  skin  grafted  successfully  three 
weeks  following  ileostomy.  The  local  changes  in 
the  colonic  mucosa  have  improved  markedly,  as  has 
his  general  physical  condition. 

DR.  ALSOBROOK:  Dr.  Adams,  would 
you  comment  on  this  patient’s  personality? 

DR.  HUGH  ADAMS:  He  has  been  seen 
by  the  psychiatric  service  on  several  occa- 
sions and  diagnoses  of  inadequate  person- 
ality and  gastrointestinal  conversion  reac- 
tion have  been  made.  He  has  not  been 
studied  psychiatricall.v  on  this  admission. 
I think  we  can  get  a great  deal  of  informa- 
tion from  the  social  history  previously  re- 
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corded.  He  did  have  a very  traumatic  child- 
hood. He  never  had  a real  mother  figure 
in  his  life,  and  for  his  first  fifteen  years  he 
was  literally  kicked  from  one  hostile  woman 
to  another.  He  went  into  the  Army,  came 
out  and  took  up  the  same  familiar  pattern — 
his  wife,  his  mother-in-law,  and  his  grand- 
mother. He  has  never  really  had  the  chance 
to  receive  the  affection  which  we  know  is 
absolutely  essential  to  emotional  maturity. 
It  has  been  pointed  out  that  his  emotional 
flare-ups  and  gastrointestinal  flare-ups 
have  been  closely  related. 

I)R.  ALSOBROOK:  Dr.  Deibert,  will  you 
review  his  X-rays? 

DR.  KIRK  R.  DEIBERT:  This  is  an 
analysis  of  the  upper  gastrointestinal  series 
performed  October  31,  1950,  which  revealed 
no  intrinsic  lesion.  The  only  significant 
changes  which  are  identified  are  moderate 
prominence  of  the  splenic  outline  and  de- 
layed small  bowel  motility.  This  is  asso- 
ciated with  a coarse  muscosal  pattern  par- 
ticularly of  the  middle  and  lower  portions 
of  the  jejunum  with  considerable  stasis  of 
the  barium  column  in  relatively  dilated 
small  bowel  loops.  This  would  definitely 
indicate  a small  bowel  pattern  designated 
radiographically  as  being  due  to  avitami- 
nosis. An  analysis  will  be  made  of  the 
colonic  examinations  which  were  performed 
in  October,  1947,  July,  1948,  June,  1949, 
and  October,  1950.  At  the  time  of  the  in- 
itial examination  in  October,  1947  (Fig.  1), 
a generalized  foreshortening  of  the  colon 
was  observed.  The  entire  colon  was  irrita- 
ble and  marked  irregularity  of  the  mucosal 
profile  was  noted  throughout  the  entire 
colon.  The  patient  experienced  consider- 
able pain  as  barium  canalized  the  colon. 
There  are  feeble  remnants  of  a haustral 
pattern,  and  at  some  sites  the  colon  is  as- 
suming a tubular  form.  There  is  a distinct 
separation  of  barium  from  the  main  con- 
tinuous column  with  innumerable  small  ra- 
dial projections.  Many  of  these  latter  cre- 
ate a serrated  appearance.  The  projections 
indicate  mucosal  undermining  indicative  of 
ulceration.  The  intervening  portions  rep- 
resent remaining  mucosa  which  is  edema- 
tous, associated  with  radiolucent  zones  of 
mucus  formation.  The  lumen  of  the  colon 


Fig.  1 


is  not  distensible  to  a normal  calibre.  The 
recto-sigmoid  segment  is  particularly  small 
and  contracted  and  a similar  change  i< 
noted  in  each  flexure.  The  cecum  and  right 
colon  are  contracted  and  foreshortened  but 
not  to  the  extent  as  in  the  remaining  por- 
tions of  the  colon. 

The  over-all  appearance  is  that  of  ulcer- 
ative colitis  (idiopathic  subacute  phase) 
generalized  throughout  the  entire  colon 
with  ulceration  and  undermining  of  the 
mucosa  and  intervening  mucosal  hyper- 
plasia. These  latter  represent  beginning 
pseudo-polypoid  formation.  The  degree  of 
involvement  is  a little  less  marked  in  the 
right  colon  when  compared  to  the  remain- 
der of  the  colon. 

The  second  examination  of  July,  1948 
(Fig.  2),  reveals  the  same  general  pattern 
as  noted  in  1947.  There  is,  however,  some 
progression  of  the  contraction  and  fore- 
shortening in  the  cecum,  right  colon  and 
each  flexure  when  compared  to  the  previous 
examination.  There  is  narrowing  of  the 
immediate  terminal  ileum.  Mucosal  serra- 
tion is  still  observed  with  polypoid  change 
of  the  mucosa  throughout  most  of  the  colon 
but  the  edematous  pattern  is  not  now  pres- 
ent, and  the  feeble  haustral  remnants  are 
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Fig.  2 

not  observed.  The  calibre  of  the  left  colon 
is  a little  broader  at  this  time  than  previ- 
ously observed. 

The  examination  performed  in  June, 
1949,  reveals  a return  of  the  edematous 
appearance  of  the  colonic  mucosa.  There 
has  been  further  foreshortening  of  the  right 
colon  and  each  flexure. 

The  examination  performed  in  October, 
1950  (Fig.  3),  reveals  a distinct  tubular 
outline  of  the  colon  throughout  its  entirety. 
There  has  been  a distinct  progression  of 
the  contractural  change  in  the  cecum  and 
terminal  ileum.  There  is  a diffuse  relative- 
ly radiolucent  pattern  of  the  barium  in 
contrast  to  the  air  which  represents  hyper- 
plasia of  the  mucosa.  It  could  represent  in 
part  areas  of  the  mucosa  that  are  less  in- 
volved in  proportion  to  other  areas  that 
have  participated  in  the  diffuse  ulceration. 
At  no  site  in  the  colon  is  a normal  mucosal 
pattern  identified,  and  there  is  just  a bare 
undulation  of  outline  representing  scant 
distention  of  the  hepatic  flexure. 

This  type  of  radiographic  appearance  of 
the  colon  must  be  differentiated  from  an 
amebic  colitis.  This  latter  form  of  colitis 
usually  involves  primarily  the  right  colon, 
cecum,  and  terminal  ileum  as  well  as  the 


Fig.  3 

recto-sigmoid  segment.  However,  the  in- 
tervening portions  may  be  normal  or  may 
lie  involved  to  varying  degrees  by  a sub- 
sequent or  superimposed  diffuse  ulcerative 
colitis.  Either  the  amebic  form  or  idio- 
pathic ulcerative  colitis  can  occur  in  a pa- 
tient such  as  this  one  at  23  years  of  age. 
Radiographically  it  cannot  be  stated  that 
the  incipient  background  was  not  due  to 
amebiasis.  This  patient  has  been  observed 
over  a period  of  3 years,  at  times  mani- 
festing acute  phases,  with  steady  progres- 
sion of  the  process.  This  was  observed 
especially  in  the  right  colon  and  terminal 
ileum.  This  would  follow  the  progress  of 
an  idiopathic  ulcerating  colitis  which  when 
first  observed  in  1947  was  beginning  to 
manifest  itself  in  the  right  colon.  I would 
thus  feel  that  the  radiographic  diagnosis 
is  the  latter. 

DR.  ROBERT  S.  McCLEERY:  Do  you 
feel  that  the  pseudo-polyps  you  demonstrate 
are  merely  the  edges  of  ulcer  craters  or  are 
true  overgrowths  from  hyperplasia  of  the 
margins? 

DR.  DEIBERT:  I am  aware  that  these 
radiolucent  zones  as  demonstrated  are  called 
pseudo-polypi.  Actually  I feel  as  I said  be- 
fore that  they  represent  relatively  unin- 
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volved  portions  of  the  mucosa  in  contrast 
to  areas  which  have  been  actually  destroyed 
by  the  ulcerative  process.  In  effect  con- 
traction takes  place  at  the  sites  of  ulcera- 
tion while  subsequent  hyperplasia  may  oc- 
cur in  the  intervening  mucosa.  The  overall 
distortion  of  the  colonic  lumen  and  loss  of 
any  semblance  of  any  normal  pattern  indi- 
cates this  contrasting  appearance.  They  do 
not  have  the  appearance  of  either  isolated 
or  diffuse  polypi. 

DR.  HARRISON  J.  SHULL:  When  do 
the  films  show  changes  in  the  small  bowel? 

DR.  DEIBERT:  The  changes  as  men- 
tioned above  in  the  small  bowel  were  demon- 
strated in  the  G.I.  study  which  was  per- 
formed in  October,  1950.  No  previous  up- 
per bowel  pattern  is  indicative  of  avitami- 
nosis. 

DR.  SHULL:  Can  you  from  X-ray  ap- 
pearance say  whether  these  polyps  are  true 
polypoid  adenomas,  pseudo-polyps  or  con- 
genital polyps  as  are  seen  in  multiple 
polyposis? 

DR.  DEIBERT:  The  appearance  of  the 
mucosa  of  this  patient  does  not  resemble 
the  findings  as  seen  with  a diffuse,  multiple 
polyposis.  We  have  considered  at  previous 
conferences  several  patients  who  have  had 
the  multiple,  though  somewhat  isolated, 
radiolucent  filling  defects  varying  in  size 
up  to  1 cm.  in  diameter  throughout  the 
colon.  They  have  been  presented  as  mul- 
tiple colonic  polypi.  In  contrast  to  this, 
we  have  presented  patients  who  have  a gen- 
eralized, diffuse,  granular  appearance  of 
colonic  mucosa,  representing  the  congenital, 
diffuse  polyposis.  In  neither  form  is  there 
any  alteration  in  the  overall  size  or  calibre 
of  the  colon.  There  is  no  narrowing,  con- 
traction or  mucosal  undermining.  The  lat- 
ter form  is  visualized  as  pebbles  or  as  a 
cobblestone  appearance  of  radiolucency,  in 
contrast  to  the  barium  when  an  air  con- 
trast study  has  been  performed.  In  this 
latter  form,  the  haustral  pattern  may  not 
be  that  of  a normal  appearance.  If  a local- 
ized bleeding  or  ulceration  develops,  sec- 
ondary irritability  or  contraction  may  occur. 
Neither  form  of  polyposis  should  be  con- 
fused with  this  pseudo-polypoid  manifesta- 
tion of  ulcerative  colitis  where  the  hyper- 


plastic mucosal  manifestation  is  irregular, 
bizarre,  and  associated  with  contraction  and 
foreshortening  as  evident  in  this  patient. 

DR.  McCLEERY : The  lesion  biopsied  was 
a true  polyp.  Do  you  have  the  impression 
that  carcinomas  arise  only  from  true  polyps 
in  these  people  or  that  the  pseudo-polypi 
also  have  malignant  potentialities. 

DR.  SHULL:  It  is  my  feeling  that  the 
true  polypoid  adenoma  rather  than  the 
pseudo-polyp  is  the  important  lesion. 

DR.  McCLEERY : What  do  you  believe  to 
be  the  precancerous  lesion  for  the  increased 
incidence  of  carcinoma  in  patients  with  ul- 
cerative colitis?  An  incidence  of  7-15  per 
cent  carcinoma  of  the  colon  has  been  re- 
ported. 

DR.  SHULL:  Some  may  differ  with  your 
figure  of  incidence  of  carcinoma.  I agree 
with  you  that  carcinoma  is  more  frequent 
in  the  colon  exhibiting  ulcerative  colitis  than 
in  the  normal  one.  Ewing  has  stated  that 
carcinoma  rarely  develops  in  the  colon  with 
ulcerative  colitis.  Others  state  that  carcino- 
ma occurs  more  frequently  in  the  colon 
with  ulcerative  colitis.  Bargen  has  re- 
peatedly suggested  that  the  incidence  of 
carcinoma  is  higher  in  people  with  ulcer- 
ative colitis.  He  reported  20  patients  with 
carcinoma  of  colon  who  had  concurrent  ul- 
cerative colitis.  He  also  reported  an  inci- 
dence of  carcinoma  of  the  colon  of  3.2  per 
cent  of  the  871  cases  of  ulcerative  colitis. 
Jackmen  found  an  incidence  of  malignancy 
of  6.3  per  cent  in  95  children  with  ulcerative 
colitis.  Lynn  in  1945  (and  this  is  the  larg- 
est series  I know  of  in  literature)  reported 
1,467  patients  with  ulcerative  colitis  with 
an  incidence  of  1.0  per  cent  malignancy. 
It  is  my  feeling  that  the  term  pseudo-polyp 
should  be  reserved  for  that  bit  of  bowrel 
mucosa  which  surrounding  ulceration  has 
left  as  an  island ; an  area  which  is  not  pol- 
ypoid by  its  own  development,  but  rather 
in  a relative  sense  because  of  what  has 
gone  on  about  it — hence  the  term  pseudo- 
polyp. 

DR.  McCLEERY:  If  you  assume  that 
carcinomata  arise  only  from  true  polyps, 
do  you  feel  that  these  patients  have  a higher 
incidence  of  polyps  than  the  general  public? 
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Does  the  inflammatory  disease  have  any 
etiologic  connection  with  this  incidence? 

DR.  SHULL:  Of  course,  this  pseudo-polyp 
may  not  be  normal  tissue  since  it,  like  the 
whole  mucosa  of  the  involved  bowel,  is  the 
seat  of  the  generalized  process  of  inflamma- 
tion necrosis  and  regeneration.  By  what- 
ever process  carcinoma  may  arise  from  a 
chronically  inflamed  area  it  is  possible  that 
such  change  may  occur  in  the  pseudo-polvp. 

DR.  McCLEERY : Do  you  think  that  peo- 
ple with  ulcerative  colitis  are  more  apt 
to  have  carcinoma  only  because  they  have 
an  associated  higher  incidence  of  true 
polypi  ? 

DR.  SHULL:  I do  not  know  that  it  has 
been  shown  that  carcinoma  is  always  pre- 
ceded by  polypoid  adenoma.  Yeomans  has 
stated  that  “the  continuance  of  irritative 
factors  that  induce  the  adenomas  stimulate 
epithelial  hyperplasion  until  it  becomes 
malignant.”  It  seems  entirely  possible  that 
carcinoma  may  arise  directly  from  mucosa 
which  is  the  seat  of  chronic  ulcerative  colitis 
just  as  it  may  from  mucosa  in  the  so-called 
normal  individual.  It  is  my  feeling  that  an 
unequivocal  polypoid  adenoma  is  more  apt 
to  become  carcinomatous  than  a pseudo- 
polyp. 

DR.  McCLEERY : It  is  my  impression 
that  the  recurrence  of  inflammation  and 
healing  associated  with  hyperplasia  of  the 
mucosa  are  potential  factors  in  the  develop- 
ment of  multiple  polypi.  I do  not  believe 
that  only  those  with  multiple  polyposis  of 
the  colon  who  happen  to  develop  ulcerative 
colitis  are  in  danger  of  developing  a carcino- 
ma. 

DR.  SHULL:  It  should  be  mentioned  that 
the  polypoid  adenoma  and  the  pseudo-polyp 
which  we  have  mentioned  are  different  from 
a third  situation  to  which  the  term  con- 
genital multiple  polyposis  is  applied.  The 
last  lesion  is  apt  to  occur  in  several  mem- 
bers of  the  same  family  and  has  the  greatest 
tendency  of  all  to  malignant  degeneration. 
It  has  no  other  relationship  but  coincidence, 
to  chronic  ulcerative  colitis. 

DR.  McCLEERY : As  healing  goes  on  you 
get  actual  hyperplasia,  may  you  not  find 
a carcinoma  developing  on  the  edge  of  one 
of  these  ulcers? 


DR.  SHULL:  That  should  be  possible. 

DR.  McCLEERY : I have  not  followed 
the  practice  of  taking  out  the  colon  of  every- 
one on  whom  I have  done  an  ileostomy.  It 
is  known  that  when  people  have  ulcerative 
colitis  for  5-10  years  a significantly  higher 
percentage  have  carcinoma  of  colon.  On 
the  other  hand,  the  operation  of  colectomy 
is  not  without  operative  mortality.  We 
use  as  indications  for  colectomy  the  per- 
sistence of  severe  sepsis  and  bleeding,  the 
presence  of  severe  constrictions  of  the  colon, 
and,  most  important,  the  presence  of  mul- 
tiple polypi  and  areas  suspicious  of  carcino- 
ma on  barium  examination. 

DR.  SHULL:  I certainly  would  agree 
with  your  point  of  view.  Whether  it  is  in 
a patient  with  ulcerative  colitis  or  in  a 
patient  with  an  otherwise  normal  colon,  a 
polyp  has  a bad  prognostic  implication,  even 
though  it  may  be  at  the  moment  entirely 
benign  itself. 

DR.  McCLEERY : This  man  has  been 
shown  to  have  only  one  true  polyp.  We 
have  no  evidence  of  any  more  of  that  type 
of  polyp. 

DR.  SHULL:  Dr.  McCleery,  do  you  agree 
that  there  are  really  three  indications  in 
this  man  for  surgical  treatment. 

( 1 ) He  is  incapacitated  by  his  disease  for 
carrying  on  any  gainful  occupation,  this 
in  spite  of  careful  efforts  at  treatment  over 
a long  time. 

(2)  He  has  in  his  colon  a known  polyp  on 
sigmoidoscopic  examination  and  possibly 
other  polyps  on  X-ray  evidence. 

(3)  He  has  a leg  ulcer  possibly  of  the 
type  known  as  pyoderma  gangrenosum,  said 
occasionally  to  complicate  ulcerative  colitis. 

DR.  McCLEERY : With  the  combination 
of  severe  sepsis  and  passage  of  bloody  stools, 
his  condition  was  deteriorating  rapidly.  We 
had  great  difficulty  in  maintaining  his  nu- 
tritional state. 

DR.  SHULL:  Would  you  like  to  suggest 
any  other  possible  indications  for  surgery 
in  patients  with  ulcerative  colitis? 

DR.  McCLEERY:  Butler  of  England, 
Thorlaksson  of  Canada  and  Felsen  have 
reported  a 4-5  per  cent  incidence  of  this 
severe  gangrenous  cellulitis  in  their  cases 
of  ulcerative  colitis.  Their  evidence  indi- 
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cates  that  ileostomy  is  sometimes  necessary 
for  control  of  this  serious  condition.  We 
had  seen  no  improvement  in  this  patient 
with  l he  use  of  all  the  systemic  and  local 
chemotherapeutic  agents.  His  response 
following  ileostomy  corroborates  their 
statements. 

DR.  SHULL:  Would  you  agree  that  other 
complications  such  as  arthritis,  uveitis  and 
iritis,  fistulae  and  sinuses,  and  cicatricial 
stenosis,  occasionally  demand  surgical  inter- 
vention. 

DR.  McCLEERY : In  the  24-hour  follow- 
ing ileostomy  he  had  already  begun  to  quiet 
down.  Certainly  in  this  man  the  associa- 
tion of  improvement  with  the  performance 
of  ileostomy  was  more  than  coincidental. 

DR.  SHULL : We  have  seen  a patient  with 
iritis  associated  with  ulcerative  colitis.  The 
man  was  nearly  blind.  He  had  an  ileostomy. 
Some  two  and  one-half  years  later  the 
ileostomy  was  functioning  well,  his  diarrhea 
had  disappeared,  his  general  condition  was 
good,  and  his  iritis  had  completely  disap- 
peared. Dr.  McCleery  what  procedure  did 
you  use  in  this  patient?  Did  you  just  drop 
back  the  distal  portion  of  the  ileum  into  the 
abdomen  or  did  you  do  a double-barrel 
ileostomy? 

DR.  McCLEERY:  Just  a conventional 
single  loop  ileostomy,  but  some  have  used 
a double-barrel  ileostomy. 

DR.  SHULL : Dr.  McCleery,  what  place 
if  any  do  you  think  transverse  colostomy 
has  in  surgical  management  of  ulcerative 
colitis? 

DR.  McCLEERY : In  one  case  in  which 
only  the  left  colon  was  involved  the  process 
was  still  quiet  a year  after  transverse 
colostomy.  The  right  colon  and  transverse 
colon  were  perfectly  free,  but  from  what  we 
know  of  the  extensive  colonic  involvement 
in  this  disease  I think  a transverse  colos- 
tomy would  be  ill-advised  in  the  vast  ma- 
jority of  cases. 

DR.  SHULL:  After  an  ileostomy  has  been 
done  it  is  quite  important  that  the  “de- 
functioned”  colon  and  rectum  be  examined 
at  regular  intervals  digitally,  by  procto- 
scope and  by  x-ray  using  contrast  enema. 
There  is  question  in  the  minds  of  some  peo- 
ple as  to  the  wisdom  of  putting  barium  into 


a “defunctioned”  colon.  After  a study  of 
the  experience  of  the  X-ray  Department  of 
the  Massachusetts  General  Hospital  there 
seems  little  reason  why  the  barium  enema 
of  the  “defunctioned”  segment  cannot  be 
safely  carried  out.  Dr.  Deibert,  would  you 
be  reluctant  to  put  some  barium  in  this 
blind  colon  for  later  examination? 

I)R.  DEIBERT:  1 don’t  feel  that  there 
is  any  particular  hazard.  I think  we  could 
get  around  any  hazard  by  making  the  solu- 
tion more  dilute.  If  there  should  be  en- 
countered a lack  of  peristalsis  colonic 
cleansing  enemata  could  be  used. 

DR.  McCLEERY:  Did  the  MGH  group 
have  any  trouble  getting  the  barium  back? 

I)R.  SHULL:  Very  little.  This  objection 
is  theoretically  possible,  but  practically  oc- 
curred in  that  study  only  in  isolated  in- 
stances and  then  produced  very  little 
trouble. 

DR.  McCLEERY : Dr.  Deibert,  with  the 
double  contrast  enema  you  use  just  a small 
amount  of  barium,  do  you  not? 

I)R.  DEIBERT:  Yes  and  I think  that’s 
an  important  part  of  the  procedure. 

DR.  McCLEERY : Could  you  use  a double 
contrast  enema  in  order  to  show  any  further 
polypi  ? 

DR.  DEIBERT : Yes.  We  try  to  fill  the 
colon  approximately  half  way  and  then  by 
maneuvering  the  patient  get  the  barium 
over  to  the  caecum  by  gravity.  The  patient 
is  allowed  to  expel  the  barium  with  very 
little  loss  of  time  and  then  air  is  pumped 
into  the  colon  by  using  a colonic  retention 
bag. 

I)R.  SHULL:  May  I ask  one  question 
about  the  fellow’s  personality  reaction? 
Many  people  who  have  ulcerative  colitis  are 
felt  to  be  fairly  ambitious  people  by-and- 
large,  though  they  are  actually  passive  in 
their  approach.  They  are  not  aggressive. 
Oftimes  they  are  quite  attractive  in  per- 
sonality. What  would  you  say  of  that 
aspect  of  personality? 

DR.  ADAMS:  From  my  experience  with 
these  people,  I would  not  feel  that  that  is 
altogether  true.  They  often  have  made  an 
attempt,  but  one  failure  seems  to  throw 
them  and  they  never  quite  get  back  into 
the  swing  of  things.  I would  like  to  refer 
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to  the  material  of  Alexander  in  his  book 
edited  with  French,  in  which  he  refers  to 
gastric  and  colitis  types.  He  points  out 
that  the  gastric  type  may  be  compared  to 
the  neurotic  who  keeps  a phobia  and  is 
unable  to  carry  out  his  real  desires.  The 
colitis  type,  on  the  other  hand,  he  has  com- 
pared to  the  patient  with  an  obsessive-com- 
pulsive illness,  who  by  magical  undoing 
makes  his  more  basic  drives  more  acceptable 
to  himself.  With  this  comparison,  we  are 
better  able  to  understand  why  these  people 
are  characterized  as  passive-aggressive. 
Their  dependency  or  selfishness  or  need  to 
receive  is  made  acceptable  to  them  by  their 
constant  giving  of  the  stools.  “I  give; 
therefore  I have  the  right  to  take.”  In  this 
connection  we  should  recall  that  the  analyti- 
cal school  has  pointed  out  that  the  stool 
is  a very  personal  belonging,  a personal 
gift  given  to  the  mother  by  the  child,  in 
response  to  the  mother’s  coaxing,  during 
the  formative  period  of  stool  training.  At 
the  same  time,  the  stool  can  be  used  to 
express  aggression  toward  the  mother 
figure  because  of  its  ability  to  soil. 

DR.  ALSOBROOK : I think  the  results 
of  this  conference  can  be  summarized  as 
follows:  Chronic  ulcerative  colitis  is  a dis- 
ease of  unknown  etiology  which  has  a rather 


broad  spectrum  of  disability.  It  is  a disease 
of  protean  manifestations  with  complica- 
tions from  local  disease,  polyposis,  hem- 
orrhage, stricture  and  carcinoma.  There 
are  also  distant  foci,  such  as  pyoderma, 
erytherma  nodosum,  arthritis,  venous 
thrombosis  and  hepatic  lesions.  The  pa- 
tient under  discussion  has  manifested  the 
thrombotic  type  of  lesion  as  leg  ulcers.  The 
indications  for  surgical  intervention  in  the 
disease  are  the  failure  of  medical  therapy, 
local  complications  such  as  polyposis,  and 
distant  complications  such  as  pyoderma 
gangrenosum,  venous  thrombosis,  arthrit :s 
and  iritis.  It  might  be  pointed  out  that 
closure  of  the  ileostomy  is  rarely  successful. 
The  criteria  for  closure  of  an  ileostomy  are 
negative  sigmoidoscopic  findings,  adequate 
colonic  lumen  and  no  evidence  of  any 
polyposis.  This  patient  we  have  under  in- 
spection has  one  known  polyp,  which  has 
been  extripated  and  pathological  sections 
made  of  it,  and  it  has  been  found  to  be 
non-malignant.  He  will  be  followed  by 
barium  enema  and  probably  will  come  to  a 
total  colectomy,  as  in  this  specific  case 
there  seems  to  be  little  reason  to  expect 
that  he  will  develop  any  change  for  the 
better  within  his  colonic  mucosa. 


President's  Message  KNOW  YOUR  CONGRESSMEN  BETTER 


It  was  my  privi- 
ilege  to  attend  a 
meeting  in  Atlan- 
ta, Georgia,  on  Oc- 
tober 26,  which 
was  a Legislative 
Conference  for  the 
Southeastern 
States  — Florida, 
South  Carolina, 
North  Carolina,  Georgia,  Alabama, 
and  Tennessee.  This  meeting  was  called  by 
Dr.  Joe  Lawrence,  head  of  the  American 
Medical  Association,  headquarters  in  Wash- 
ington. D.  C. 

The  morning  session  was  devoted  pri- 
marily to  a general  discussion  of  the  Sen- 
ators and  Congressmen  from  the  different 
states  as  to  how  they  would  vote  on  social- 
ized medicine.  Dr.  Lawrence  was  thor- 
oughly familiar  and  acquainted  with  those 
who  are  now  in  office.  A final  analysis  of 
the  candidates  show  a majority  who  are 
opposed  to  socialized  medicine. 

The  second  on  the  agenda  of  the  morning 
session  was  a discussion  of  the  activities  of 
the  Washington  office,  stressing  how  con- 
tact was  made  with  individual  members  of 
the  Senate  and  Congress  after  a bill  was 
introduced,  and  attempting  to  find  out  the 
reason  for  the  introduction  of  the  bill.  Then 
he  discussed  certain  proposals  for  Legisla- 
tive Activity  for  1951.  He  advised  that  the 
Washington  office  would  keep  State  Soci- 
eties informed  on  Introduction  of  and  Ac- 
tion on  Bills.  And  the  State  Societies  would 
act  on  above  information,  and  the  individual 
members  would  then  have  a very  important 
part  in  this  by  contacting  and  writing  or 
telegraphing  their  representative  legisla- 
tors. 

A part  of  the  afternoon  session  was  con- 
ducted by  Mr.  Forrestal,  the  attorney  for 
the  A.M.A.  office  in  Washington.  He  stated 
that  some  406  bills  had  been  introduced. 
Some  of  the  important  bills  are  the  National 
Health  Insurance.  The  Administration  fa- 
vors a compulsory  national  health  insurance 
program  supported  by  a pay  roll  tax  serv- 
iced by  a regimented  medical  profession. 
Such  approach  has  been  in  the  past  accom- 
panied by  proposals  which  span  the  entire 
health  field.  Next  year  it  is  expected  that 
another  attempt  will  be  made  with  another 


Dr.  Monger 


omnibus  type  bill.  Individual  legislators 
have  introduced  bills,  and  probably  will 
again  next  year,  which  would  avert  com- 
pulsion and  governmental  control,  suggest- 
ing voluntary  participation  by  the  citizenry, 
government  assistance  to  State  programs  of 
low  cost  subsidized  insurance,  etc. 

Another  bill  is  for  Federal  Aid  to  Medical 
Education.  Several  legislative  proposals 
were  made  regarding  Federal  aid  to  Medi- 
cal Schools.  The  Administration’s  approach 
has  been  a program  of  subsidies  for  school 
construction  and  equipment,  tuition,  and 
scholarships. 

Another  dangerous  bill  is  S.  No.  1411, 
regarding  school  health  services.  Last  Con- 
gress the  only  proposed  legislation  in  this 
field  was  urged  by  the  Administration.  Its 
proposal  would  authorize  Federal  assistance 
to  State  programs,  provided  health  exami- 
nations, plus  treatment  for  children  of  sub- 
income parents.  An  objectionable  provi- 
sion authorized  treatment  of  all  children 
regardless  of  the  financial  status  of  their 
parents.  Legislation  of  this  type  is  certain 
to  be  introduced  again. 

In  the  Eighty-First  Congress,  of  the  406 
bills  and  resolutions  pertaining  to  Medical 
Care  followed  by  the  Washington  office, 
legislation  relating  to  research  into  various 
diseases  top  the  list.  There  were  in  all  98 
bills  authorizing  the  Federal  government  to 
make  studies,  grants,  etc.,  into  practically 
every  major  disease.  There  were  only  43 
bills  of  this  type  introduced  in  the  Eightieth 
Congress. 

A bill  pertaining  to  Local  Health  Units  is 
expected.  In  this  field  legislation  was  de- 
signed to  authorize  Federal  grants  to  States 
to  assist  them  in  establishing,  maintaining 
and  extending  full  time  local  health  serv- 
ices. The  bill,  as  drafted,  permitted  treat- 
ment as  well  as  diagnosis  and  for  this  rea- 
son was  opposed  by  the  A.M.A.  A formula 
was  provided  so  that  low  income  States 
could  receive  as  much  as  two-thirds  of  the 
total  cost  of  their  public  health  programs. 

These  are  only  a few  discussed  by  Mr. 
Forrestal.  Following  this  discussion  a 
round-table  discussion  ensued. 


'frrWMJ  Yh-h 
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HISTOPLASMOSIS 


The  experience  of  recognizing  and  under- 
standing a “new”  disease  is,  or  should  al- 
ways be  a stimulating  one  to  a physician. 
The  corollary  is  the  thought  that  immedi- 
ately comes  to  mind, — “I  wonder  how  many 
of  these  I have  missed  in  the  past  and  thus 
have  mistreated.” 

The  latest  “new”  disease  with  which  your 
editor  has  had  such  experiences  is  that  of 
histoplasmosis.  This  may  well  be  as  intrig- 
uing in  its  diagnostic  implications  as  are 
syphilis  and  tuberculosis, — diseases  long 
known  for  their  notorious  mimicry.  The 
latter  of  these  two  and  histoplasmosis  seem 
to  have  much  in  common,  clinically  speak- 
ing. 

We  in  Tennessee  should  have  peculiar 
interest  in  the  disease.  First,  our  state  is 
geographically  a part  of  the  greatest 
endemic  area  of  the  disease.  In  this  area 
all  of  us  in  the  profession  may  be  expected 
to  see  recurring  examples  of  the  diseas  \ 
Secondly,  Tennessee  has  contributed  some 
of  the  knowledge  which  has  accumulated 


about  this  disease  from  the  early  days  of  its 
recognition  in  this  country  to  the  present 
date. 

Though  the  disease  has  been  reported 
from  a number  of  states  in  this  country  it 
seems  to  be  endemic  in  certain  areas.  The 
largest  of  these  areas  is  the  one  of  which 
our  state  is  a portion,  embracing  Missouri, 
Tennessee,  Kentucky  and  southern  Ohio.  Of 
Tennessee  the  eastern  mountainous  portion 
shows  fewer  cases.  The  wide-spread  ex- 
posure to,  and  infection  with  the  Histo- 
plasma  capsulatum  in  endemic  areas  is 
shown  by  the  incidence  of  positive  reactions 
to  the  histoplasmin  skin  test. 

The  acute  systemic  disease  is  a fatal  dis- 
ease, in  general,  often  taking  a fulminating 
course.  Therefore  many  of  the  cases  re- 
ported in  the  United  States  have  been  de- 
scribed by  pathologists.  However,  the  dis- 
ease is  becoming  recognized  more  and  more 
frequently  by  clinicians  who  must  begin  to 
consider  histoplasmosis  in  the  differential 
diagnosis  of  a variety  of  diseases. 

Not  infrequently  the  first  symptoms  are 
those  of  an  ulcer  of  the  mouth,  tongue,  or 
oro-pharynx.  Accompanying  or  following 
this  lesion  there  develop  fever,  weight 
loss,  anemia,  leukopenia,  splenomegaly  and 
hepatomegaly  and  at  times  generalized 
lvmph-adenopathy.  More  and  more  often 
the  diagnosis  is  being  established  by  bone 
marrow  puncture  and  aspiration.  The  or- 
ganism may  be  demonstrated  in  the  cells  of 
the  marrow,  by  direct  smear  or  culture. 

In  addition  to  the  fatal  systemic  disease 
there  may  be  localized  lesions  which  offer 
many  diagnostic  problems.  Cutaneous 
papular  lesions  may  or  may  not  ulcerate 
into  deep  punched  out  ulcers.  The  lesions 
of  lips,  gums,  tongue  and  oro-pharynx  may 
be  verrucous  papules,  which  ulcerate  to  sug- 
gest a malignant  process.  Otitis  media  may 
occur.  Of  the  cutaneous  lesions  those  of 
the  genitalia  in  either  sex  may  pose  special 
diagnostic  problems. 

The  blood  picture  in  some  patients  be- 
cause of  the  predominance  of  lymphocytes, 
especially  in  the  presence  of  fever,  spleno- 
megaly, hepatomegaly  and  lymphadenopa- 
thy,  has  led  to  diagnoses  of  leukemia. 

Endocarditis  diagnosed  in  life  as  prob- 
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ably  of  bacterial  origin  has  been  reported 
in  a number  of  instances.  The  Histoplasma 
capsulatum  has  been  isolated  from  the  ver- 
rucous vegetations.  Destructive  lesions  of 
joints  have  been  described  due  to  this  or- 
ganism. Nodules  and  ulceration  of  stomach, 
and  bowel,  even  leading  to  the  diagnosis  of 
ulcerative  colitis,  have  been  reported. 

The  pulmonary  lesions  are  of  especial 
interest.  In  the  generalized  infection,  the 
disease  process  in  the  lungs  may  be  indis- 
tinguishable from  miliary  tuberculosis. 
Cavitation  and  other  localized  clinical 
phenomena  also  may  appear  to  be  those 
of  tuberculosis.  Only  the  absence  of  the 
tubercle  bacillus  and  the  demonstration  of 
Histoplasma  capsulatum  by  culture  of  the 
sputum  will  differentiate  the  two  diseases. 

These  manifestations  of  systemic  dis- 
ease, usually  fatal,  are  interesting  and  im- 
portant for  diagnosis  since  the  experi- 
mental use  of  ethyl  vanillate  seems  to  offer 
some  hope  of  saving  the  lives  of  at  least 
some  of  these  patients. 

Of  further  interest  because  of  its  fre- 
quency, is  the  evidence  of  past  benign  infec- 
tion with  this  organism.  The  frequent  ap- 
pearance of  extensive  focal  calcification  in 
the  lungs  has  been  a common  experience  of 
clinicians  in  this  general  geographic  area. 
This  picture  has  been  interpreted  from 
the  X-ray  film  as  one  of  healed  miliary 
tuberculosis.  Yet  the  puzzling  negative 
tuberculin  reaction  has  created  much  dis- 
cussion and  speculation  in  the  past.  More 
recently  it  had  been  shown  that  these  pa- 
tients have  a positive  histoplasmin  skin  re- 
action, and  some  have  been  followed  through 
the  course  of  the  disease  from  soft  flocculent 
pulmonary  infiltrates  to  healing  with  cal- 
cification. It  therefore  appears  that  the 
seemingly  calcified  healed  miliary  tubercu- 
losis actually  represents  a healed  “benign” 
infection  of  histoplasmal  origin. 

Studies  with  the  skin  reaction  to  histo- 
plasmin in  college  student  groups  and 
nurses  in  various  parts  of  the  United  States 
have  shown  a high  incidence  of  positive  re- 
actions among  residents  of  certain  areas 
where  the  disease  is  endemic.  It  has  been 
shown  that  87  per  cent  of  Tennessee  resi- 
dents having  pulmonary  calcification  give 


a positive  reaction  to  histoplasmin,  whereas 
it  is  only  one  half  as  common  in  those  show- 
ing no  calcification.1  On  the  other  hand 
only  19  per  cent  of  those  with  calcification 
give  a positive  tuberculin  reaction,  about 
the  same  percentage  as  that  of  positive 
tuberculin  reactions  in  the  whole  group.  As 
the  result  of  a study  involving  tuberculin 
and  histoplasmin  skin  testing  in  thousands 
of  nurses  throughout  the  country  an  ob- 
server with  the  U.  S.  Public  Health  Service 
demonstrated  some  interesting  results.  In 
the  Tennessee  and  adjacent  area  positive 
reactions  occurred  in  as  high  as  68.3  per 
cent.  By  contrast  in  the  Northwest  the 
incidence  was  1.4  per  cent.  The  incidence 
figures  varied  from  the  1.4  per  cent  to  37.5 
per  cent  in  geographic  areas  other  than 
the  Tennessee  area.- 

Those  of  us  practicing  in  Tennessee 
must  consider  this  disease  in  the  diagnosis 
of  the  seriously  ill  patient  suffering  from 
some  systemic  disease.  A search  should 
be  made  for  the  organism  in  the  cells  of  the 
bone  marrow  so  that  treatment  may  be 
begun  before  it  is  too  late.  Cultural  meth- 
ods are  uncertain  and  time  consuming,  days 
may  be  lost  thereby. 

R.  H.  K. 


'Christie,  A.,  and  Peterson,  J.  C.,  Pulmonary 
Calcification  and  Sensitivity  to  Histoplasmin. 
Tuberculin  and  Hoplosporangin,  J.  A.  M.  A., 
131:658,  1946. 

"Palmer,  C.  E.,  Geographic  Differences  in  Sensi- 
tivity to  Histoplasmin  Among  Student  Nurses,  Pub. 
Health  Rep.,  61:475,  1946. 

* 

MEDICAL  CARE  FOR  THE  INDIGENT 

The  notorious  omission,  in  Ewing’s  and 
others’  schemes  for  the  provision  of  “ade- 
quate medical  care”  through  Federal 
bureaucracy,  has  been  that  of  medical  care 
for  indigent  persons.  The  public,  both  lay 
and  professional,  have  in  general  been  un- 
aware of  this  callous  disregard  for  the 
poor.  Provisions  have  been  suggested  only 
for  those  from  whom  payroll  deductions 
could  be  collected. 

That  the  taxpayer  should  assume  respon- 
sibility for  the  provision  of  care  for  the 
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medically  indigent  is  not  new.  This  has 
been  going  on  in  urban  areas  for  hundreds 
of  years  in  Europe  and  since,  and  even  be- 
fore the  founding  of  the  United  States  in 
the  Western  Hemisphere.  One  needs  but  to 
point  to  the  great  charitable  hospitals  of 
our  large  cities, — some  of  them  famed  as 
teaching  hospitals.  Possibly  the  bureau- 
crats have  avoided  this  question,  recog- 
nizing the  terrific  tax  burden  which  would 
result  in  the  cost  of  care  figures  for  the 
country  as  a whole.  Probably  they  thought 
it  the  wise  thing  to  let  this  burden  be 
carried,  as  it  has  been,  at  “home.” 

Though  the  medical  care  of  the  indigent 
is  quite  well  provided  for  in  the  larger 
urban  areas,  the  forgotten  man  in  this 
category  is  the  indigent  sick  person  in  the 
rural  areas  and  in  the  small  towns.  In 
rural  Tennessee,  as  in  most  rural  areas  of 
this  country,  no  organized  medical  care 
can  be  provided. 

The  provision  has  been  made  in  some 
states  for  the  diagnostic  study,  treatment 
and  or  hospitalization  of  medically  indigent 
persons  on  a county  and  state  level  of  re- 
sponsibility. It  should  be  emphasized  for 
the  benefit  of  critics  of  the  medical  pro- 
fession that  such  plans  have  had  the  full 
endorsement  of  the  medical  profession,  in 
some  instances  long  before  the  threat  of 
“political  medicine”  appeared  on  the  hori- 
zon. Your  editor  has  observed  the  opera- 
tion of  some  of  these  plans.  As  a medical 
student,  on  the  wards  of  the  State  Uni- 
versity of  Iowa  Hospital,  most  of  his  pa- 
tients had  their  expenses  defrayed  by  the 
county  of  residence.  The  Iowa  Plan  had  its 
inception  with  the  Perkins  Law  in  1915  pro- 
viding for  the  medical  and  surgical  care  of 
all  children  of  medically  indigent  parents, 
from  the  age  of  two  weeks  to  sixteen  years 
at  the  expense  of  the  State.  Some  years 
thereafter,  another  law  provided  for  the 
hospitalization  of  medically  indigent  adults, 
the  cost  being  borne  jointly  by  the  Uni- 
versity Hospital  (on  state  funds)  and  the 
county  of  residence.  In  his  postgraduate 
work  at  the  University  of  Michigan  Hos- 
pital, your  editor  studied  and  treated  pa- 
tients provided  under  a similar  plan,  which 
had  its  beginning  in  the  Children’s  Hos- 


pital Law  of  1913;  other  laws  extended 
the  provisions  for  indigent  adults.  The 
county  and  state  assumed  the  financial  re- 
sponsibility. In  the  State  Charity  Hospital 
in  New  Orleans  your  editor  worked  in  one 
of  the  oldest  hospitals  in  the  country  pro- 
viding for  over  a century  hospitalization 
for  the  indigent  at  the  expense  of  the  state. 
Other  states  also  have  developed  means  of 
caring  for  the  medically  indigent. 

The  trend  of  the  recent  elections  may  be 
interpreted  as  one  against  Statism.  The 
Administration  Health  Program  seems  un- 
likely of  passage  in  the  next  Congressional 
session.  The  months  before  the  next  pres- 
idential election  are  months  in  which  the 
governors  and  legislators,  of  the  states  up- 
holding States’  Rights  and  opposing  the 
trend  toward  federalization,  should  take  the 
lead.  Socialistic  plans  for  medical  care 
often  prepare  the  ground  for  other  social- 
istic steps  because  of  the  deceptive  human 
appeal.  Therefore  the  provision  of  medi- 
cal care  and  hospitalization  for  the  indigent 
at  the  local  level,  and  the  extension  of  vol- 
untary health  and  hospitalization  insurance 
might  prove  to  be  the  best  means  of 
scuttling  the  ship  of  “Statism.”  The  next 
meeting  of  the  Governors  of  the  States 
should  have  on  its  agenda  a panel  discus- 
sion upon  the  means  of  providing  medical 
care  for  the  indigent  sick.  Physicians  as 
a body  should  support  and  urge  moves  in 
this  direction. 

Here  is  a field  for  constructive  states- 
manship on  the  part  of  the  medical  pro- 
fession. The  officers  of  the  Tennessee 
State  Medical  Association  have  formally 
endorsed  the  furtherance  of  medical  care 
for  the  indigent  at  the  county  level  with 
probably  necessary  State  aid.  Thereby  they 
gave  their  approval  and  backing  to  the  third 
item  of  the  TENNESSEE  TEN  as  adopted 
and  urged  by  your  Public  Service  Com- 
mittee. 

The  doctor  always  has  been  and  is  will- 
ing to  continue  to  serve  the  indigent  sick. 
However,  the  cost  of  the  use  of  the  adjuncts 
in  diagnosis  and  treatment  in  modern  medi- 
cine leaves  the  physician  so  often  helpless 
in  facing  the  care  of  the  indigent.  Your 
Association  hopes  only  to  be  assured  of 
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diagnostic  aid  and  or  hospitalization, 
whenever  necessary,  in  the  care  of  the  in- 
digent. Then  such  patients  will  get  the 
care  available  to  all  other  residents  of  the 
state. 

The  plans  which  lay  the  burden  of  medi- 
cal care  on  the  local  governments  are  the 
most  economical.  Waste  increases  directly 
with  the  distance  between  the  site  of  dis- 
bursement (Washington)  and  the  recipient 
(the  rural  area  in  a county).  Waste  will  be 
least  where  the  taxpayer  personally  knows 
the  recipient.  In  those  states  with  success- 
ful plans  for  medical  care  for  the  indigent, 
the  physician  is  actually  the  one  who  con- 
trols disbursements.  It  could  be  so  ar- 
ranged in  Tennessee  that  only  upon  a doc- 
tor’s certification  to  the  County  Court  that 
an  indigent  person  needed  hospitalization 
would  the  County  Judge  be  able  to  author- 
ize the  expenditure  of  funds  for  this  pur- 
pose.* (The  physician  as  a taxpayer  has  an 
interest  here  that  there  be  no  waste  and  yet 
be  adequate  provision  for  the  sick.)  Such 
a system  pretty  well  controls  the  perennial 
moocher  who  can  pay  but  always  tries  to  get 
something  for  nothing.  It  is  not  a case  of 
a pauper’s  oath,  but  rather  depends  upon 
the  judgment  of  the  physician  and  integrity 
of  the  judge.  Only  the  physician  can  rec- 
om mend  hospitalization. 

M 

REGIONAL  LEGISLATIVE  CONFERENCE 

As  was  reported  by  your  Executive 
Secretary  in  the  November  issue  of  the 
Journal,  this  conference  was  held  in  Atlanta 
in  late  October.  The  state  medical  societies 
of  Tennessee,  North  Carolina,  South  Caro- 
lina, Georgia,  Alabama  and  Florida  were 
represented  by  their  officers  and  members 
of  their  legislative  committees.  This  con- 
ference like  those  in  other  sections  of  the 
country  was  sponsored  by  the  Washington 
o'fice  of  the  American  Medical  Association. 

Dr.  Joseph  Lawrence,  of  the  Washington 

Actually  this  plan  is  no  different  in  its  philos- 
ophy than  the  commitment  of  the  mentally  ill 
to  one  of  our  state  hospitals  for  the  insane,  with 
a per  diem  contribution  by  the  county  of  which 
the  patient  is  a resident,  if  the  number  of  patients 
exceeds  the  county  quota. 


office,  and  representatives  of  the  state  so- 
cieties had  the  opportunity  to  compare  notes 
evaluating  the  stand  of  legislators  in  Con- 
gress on  bills  having  socialistic  connota- 
tions. 

The  afternoon  session  was  given  over  to 
an  open  forum  type  of  discussion  upon  sub- 
jects which  are  occupying  the  minds  of  lead- 
ers in  the  medical  profession  and  of  certain 
legislators.  The  attorney  for  the  Washing- 
ton office  of  the  American  Medical  Associa- 
tion reviewed  the  bills  pending  or  which 
were  introduced  during  the  last  session  of 
Congress.  Dr.  Julian  Price  of  South  Caro- 
lina, as  moderator  for  the  discussion,  con- 
ducted it  in  a most  interesting  fashion  in 
an  attempt  to  show  how  knotty  some  of  the 
medical  socio-economic  questions  are.  Given 
a medical  problem  having  social  or  economic 
implications  and  a proposed  bill  to  meet  or 
answer  this  problem,  what  should  be  the 
viewpoint  of  the  medical  profession?  The 
moderator  of  the  discussion  led  it  in  a way 
which  demonstrated  that  there  was  no 
unanimity  among  those  present  as  to  what 
the  answer  should  be  to  the  questions  sup- 
posed to  be  solved  by  a given  bill. 

If  a group  of  physicians  cannot  unani- 
mously agree  upon  the  solution  of  a medical 
socio-economic  problem,  no  legislative  group 
can  be  expected  to  come  up  with  an  ade- 
quate answer  since  they  know  nothing  of 
the  purely  medical  aspects  of  the  question. 
Our  legislators  are  by  no  means  supermen, 
and  even  if  they  seek  the  advice  of  medical 
men,  the  advice  may  well  be  biased. 

Another  revelation  to  your  editor  was  the 
number  of  medical  bills  which  are  born  in 
the  minds  of  social-minded  persons,  “sold’” 
to  some  pressure  group  or  other  organiza- 
tion, and  then  are  dropped  into  the  Con- 
gressional hopper  by  some  legislator  who  is 
“pressured”  into  it. 

The  Regional  Legislative  Conference 
was  a most  interesting  and  educational  ex- 
perience to  your  editor. 

R.  H.  K. 

* 

HEALTH  OFFICERS  AND  COMPULSORY 
HEALTH  INSURANCE 

The  segment  of  the  medical  profession 
which  probably  has  the  broadest  under- 
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standing  of  the  effects  of  Federal  partici- 
pation in  health  activities  is  that  made  up 
of  health  officers, — state  and  county.  It  is 
therefore  both  enlightening  and  encourag- 
ing to  learn  that  they  again  have  taken  a 
stand  against  national  compulsory  health 
insurance. 

At  a meeting  last  month  in  Washington, 
the  Association  of  State  and  Territorial 
Health  Officers  reaffirmed  its  opposition  to 
any  plan  of  national  compulsory  health  in- 
surance. It  again  asked  that  there  be 
created  a federal  department  of  health,  pro- 
viding a cabinet  post  “.  . . under  direction 
of  a career  physician  in  public  health.” 

The  U.  S.  Public  Health  Service  had  a 
long  and  brilliant  record  as  a quite  inde- 
pendent agency  in  the  Treasury  Depart- 
ment. It  had  the  respect  of  the  medical 
profession,  contributed  much  to  medicine 
in  research  and  in  advancing  preventive 
medicine.  As  a branch  of  the  Treasury 
Department  it  was  quite  untouched  by 
party  politics.  It  always  had  a high  esprit 
de  corps.  Then  most  unfortunately  it  was 
moved  in  1939  to  the  Federal  Security 
Agency.  This  fell  under  Oscar  Ewing’s 
wing  in  1947  and  shortly  the  U.  S.  Public 
Health  Service  lost  the  brilliant  leadership 
of  Surgeon-general  Thomas  Parran.  From 
this  probably  has  grown  the  demand  of  a 
cabinet  post  filled  by  a career  physician, 
one  who  has  reached  seniority  in  the  Public 
Health  Service  by  competence  and  ability. 
Surely  a Thomas  Parran  or  a Hugh  Gum- 
ming are  in  a better  position  to  meet  and 
solve  the  problems  of  public  health  and 
preventive  medicine  in  this  country  than 
a political  appointee. 

It  is  also  noteworthy  that  the  American 
Public  Health  Association  at  its  recent 
meeting  in  St.  Louis  stated  that  “no  meth- 
od of  financing  yet  proposed  by  the  Con- 
gress or  elsewhere  will  per  se  assure  a high 
quality  and  adequate  quantity  of  medical 
care”  and  recommended  that  all  interested 
in  the  provision  of  medical  care  should  urge 
such  developments  “under  the  conditions 
that  prevail  in  the  United  States.” 

The  American  people  and  medical  pro- 
fession should  be  encouraged  by  these 
stands  taken  by  physicians  who  are  key 


men  in  the  expenditure  of  public  funds  in 
the  medical  field.  It  is^  hoped  that  the 
profession  of  every  state  in  the  Union  has 
the  confidence  in  its  state  health  officer 
which  we  in  Tennessee  have  in  our  Com- 
missioner of  the  Department  of  Pub'ic 
Health  in  regard  to  such  matters. 

R.  H.  K. 


WHAT'S  NEW  I 


Development  of  Immunity  in 
Experimental  Syphilis 

Because  of  the  varying  incidence  of  rein- 
fection following  modern  intensive  anti- 
svphilitic  infection,  Arnold,  Wright  and 
McLeod  (J.  Ven.  Dis.  Inform.  31:  291, 
1950)  studied  the  patterns  of  development 
of  immunity  in  rabbits. 

Infection  was  established  by  inoculation 
of  treponemata  into  the  rabbit’s  testicles. 
A challenge  for  susceptibility  to  reinfection 
was  carried  out  in  the  same  fashion. 

After  an  infection  of  6 to  11  weeks,  37 
rabbits  were  treated  with  penicillin.  Ten 
days  later  they  were  challenged  by  reinocu- 
lation. Of  the  group,  27  per  cent  developed 
new  chancres;  the  remainder  had  asympto- 
matic reinfections  as  proven  by  positive 
lymph  node  transfers. 

A similar  group  of  22  rabbits  infected  for 
5 to  11  weeks  were  treated  with  penicillin. 
Six  months  later,  after  a challenging  reinoc- 
ulation, none  developed  new  chancres ; 36 
per  cent  developed  asymptomatic  reinfec- 
tion (shown  by  node  transfers)  and  64  per 
cent  were  immune.  Immunity  thus  con- 
tinued to  develop  after  treatment.  If  this 
is  also  true  in  man  it  explains  the  high  in- 
cidence of  reinfection  in  the  early  post- 
treatment period  as  compared  to  later 
months. 

Latent  syphilis.  Syphilis  of  8 months 
duration  was  treated  in  34  rabbits.  Ten 
days  later  a challenging  reinoculation  was 
given.  None  developed  a local  lesion;  53 
per  cent  developed  asymptomatic  reinfec- 
tion. Similarly,  23  rabbits  having  syphilis 
of  8 months  duration  were  treated.  Six 
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months  later  they  were  challenged  by  re- 
inoculation and  observed  for  4 months,  after 
which  node  transfers  were  made  with  re- 
sults indicative  of  asymptomatic  reinfection 
in  57  per  cent.  They  were  retreated  two 
months  later,  again  observed  for  6 months, 
when  they  were  again  challenged  ; 4 months 
later  lymph  nodes  were  transferred  to  other 
animals  with  results  indicating  that  31  per 
cent  were  still  susceptible  to  reinfection. 

★ 

Chloromycetin  Treatment  of 
Gonorrhea 

Within  the  past  year  several  reports  have 
appeared  concerning  the  effectiveness  of 
large  single  or  multiple  doses  of  this  drug 
in  gonorrhea. 

Greaves,  MacDonald,  Romansky  and  Tag- 
gart (J.  Ven.  Dis.  Inform.  31:  261,  1950) 
report  their  studies  of  the  effectiveness  of 
small  single  doses  of  Chloramphenicol. 
Males  having  acute  gonorrheal  urethritis 
were  chosen  for  study.  The  infection  was 
proven  by  smear  and  careful  cultures.  Cure 
was  established  by  the  disappearance  of 
symptoms  and  3 negative  smears  and  cul- 
tures within  7-10  days.  The  study  group 
consisted  of  96  males  of  whom  26  did  not 
complete  the  follow-up  study. 

The  post-treatment  clinical  course  was 
the  same  as  with  penicillin.  Even  in  failures 
discharge  ceased  in  24  hours  or  was  re- 
placed by  a watery  discharge.  Of  50  pa- 
tients treated  with  a single  dose  of  750  mg. 
of  Chloromycetin  and  having  had  a satis- 
factory follow-up,  96  per  cent  were  cured. 
Sixteen  treated  with  a single  dose  of  500 
mg.  showed  cures  in  75  per  cent.  Only  4 
were  treated  with  250  mg.  only  1 (25  per 
cent)  was  cured.  No  toxic  effects  were 
noted. 

The  authors  feel  that  the  oral  use  of 
chloromvcetin  is  suitable  for  office  or  clinic- 
treatment  of  gonorrhea.  They  emphasize 
the  need  for  a 3 to  6 months  follow-up  be- 
cause chloromvcetin  as  penicillin  may  mask 
a syphilitic  infection. 

★ 

Effect  of  Terremycin  on  Bacterial 
Flora  of  the  Bowel 

The  bacterial  flora  of  the  stools  of  seven 


patients  were  cultured  before  and  after 
treatment  with  terramycin.  All  but  one  of 
the  patients  suffered  from  ulcerative  lesions 
of  the  ileum  or  large  bowel.  The  dosage 
was  750  mg.  of  terramycin  hydrochloride 
orally  every  six  hours  (4  times  daily)  for  a 
total  dose  of  3 Gm.  Medication  was  given 
from  two  to  twenty-two  days.  Toxic  side 
effects  were  common,  consisting  of  heart- 
burn, epigastric  burning,  anorexia,  nausea 
and  vomiting.  These  did  not  require  cessa- 
tion of  therapy. 

Before  treatment  the  most  common  or- 
ganisms in  the  stool  were  those  of  the 
coliform  group,  nonhemolytic  streptococci 
and  Streptococcus  faecalis.  Most  of  these 
were  shown  to  be  resistant  to  penicillin  and 
sensitive  to  dihydrostreptomycin.  Within 
48  hours  of  the  onset  of  treatment  the 
bacteria  were  eliminated  or  greatly  reduced 
in  number.  (As  the  normal  flora  was  elim- 
inated yeasts  and  Staphylococcus  pyogenes 
appeared,  both  resistant  to  terramycin.) 
With  the  loss  of  the  normal  flora  the  stools 
became  greenish  and  lost  their  odor.  With- 
in a day  or  two  of  cessation  of  terramycin 
therapy  the  normal  flora  reappeared.  The 
stool  soon  returned  to  normal. 

The  authors,  Di  Caprio  and  Rantz  (Arch. 
Int.  Med.,  86  : 649,  1950)  suggest  that  terra- 
mycin might  well  be  used  preoperatively  in 
surgery  on  the  bowel  since  it  so  quickly 
eliminates  the  normal  aerobic  flora.  It  is 
as  good  a preoperative  substance  as  the 
others  which  have  been  used  in  patients 
being  prepared  for  bowel  surgery. 

★ 

BAL  in  the  Treatment  of  Skin  Reactions 
Due  to  Gold 

For  some  years  gold  preparations  have 
been  used  with  some  success  in  the  treat- 
ment of  active  rheumatoid  arthritis.  Of 
several  toxic  manifestations  resulting  from 
its  use,  dermatitis  has  been  the  most  fre- 
quent and  troublesome. 

BAL  (British  Anti-Lewisite),  which  is 
dithiopropanol,  was  developed  during  World 
War  II  to  combat  the  anticipated  use  of 
certain  poisonous  gases  in  warfare.  Arsenic 
has  an  affinity  for  thial  or — SH  groups  of 
tissue  proteins.  However,  dithiols  have  a 
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greater  affinity  for  arsenic.  Thus  BAL  was 
developed  to  counteract  poisonous  arsenic 
gases.  Next  it  was  shown  that  BAL  also 
had  a similar  action  with  mercury. 

Gold  would  also  apparently  have  an  af- 
finity for — SH  groups.  Several  reports  have 
appeared  in  the  literature  in  the  last  few 
years,  indicating  that  the  exfoliative  derma- 
titis due  to  gold  may  be  counteracted  and 
resolved  by  the  use  of  BAL. 

Montgomery  (Ann.  Int.  Med.,  33:915, 
1950)  reports  two  additional  instances  in 
which  two  patients  having  exfoliative 
dermatitis  due  to  gold  received  prompt  im- 
provement on  BAL  therapy.  Since  excretion 
of  gold  in  the  urine  is  slow,  treatment  must 
be  prolonged  for  weeks. 

★ 

Toxicity  of  Roentgen  Rays  to  Chick 
Embryo 

Karnofsky,  Patterson  and  Ridgeway 
(Am.  J.  Roentgenol.  Radium  Therapy  64: 
280,  1950)  have  shown  that  X-rays  have 
both  an  acute  and  a delayed  toxic  effect  on 
the  chick  embryo. 

Death  may  be  caused  within  20  hours 
after  irradiation  of  the  embryo  older  than 
8 days.  It  becomes  more  sensitive  to  acute 
effect  from  the  third  to  the  seventh  day 
and  is  slightly  more  resistant  after  the 
twelfth  day.  Lower  dosage  leads  to  cumu- 
lative effect  with  a more  chronic  course 
and  delayed  death.  The  embryo  in  this 
latter  group  show  vascular  injury,  hem- 
orrhage, generalized  edema,  and  necrosis  of 
the  liver.  Abnormal  development  of  cer- 
tain anatomic  structures  becomes  evident, 
especially  of  the  beak,  limbs,  head  and  eyes. 


William  Wallace  Porter,  M.D.,  Spring- 
field;  University  of  Tennessee  School  of 
Medicine,  1893;  aged  81;  died  November 
27,  1950. 

* 

William  Anderson  Reed,  M.D.,  Chatta- 
nooga; University  of  Tennessee  School  of 


Medicine,  1908 ; aged  67 ; died  November 
11,  1950. 

* 

Peter  John  Flippin,  M.D.,  Kerrville; 
Memphis  Hospital  Medical  College,  1897 ; 
aged  77 ; died  November  7,  1950. 

* 

Fred  Adolph  Neergaard,  M.D.,  Harri- 
man ; Maryland  Medical  College,  Baltimore, 
1908 ; aged  67 ; died  September  15,  1950. 


Executive  Secretary, 

Tennessee  State  Medical  Association 

Dear  Mr.  Foster: 

In  answer  to  your  letter  to  Doctor  Lull 
regarding  delegate  representation  in  the 
House  of  Delegates,  representation  is  allo- 
cated on  the  basis  of  active  members  of  the 
American  Medical  Association  in  each  con- 
stituent association.  All  of  your  members 
who  fail  to  pay  American  Medical  Associa- 
tion dues  lose  their  membership  in  the 
American  Medical  Association  and  your 
delegate  strength  will  be  diminished  pro- 
portionately. 

Very  truly  yours, 

Ernest  B.  Howard 
Assistant  Secretary 


IGRAMS  AND  NE 
MEDICAL  SOCIE 


KNOXVILLE  ACADEMY  OF  MEDICINE 


At  the  meeting  of  November  7,  Dr. 
Turner  Howard  presented  a paper  on  “Re- 
cent Advances  in  the  Treatment  of  Peri- 
pheral Vascular  Diseases."  The  subject  for 
discussion  at  the  November  21  meeting  was 
“Cellular  Studies  in  Diagnosis  and  Treat- 
ment of  Invasive  and  Non-invasive  Cervical 
Carcinoma.”  The  essayist  was  Dr.  A.  W. 
Diddle. 
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Robertson  Reports  1951  Officers 

Newly  elected  officers  of  the  Robertson 
County  Medical  Society  are  Dr.  W.  B.  Dye, 
Springfield,  president;  Dr.  John  S.  Hawk- 
ins, Springfield,  vice-president;  and  Dr. 
John  S.  Freeman,  Springfield,  secretary- 
treasurer. 

* 

Lively  Debate  on  Medical  Care  of 
Indigents  Features  Five-County 
Society  Meeting 

Spirited  impromptu  debate  on  the  best 
plans  for  caring  for  the  medically-indigent 
featured  the  November  meeting  of  the  Five- 
County  Medical  Society  at  Gainesboro 
November  30. 

Dr.  L.  W.  Edwards  of  Nashville,  Chair- 
man of  the  Public  Service  Committee  of  the 
State  Association,  explained  a proposal  his 
committee  has  made  to  Governor  Gordon 
Browning.  Public  Service  Director  Ed 
Bridges  also  discussed  the  plan. 

The  meeting  drew  its  usual  heavy  repre- 
sentation. Dr.  R.  C.  Gaw  of  Gainesboro 
graciously  yielded  the  time  assigned  for  his 
scientific  paper  for  the  presentation  of  the 
indigent  care  plan. 

Those  attending  were  Dr.  Kenneth  Haile, 
president,  Dr.  William  A.  Hensley,  Jr., 
Dr.  William  A.  Howard,  Dr.  Fred  Terry,  Dr. 
James  T.  DeBerry,  and  Thurman  Shipley, 
all  of  Cookeville ; Dr.  T.  M.  Crain  of  Mon- 
terey; Dr.  C.  B.  Roberts  and  Dr.  E.  B.  Clark 
of  Sparta;  Dr.  H.  B.  Nevans,  Dr.  W.  N. 
Brown  and  Frank  L.  Sidwell  of  Livingston ; 
Dr.  H.  F.  Lawson,  Dr.  Venable  L.  Lewis, 
and  Dr.  John  Q.  Adams  from  Crossville; 
and  Dr.  Gaw,  Dr.  L.  R.  Anderson,  Dr.  Wil- 
liam T.  Anderson,  Dr.  L.  R.  Dudney,  Dr. 
Charles  E.  Reeves  of  Gainesboro. 

* 

Nashville  Academy  of  Medicine 
Announces  Public  Service  Program 

The  far  reaching  Public  Service  Program 
of  the  Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society  was  an- 
nounced recently  by  Dr.  Hollis  E.  Johnson, 
Chairman  of  the  Public  Service  Committee. 

“The  Program  embraces  many  activities 


connected  with  Medical  Service  and  is  one  of 
the  most  progressive  programs  ever  adopted 
by  a County  Medical  Society,”  Dr.  Johnson 
stated. 

“The  Nashville  Academy  of  Medicine  has 
already  put  into  effect  several  phases  of  the 
long  term  program,”  Dr.  Johnson  said. 

The  Public  Service  Program  adopted  by 
the  Academy  of  Medicine  is  as  follows;  • 

1.  To  establish  for  the  benefit  of  the  com- 
munity, a Doctors  Emergency  Service  that 
can  be  utilized  by  any  member  of  the  public 
and  make  it  possible  for  them  to  easily  and 
quickly  obtain  a doctor  for  any  emergency 
at  any  time  of  the  night  or  day. 

2.  To  effectively  promote  the  enrollment 
of  every  doctor  in  Davidson  County  in  the 
Tennessee  Voluntary  Health  Plan.  The  pur- 
pose of  this  action  is  to  increase  the  extent 
to  which  voluntary  prepaid  insurance  ap- 
plies against  the  cost  of  illness  and  injury 
to  the  people  of  Davidson  County ; to  in- 
crease the  effectiveness  of  such  insurance 
through  the  voluntary  cooperation  of  its 
member  physicians ; to  make  such  insurance 
available  to  the  public  at  the  lowest  prac- 
ticable cost;  and  to  safeguard  the  physician- 
patient  relationship  that  is  vitally  neces- 
sary in  order  to  improve  the  high  standard 
of  medical  care. 

3.  The  establishment  of  a medical  lay- 
service  committee  for  the  purpose  of  assist- 
ing in  the  settlement  of  any  misunderstand- 
ings between  members  of  the  Medical  Pro- 
fession and  the  Public. 

4.  (a)  To  integrate  the  Academy  of  Med- 
icine and  County  Medical  Society  Program 
with  that  of  the  Tennessee  State  Medical 
Association  in  order  to  present  a united 
front  for  action  on  important  medical  mat- 
ters. 

(b)  To  make  known  to  the  public  facts 
affecting  the  Medical  Profession  and  to  con- 
stantly study  any  action  of  poor  public 
service. 

(c)  To  promote  jointly  with  the  Tennes- 
see State  Medical  Association  the  participa- 
tion of  high  school  children  in  Medical  Es- 
say Contests  and  to  particularly  promote 
participation  in  the  contests  in  Davidson 
County. 
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5.  To  broaden  and  extend  the  availability 
of  medical  care  in  Davidson  County. 

6.  To  study  a Nursing  Program  for 
nurses  who  will  do  bedside  work,  as  dis- 
tinguished from  the  nursing  schools  which 
educate  teachers  and  supervisors  in  nursing 
schools. 

7.  The  establishment  of  a Speakers  Bu- 
reau for  the  purpose  of  delivering  talks,  or  ' 
for  furnishing  information  with  regard  to 
medical  subjects  to  any  School,  Society, 
Association  or  Company  or  other  interested 
groups. 

The  Program  also  sets  out  how  assistance 
can  be  rendered  to  the  Women’s  Auxiliary 
of  the  Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society,  to  assist 
it  in  carrying  out  the  various  objectives  of 
the  Academy’s  Program. 

8.  To  study  the  establishing  of  a loan 
fund  to  help  finance  medical  education.  The 
Academy  of  Medicine  is  working  closely 
with  the  Tennessee  State  Medical  Associa- 
tion in  developing  this  project. 

9.  To  study  and  seek  legislation  that 
would  provide  proper  care  for  the  family 
of  a wage  earner  who  is  disabled  for  a 
long  period  of  time. 

10.  To  request  medical  schools  to  insti- 
tute classes  in  medical  ethics — applying  not 
only  to  relationship  of  doctor  to  doctor  and 
doctor  to  hospital,  but  to  doctors  and  pa- 
tients as  well. 

11.  To  adopt  a Press  and  Radio  Code  for 
the  purpose  of  promoting  better  under- 
standing of  medical  problems  with  the  Press 
and  Radio.  Such  a Code  would  better  en- 
able the  handling  of  information  of  interest 
to  the  public  and  which  pertains  to  the 
Patient,  Doctor,  Hospitals  and  the  News- 
papers and  Radio  Stations  of  Nashville  and 
Davidson  County. 

Others  assisting  Dr.  Johnson  in  formu- 
lating the  Public  Service  Program  for  the 
Academy  of  Medicine  were  Dr.  John  B. 
Youmans,  Dr.  Hugh  J.  Morgan,  Dr.  L.  W. 
Edwards,  Dr.  Joseph  M.  Ivie  and  Dr.  Irving 
R.  Hillard. 

* 

Members  of  Armed  Services  Exempt 
From  State  Dues 

The  Board  of  Trustees  at  its  semi-annual 


meeting  in  Nashville  on  November  12th 
adopted  the  following  resolution : 

“That,  effective  January  1,  1951,  dues  of 
active  members  of  the  Tennessee  State 
Medical  Association  who  enter  the  armed 
services  for  an  extended  period  (not  less 
than  one  year)  be  remitted  and  that  where 
the  member  is  activated  before  April  1st 
he  shall  not  be  required  to  pay  dues  for  the 
current  year,  provided  such  members  are 
exempt  from  local  society  dues  (if  any). 

“That  following  the  first  year  of  con- 
tinuous service  in  the  armed  forces,  the 
active  member’s  dues  shall  be  remitted  until 
his  separation  from  the  armed  forces,  which 
if  it  occurs  before  April  1,  shall  make  the 
member  liable  for  payment  of  current  dues; 
if  after  that  date,  he  shall  not  be  required 
to  pay  dues  until  the  following  year. 

“That  where  a member  enters  the  armed 
forces  but  continues  to  carry  on  civilian 
practice  in  the  community,  his  dues  shall 
not  be  remitted. 

“That  medical  officers  who  apply  for  ac- 
tive membership  in  the  Association  while 
in  the  armed  forces  shall  be  required  to  pay 
regular  dues  for  the  first  year;  thereafter 
their  dues  shall  be  remitted  as  in  the  in- 
stance of  those  who  were  active  members 
prior  to  entering  the  armed  forces. 

“That  the  American  Medical  Association 
be  notified  of  the  above  action  and  be  re- 
quested to  take  similar  steps  to  relieve  mem- 
bers of  the  Association  in  the  armed  forces 
from  paying  membership  dues.” 


The  following  is  an  excerpt  from  a recent 
memorandum  from  Dr.  George  Lull,  Secre- 
tary and  General  Manager  of  the  American 
Medical  Association. 

November  24,  1950 

Memorandum  to  Constituent  State  Medical 
Association  Secretaries 

The  collection  of  American  Medical 
Association  dues  of  $25.00  for  the  year 
1950  must  be  significantly  increased  if  the 
American  Medical  Association  is  not  to  be 
confronted  early  in  1951  by  a large  with- 
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drawal  of  members.  Members  who  have 
not  paid  A.M.A.  dues  by  December  31,  1950, 
will  be  considered  delinquent  and  a letter 
will  be  sent  from  this  office  directly  to  each 
delinquent  member  during  the  first  week  of 
January  1951.  In  this  letter  I shall  re- 
quest that  payment  be  made  and  indicate 
that  if  the  payment  is  not  made  within  30 
days,  the  member’s  name  will  be  withdrawn 
from  the  membership  roll  of  the  American 
Medical  Association. 

Several  state  medical  Associations  have 
succeeded  in  collecting  dues  from  more  than 
90  per  cent  of  their  A.M.A.  members.  In 
most  associations  the  average  collection  is 
about  70  per  cent,  and  in  a few  less  than 
50  per  cent  have  paid. 

1 urge  you  to  take  every  possible  action 
to  promote  A.M.A.  membership  and  to  stim- 
ulate immediate  payment  of  dues.  The 
prestige  of  the  American  Medical  Associa- 
tion is  at  stake  in  this  program.  A very 
serious  adverse  effect  is  inevitable  if  a 
considerable  percentage  of  A.M.A.  mem- 
bership is  lost  because  of  failure  to  pay  dues. 
We  cannot  afford  such  a situation  at  a time 
when  the  medical  profession  is  fighting  for 
its  very  existence  as  a free  profession  and 
the  present  high  quality  of  medical  care  is 
endangered  by  political  intervention. 

If  a significant  number  of  members  with- 
draw, the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  will  be  diminished 
since  delegate  strength  is  proportional  to 
the  number  of  active  members  in  the  respec- 
tive associations.  The  term  “active  mem- 
iters”  refers  to  those  active  members  of 
each  constituent  association  who  are  mem- 
bers of  the  American  Medical  Association. 
The  quota  of  one  delegate  per  1,000  active 
members  for  each  constituent  association 
allows  one  delegate  for  each  1,000  active 
A.M.A.  members.  It  is,  therefore,  important 
that  each  constituent  association  collect 
dues  from  close  to  100  per  cent  of  its 
A.M.A.  members  if  its  delegate  strength 
in  the  House  of  Delegates  is  to  be  main- 
tained. 

The  problem  of  collecting  for  the  year 
1951  will  undoubtedly  be  eased  by  the  fact 
that  subscription  to  The  Journal  of  the 
American  Medical  Association  is  included 


as  part  of  the  dues.  It  should  be  borne  in 
mind  that  dues  for  1951  will  not  be  accepted 
from  those  A.M.A.  members  who  have 
failed  to  pay  their  dues  for  the  year  1950 
until  such  delinquent  dues  are  paid.  . . . 

Very  truly  yours, 
George  Lull 
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Mid-South  Regional  Meeting  of  the 
American  College  of  Physicians 

The  meeting  will  be  held  at  the  Peabody 
Hotel  in  Memphis,  Tennessee  on  Friday  and 
Saturday,  January  12-13,  1951.  Dr.  Wil- 
liam C.  Chaney,  College  Governor  for  Ten- 
nessee, is  General  Chairman  and  Dr.  J.  F. 
Hamilton  is  Chairman  of  the  Committee 
on  Arrangements. 

The  scientific  program  will  begin  on  Fri- 
day, January  12,  at  1 :30  p.m.  with  a paper 
entitled  “The  New  Nomenclature  for  Blood 
Cells”  by  Dr.  L.  W.  Diggs,  University  of 
Tennessee  College  of  Medicine,  Memphis. 

2 :00  p.m.  “Studies  on  Controlled  Acute 
Cardiac  Failure”  by  Dr.  A.  C.  Guyton, 
University  of  Mississippi  School  of 
Medicine,  University. 

2 :30  p.m.  “Adrenal  Pituitary  Relation- 
ships in  Renal  Function”  by  Dr.  C.  H. 
Burnett,  Southwestern  Medical  School 
of  The  University  of  Texas,  Dallas. 

3 :00  p.m.  “Comments  on  Pernicious 
Anemia”  by  Dr.  Edgar  Jones,  F.A.C.P.. 
Vanderbilt  University  School  of  Medi- 
cine, Nashville. 

3 :40  p.m.  “Recent  Advances  in  the  Treat- 

ment of  Tuberculosis”  by  Dr.  D.  E. 
Jenkins,  Baylor  University  College  of 
Medicine,  Houston. 

4:10  p.m.  “An  Experimental  Study  of 
Methods  for  the  Prolongation  of  Life 
in  the  Nephrectomized  Dog  and  Its 
Application  to  the  Human”  by  Dr.  A. 
Grollman,  F.A.C.P.,  Southwestern 
Medical  School  of  the  University  of 
Texas,  Dallas. 

4 :40  p.m.  “ACTH  and  Cortisone”  by  Dr. 

Willard  O.  Thompson,  F.A.C.P.,  Uni- 
versity of  Illinois  College  of  Medicme, 
Chicago. 
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Saturday,  January  13 

1) :()()  a.m.  “Portal  Hypertension  : Clinical 
and  Therapeutic  Considerations”  by 
Dr.  Charles  T.  Stone,  F.A.C.P.,  Uni- 
versity of  Texas  School  of  Medicine, 
Galveston. 

9 :30  a.m.  “The  Kidney  as  an  Endocrine 
Gland”  by  Dr.  Thomas  Findley, 
F.A.C.P.,  Tulane  University  of  Louisi- 
ana School  of  Medicine,  New  Orleans. 
10:00  a.m.  “Clinical  Aspects  and  Manage- 
ment of  Atrial  Flutter”  by  Dr.  George 
R.  Herrmann,  F.A.C.P.,  University  of 
Texas  School  of  Medicine,  Galveston. 
10:30  a.m.  “Angiocardiography  in  the 
Definitive  Diagnosis  of  Cardiovascular 
Disease”  by  Dr.  Harold  S.  Jacobs. 
Louisiana  State  University  School  of 
Medicine,  New  Orleans. 

11:00  a.m.  “The  Dilemma  of  Multitudi- 
nous Leads  in  Clinical  Electrocardio- 
graphy” by  Dr.  W.  R.  Akenhead, 
Louisiana  State  University  School  of 
Medicine,  New  Orleans. 

1 1 :30  a.m.  “Laboratory  Procedures  for 
Diagnosis  and  Control  of  Therapy  in 
Rheumatoid  Arthritis”  by  Dr.  B.  B. 
Wells,  University  of  Arkansas  School 
of  Medicine,  Little  Rock. 

12:00  “Problems  and  Their  Management 
in  Central  Nervous  System  and  Cardio- 
vascular Syphilis”  by  Dr.  Henry  Pack- 
er, F.A.C.P.,  University  of  Tennessee 
College  of  Medicine,  Memphis. 

* 

Postgraduate  Course  in  Diseases  of  the 
Chest 

The  program  is  sponsored  by  the  Amer- 
ican College  of  Chest  Physicians  and  will 
be  conducted  at  Vanderbilt  University  Med- 
ical School,  Nashville,  Tennessee,  the  week 
of  January  22-27,  1951,  beginning  with 
registration  at  8 o’clock  on  the  morning  of 
January  22,  1951. 

Committee  in  charge  consists  of:  Hollis 
E.  Johnson,  M.D.,  Chairman;  Duane  Carr, 
M.D.;  Carl  C.  Aven,  M.D.;  Louis  L.  Fried- 
man, M.D.;  David  H.  Waterman,  M.D. 

Monday,  January  22,  1951 
8:00  A.M.  Registration 

Hollis  E.  .Johnson,  M.D.,  Nashville, 
Tennessee,  Moderator 


9:00  A.M. 


10:00  A.M. 


11:00  A.M. 


1 :30  P.M. 


2:20  P.M. 


3:20  P.M. 


4:10  P.M. 


8:30  A.M. 


9:20  A.M. 


10:20  A.M. 


11  : 10  A.M. 


Applied  Anatomy  of  the  Lungs  and 
Thorax,  Sam  L.  Clark,  Ph.D.,  M.D., 
Professor  of  Anatomy,  Vanderbilt 
University  Medical  School,  Nashville, 
Tennessee 

Physiology  of  Respiration,  George  R. 
Meneely,  M.D.,  Assistant  Professor  of 
Medicine,  Vanderbilt  University  Med- 
ical School,  Nashville,  Tennessee 
Pulmonary  Suppurative  Disease,  Rus- 
sel Jones,  Assistant  Professor  of 
Pathology,  University  of  Tennessee 
College  of  Medicine,  Memphis,  Ten- 
nessee 

launch — Intermission 

J.  Winthrop  Peabody,  M.D.,  Wash- 
ington, D.  C.,  Moderator 

Diagnosis  of  Broncho-Pulmonary 
Disease,  Louis  L.  Friedman,  M.D., 
Assistant  Professor  of  Medicine,  Med- 
ical College  of  Alabama,  Birmingham, 
Alabama 

Acute  Bacterial  Pneumonias,  Differ- 
ential Diagnosis  and  Treatment, 
Rudolph  M.  Kampmeier,  M.D.,  Associ- 
ate Professor  of  Medicine,  Vander- 
bilt University  Medical  School,  Nash- 
ville, Tennessee 

Acute  Non-Bacterial  Pneumonias, 
Frederick  T.  Billings,  Jr.,  M.D.,  As- 
sistant Professor  of  Medicine,  Van- 
derbilt University  Medical  School, 
Nashville,  Tennessee 
Azotemic  and  Saline  Pneumonias, 
John  E.  Whiteleather,  M.D.,  Director, 
Roentgenology,  Baptist  Memorial 
Hospital,  Memphis,  Tennessee 

Tuesday  January  23,  1951 

Robert  McCracken,  M.D.,  Nashville, 
Tennessee,  Moderator 

Pulmonary  Embolism,  Robert  S. 
McCleery,  M.D.,  Associate  Professor 
of  Surgery,  Vanderbilt  University 
Medical  School,  Nashville,  Tennessee 
Diagnosis  and  Medical  Management 
of  Bronchiectasis,  Thomas  B.  Haltom, 
M.D.,  Assistant  in  Medicine,  Vander- 
bilt University  Medical  School,  Nash- 
ville, Tennessee 

Aerosol  Therapy,  Louis  L.  Friedman, 
M.D.,  Assistant  Professor  of  Medicine, 
Medical  College  of  Alabama,  Birming- 
ham, Alabama 

Surgical  Management  of  Bronchiec- 
tasis, Duane  Carr,  M.D.,  Assistant 
Professor  of  Surgery,  University  of 
Tennessee  College  of  Medicine,  Mem- 
phis, Tennessee 
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1 : 30 


2:20 


3 : 20 


4:10 


8:30 


9:20 


10:20 


11:10 


1 :30 


2:20 


3:20 


Lunch — I ntermission 

ffi' ■ tO  V 

Duanfe  Carr,  M.D.,  Memphis,  Tennes- 
see, Moderator 

P.M.  Pulmonary  Mycoses,  David  L.  Mc- 
Vickar,  Ph.D.,  M.D.,  Assistant  Profes- 
sor of  Bacteriology,  Vanderbilt  Uni- 
versity Medical  School,  Nashville, 
Tennessee 

P.M.  Lung  Dust  Diseases,  Peter  H. 
Theodos,  M.D.,  Instructor  in  Medicine, 
Jefferson  Medical  College,  Philadel- 
phia, Pennsylvania 

P.M.  Bronchial  Asthma,  Hal  M.  Davison, 
M.D.,  Chief  of  Medical  Service, 
Georgia  Baptist  Hospital,  Atlanta, 
Georgia 

P.M.  Pulmonary  Emphysema  and  Cystic 
Disease  of  the  Lungs,  Sydney  Jacobs, 
M.D.,  Assistant  Professor  of  Clinical 
Medicine,  Tulane  University  Medical 
School,  New  Orleans,  Louisiana 

Wednesday,  January  24,  1951 

Louis  Friedman,  M.D.,  Birmingham, 
Alabama,  Moderator 

A.M.  Intra-Thoracic  Neoplasms,  John 
Harter,  M.D.,  Louisville,  Kentucky, 
Associate  Professor  of  Surgery,  Uni- 
versity of  Louisville  Medical  School 
A.M.  Cytologic  Diagnosis  of  Pulmonary 
Neoplasms,  John  L.  Shapiro,  M.D., 
Assistant  Professor  of  Pathology, 
Vanderbilt  University  Medical  School, 
Nashville,  Tennessee 

A.M.  Solitary  Pulmonary  Nodule,  Clar- 
ence C.  Woodcock,  Jr.,  M.D.,  Assistant 
in  Medicine,  Vanderbilt  University 
Medical  School,  Nashville,  Tennessee 
A.M.  Pulmonary  Neoplasms,  John  Harter, 
M.D.,  Associate  Professor  of  Surgery, 
University  of  Louisville  Medical 
School 

Lunch — Intermission 

R.  O.  Joplin,  M.D.,  Louisville,  Ken- 
tucky, Moderator 

P.M.  Physio-Chemical  Pneumonitis,  Syd- 
ney Jacobs,  M.D.,  Assistant  Professor 
of  Clinical  Medicine,  Tulane  Univer- 
sity Medical  School,  New  Oi’leans, 
Louisiana 

P.M.  Lung  Abscess,  Louis  Rosenfeld,  M.D., 
Instructor  in  Clinical  Surgery,  Van- 
derbilt University  Medical  School. 
Nashville,  Tennessee 

P.M.  Diagnosis  and  Treatment  of  Intra- 
Thoracic  Vascular  Disorders,  Osier  A. 
Abbott,  M.D.,  Assistant  Professor  of 
Clinical  Thoracic  Surgery,  Emory 
University  Medical  School,  Atlanta, 
Georgia 


4:10  P.M.  Recent  Advances  in  Cardiac  Surgery, 
Rollin  A.  Daniel,  Jr.,  M.D.,  Associate 
Professor  of  Surgery,  Vanderbilt  Uni- 
versity Medical  School,  Nashville, 
Tennessee 

Thursday,  January  25,  1951 

George  Meneeley,  M.D.,  Nashville, 
Tennessee,  Moderator 

8:30  A.M.  Surgery  of  the  Esophagus,  Rollin  A. 

Daniel,  Jr.,  M.D.,  Associate  Professor 
of  Surgery,  Vanderbilt  University 
Medical  School,  Nashville,  Tennessee 
9:20  A.M.  Mediastinal  Infections  and  Tumors, 
Walter  Dively,  M.D.,  Instructor  in 
Surgery,  Vanderbilt  University  Med- 
ical School,  Nashville,  Tennessee 
10:20  A.M.  Diaphragmatic  Hernia,  David  H. 

Waterman,  M.D.,  Attending  Thoracic- 
Surgeon,  Knoxville  General  Hospital, 
Knoxville,  Tennessee 

11:10  A.M.  Thoracic  Trauma,  Charles  Kessler, 
M.D.,  Birmingham,  Alabama 

Lunch — Intermission 

David  H.  Waterman,  M.D.,  Knoxville, 
Tennessee,  Moderator 

1 :30  P.M.  Differential  Diagnosis  of  Tuberculosis 
in  Children,  Amos  Christie,  M.D., 
Professor  of  Pediatrics,  Vanderbilt 
University  Medical  School,  Nashville, 
Tennessee 

2:20  P.M.  Pulmonary  Hemorrhage,  Edward  F. 

Parker,  M.D.,  Chief  of  Thoracic  Sur- 
gery, Branch  5,  V.  A.  Hospital, 
Charleston,  South  Carolina 
3:20  P.M.  Pleurisy  with  Effusion,  A.  L.  Gold- 
man, M.D.,  Associate  Professor  of 
Clinical  Medicine,  Washington  Uni- 
versity School  of  Medicine,  St.  Louis, 
Missouri 

4:10  P.M.  Spontaneous  Pneumothorax,  George 
R.  Meneely,  M.D.,  Assistant  Profes- 
sor of  Medicine,  Vanderbilt  Univer- 
sity Medical  School,  Nashville,  Ten- 
nessee 

Friday,  January  26,  1951 

Carl  C.  Aven,  M.D.,  Atlanta,  Georgia, 
Moderator 


8:30  A.M.  Motion  Picture  Showing  Development 
and  Receding  of  Tubercle  in  a Rabbit's 
Ear,  Robert  Eberet,  M.D.,  Assistant 
Professor  of  Medicine,  Division  of 
Pulmonary  Diseases,  University  of 
Chicago,  Chicago,  Illinois 
9:20  A.M.  Laboratory  Diagnosis  of  Pulmonary 
Tuberculosis,  Martin  Cummings,  M.D., 
Chief,  Tuberculosis  Research  Labora- 
tory, Veterans  Administration,  Cham- 
blee,  Georgia 


December,  1950 


PERSONAL  NEWS 


483 


10:20  A.M.  Clinico-Pathologic  Relationships  in 
Pulmonary  Tuberculosis,  Hollis  E. 
Johnson,  M.D.,  Associate  Professor 
of  Clinical  Medicine,  Vanderbilt  Uni- 
versity Medical  School,  Nashville, 
Tennessee 

11:10  A.M.  Differential  Diagnosis  of  Pulmonary 
Tuberculosis  With  Special  Reference 
to  Loeffler’s  Syndrome,  Louis  Mark, 
M.D.,  President,  American  College  of 
Chest  Physicians,  Medical  Director 
Rocky  Glen  Sanatorium,  Chief  of 
Chest  Department,  White  Cross  Hos- 
pital, Columbus,  Ohio 

Lunch — Intermission 


R.  R.  Crowe,  M.D.,  Nashville,  Ten- 
nessee, Moderator 


1:30  P.M. 


2:20  P.M. 


3:20  P.M. 


4:10  P.M. 


B.C.G.,  Martin  Cummings,  M.D., 
Chief,  Tuberculosis  Research  Labora- 
tory, Veterans  Administration,  Charn- 
blee,  Georgia 

Medical  Management  of  Pulmonary 
Tuberculosis,  Carl  C.  Aven,  M.D.,  vis- 
iting Physician,  Baptist  Hospital,  St. 
Joseph’s  Infirmary,  Consultant  Grady 
Memorial  Hospital,  Piedmont  Hos- 
pital, Atlanta,  Georgia,  and  Joseph 
S.  Cruise,  Atlanta,  Georgia 
Antibiotics  in  the  Treatment  of  Pul- 
monary Tuberculosis,  Robert  Good- 
win, M.D.,  Instructor  in  Clinical 
Medicine,  Vanderbilt  University  Med- 
ical School,  Chief  of  the  Tuberculosis 
Service,  Thayer  General  V.  A.  Hos- 
pital, Nashville,  Tennessee 
Surgical  Management  of  Pulmonary 
Tuberculosis,  Walter  Dively,  M.D.,  In- 
structor in  Surgery,  Vanderbilt  Uni- 
versity Medical  School,  Nashville, 
Tennessee 


Saturday,  January  27,  1951 

9-12  Noon  Chest  Conference  by  the  combined 
staffs  of  the  Davidson  County  Tuber- 
culosis Hospital  and  the  Middle  Ten- 
nessee Tuberculosis  Hospital,  Nash- 
ville, Tennessee 

Any  physician  desiring  further  informa- 
tion may  write  to : 

Mr.  MURRAY  KORNFELD 
American  College  of  Chest  Physicians 
500  North  Dearborn  Street 
Chicago,  Illinois 


* 

The  Jackson  Clinic  formally  opened  its 
new  clinic  in  Jackson,  Tennessee  on  Novem- 
ber 12. 


Dr.  Finks  New  Head 
Of  Mid-State  Group 

Dr.  Robert  M.  Finks  of  Nashville  was  in- 
stalled president  of  the  Middle  Tennessee 
Medical  Association  at  the  semi-annual 
meeting  in  Murfreesboro  November  16. 
Heavy  attendance  marked  the  meeting. 

He  succeeded  Dr.  W.  K.  Owen  of  Pulaski, 
whose  President’s  Address  on  “The  Doctor’s 
Responsibility”  evoked  much  favorable  com- 
ment. Dr.  B.  F.  Byrd,  Jr.,  of  Nashville  was 
re-elected  secretary-treasurer. 

The  new  president-elect,  chosen  unani- 
mously, is  Dr.  W.  N.  Cook  of ‘Columbia,  a 
member  of  the  new  Public  Service  Commit- 
tee of  the  Tennessee  State  Medical  Assoc’a- 
tion. 

Dr.  Cook  is  President  of  the  Maury 
County  Tuberculosis  Association,  secretary 
of  the  Maury  County  Medical  Society  and 
retiring  president  of  the  Middle  Tennessee 
Scientific  Society. 

The  next  meeting  of  Mid-State  will  be 
held  in  Cookeville  on  the  third  Thursday 
in  May,  1951. 

The  November  program  featured  papers 
presented  by  Drs.  Frank  G.  Witherspoon, 
Joseph  M.  Ivie,  John  B.  Youmans,  William 
F.  Meacham,  Albert  Weinstein,  Frederic 
E.  Cowden,  Rollin  A.  Daniel,  Jr.,  and  George 
Meneely,  all  of  Nashville,  and  Dr.  Leo  Har- 
ris, Jr.,  of  Lawrenceburg. 

¥ 

The  Memphis  Journal  Review  Club  re- 
cently elected  as  president,  Dr.  Richard 
Overman  of  the  Department  of  Physiology 
and  as  secretary,  Dr.  T.  S.  Hill  of  the  De- 
partment of  Psychiatry  and  Neurology  of 
the  University  of  Tennessee  Medical  Units. 
Organized  in  1932,  the  group  hears  reviews 
of  papers  on  research. 


Dr.  Hugh  J.  Morgan  of  Nashville  has 
been  named  as  a member  of  the  National 
Advisory  Health  Council  of  the  U.  S.  Public 
Health  Service.  This  Council  advises  the 
Surgeon-General  concerning  the  distribu- 


4H4 


PERSONAL  NEWS 


December,  1950 


lion  of  public  funds  to  non-federal  insti- 
I ill  ions  for  medical  research  and  the  train- 
ing of  .scientific  personnel. 

* 

Dr.  ().  S.  I lank,  Superintendent  of  Cen- 
tral State  Hospital  at  Nashville  was  honored 
by  his  election  as  president  of  the  Southern 
Psychiatric  Association  at  its  meeting  in 
Williamsburg,  Virginia. 

* 

Dr.  John  J.  Lentz,  who  has  led  David- 
son County’s  public  health  program  for  the 
past  30  years,  will  begin  another  four-year 
term  as  Director  of  Health  on  January  27. 

* 

Dr.  J.  C.  Blankenship,  Sparta  physician 
and  surgeon,  has  been  named  temporary 


assistant  superintendent  of  Davidson  Coun- 
ty Hospital.  Dr.  Blankenship,  one  of  the 
Upper  Cumberland  area’s  oldest  general 
practitioners  from  the  standpoint  of  years 
of  service,  has  closed  his  clinic  in  Sparta 
for  the  few  months  he  will  be  connected 
with  the  local  hospital. 

* 

Dr.  Spires  Whitaker,  Chattanooga,  spoke 
before  the  Kosmos-Woman’s  Club  Novem- 
ber 21st.  Dr.  Whitaker  discussed  the  pro- 
gram of  the  American  Heart  Association. 

* 

Dr.  George  Goodall  of  Smyrna  was  in  an 
automobile  accident  near  Smyrna.  His  in- 
juries were  pronounced  painful  but  not 
serious. 


First  in  the  South  to  Produce 

• Grade  "A”  Pasteurized  •Homogenized  •Soft  Curd  •Vitamin  "D” 

With  400  U.S.P.  Vitamin  D Units  (Activated  F.rgostcrol)  Added  Per  Quart 

ANTHONY  PURE  MILK  CO.,  INC.,  504  Woodland  Street 


GleaSuUew 


ON  THE  KRATZVILLE  ROAD 

EVANSVILLE, 

INDIANA 


Telephone  5-6181 

A Private  Hospital  for  the  Treatment  of 
Patients  Suffering  from  Mental  Illness,  Al- 
coholism, and  Drug  Addiction. 

Separate  Building  for  Disturbed  and  Con- 
valescent Patients. 


Equipped  for  Surgery 

Electroencephalograph — Clinical  Laboratory 
— Electrocardiograph  — Stereoscopic  X-ray 
— Basal  Metabolism — Hydrotherapy. 

Albert  J.  Crevello,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Medical  Director 
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The  list  of  members  of  the  Tennessee  State  Med- 
ical Association  is  published  in  compliance  with  a 
provision  of  the  Constitution  and  By-Laws.  The 
data  are  accurate  as  of  December  1,  1950.  They 
are  arranged  in  the  following  order: 

List  of  active  members. 

Counties  arranged  alphabetically. 


Towns  in  each  county  arranged  alphabetically 
and  the  members  in  each  town  arranged  alphabeti- 
cally. 

List  of  members  residing  outside  the  state 
arranged  alphabetically. 

List  of  veteran  members. 

List  of  members  who  have  died  in  the  year  1950. 


ANDERSON 

COUNTY 

Clinton 

A.  W.  Bishop 
Jonathan  W.  Cox 

J.  S.  Hall 
Jack  M.  Hayes 
Henry  Hedden,  Jr. 

E.  B.  Smith 

Lake  City 

J.  M.  Cox 

R.  B.  Scott 

H.  G.  Langford 

Norris 

S.  G.  McNeeley 

Oak  Ridge 
( See  Roane  County) 

BEDFORD 

COUNTY 

Shelbyville 
W.  H.  Avery 

E.  H.  Barksdale 
James  N.  Burch 

L.  Chambers 

A.  L.  Cooper 
Alfred  Farrar 
Taylor  Farrar 
H.  A.  Morgan,  Jr. 

T.  R.  Ray 
Carl  Rogers 
Sara  Womack 

War  trace 
M.  L.  Connell 

BENTON 

COUNTY 

Camden 

A.  T.  Hicks 

R.  L.  Horton 

BLEDSOE 

COUNTY 

Pikeville 

Thomas  G.  Cranwell 
(Mbr.  Hamilton  Co.) 

BLOUNT  COUNTY 
Greenback 
Joe  E.  Hall 

Maryville 

K.  A.  Bryant 

Geo.  W.  Burchfield 
Henry  A.  Callaway 
Lea  Callaway 
M.  A.  Carnes 
W.  C.  Crowder 
Lynn  F.  Curtis 
VV.  N.  Dawson 

R.  H.  Haralson 
H.  L.  Isbell 
Beulah  Kittrell 
Samuel  S.  Lambeth 
Julian  C.  Lentz 

C.  B.  Lequire 
G.  D.  Lequire 

L.  R.  Lingeman 

F.  S.  Lovingood 
J.  M.  McCulloch 
J.  F.  Manning 
Lester  C.  Olin 

T.  M.  Ousley 
James  N.  Proffitt 

B.  P.  Ramsey 
Trent  Vandergriff 
Lowell  E.  Vinsant 

BRADLEY  COUNTY 
Cleveland 

D.  N.  Arnold 
W.  B Campbell 

E.  R Ferguson 
Wm.  A.  Garrott 


C.  S.  Heron 
Frank  K.  Jones 
J.  C.  Lowe 
Joseph  McCoin 
C.  T.  Speck,  Jr. 

S.  J.  Sullivan 
Madison  S.  Trewhitt 

CAMPBELL 
COUNTY 
Jacksboro 
Chas.  Rogers 
Jellico 
C.  E.  Ausmus 
Geo.  B.  Brown 
Robert  L.  Brown 
Charles  A.  Prater 
Ned  C.  Watts 

La  Toilette 
J.  J.  Baird 

M.  L.  Davis 
A.  O.  Delozier 
P.  T.  Howard 
J.  P.  Lindsey 
P.  J.  O’Brien 
J.  W.  Presley 

R.  C.  Pryse 
James  W.  Riggs 
L.  J.  Seargeant 

CANNON  COUNTY 
Woodbury 
J.  F.  Adams 
(Mbr.  Rutherford 
Co.) 

William  A.  Bryant 
( Mbr.  Rutherford 
Co.) 

CARROLL  COUNTY 
Bruceton 

R.  T.  Keeton 
L.  E.  Trevathan 

Huntingdon 

R.  A.  Douglas 

R.  B.  Wilson 

McKenzie 

E.  E.  Edwards 
J.  T.  Holmes 

Trezevant 

F.  C.  Carnell 

CARTER  COUNTY 
Elizabetbton 
R.  J.  Allen 
Charles  B.  Baughman 
E.  L.  Caudill 
E.  L.  Caudill,  Jr. 

W.  G.  Frost 
John  A.  Knapp 
E.  T.  Pearson 
Burton  S.  Shook 
Homer  P.  Williams 
Roan  Mountain 
W.  T.  Woodward 
CHEATHAM 
COUNTY 

Thomasville 

T.  M.  Harris 
(Mbr.  Montgomery 

Co.) 

CHESTER  COUNTY 
Henderson 
John  William  Baird 
W.  O.  Baird 
L C.  Smith 
Hunter  M.  Steadman 
J.  B.  Stephens 

CLAIBORNE 
COUNTY 
Tazewell 
C.  S.  Gilbert 


New  Tazewell 
H.  C.  Evans 
(Mbr.  Knox  Co.) 
George  L.  Rea 
(Mbr.  Knox  Co.) 

CLAY  COUNTY 
Champ  E.  Clark 
COCKE  COUNTY 
Newport 
W.  E McGaha 
Drew  A.  Mims 

L.  S.  Nease 
Glen  C.  Shults 
Fred  M.  Valentine 

COFFEE  COUNTY 
Manchester 
Howard  A.  Farrar 
(Mbr.  Rutherford 
Co.) 

J H.  Farrar 
(Mbr.  Rutherford 

Co.) 

Tullahoma 
J.  M.  King 
(Mbr.  Bedford  Co.) 
Bryant  S.  Swindall 
(Mbr.  Bedford  Co.) 

CROCKETT 

COUNTY 

Alamo 

E.  O.  Prather,  Jr. 
Bells 

E.  Farrow 

F.  P.  Hess 

S.  E.  McDonald 

CUMBERLAND 

COUNTY 

Crossville 

Paul  A.  Erwin,  Jr. 
James  L.  Gardner 
H.  F.  Lawson 

V.  L.  Lewis 
Robert  M.  Metcalfe 
E.  W.  Mitchell 
Alfred  Taylor 

M.  M.  Young 

Pleasant  Hill 
Margaret  Stewart 
May  C.  Wharton 

DAVIDSON 

COUNTY 

Donelson 
J.  L.  Ames 
(Mbr.  Wilson  Co.) 
E.  E.  Anderson 
J.  M.  Curry 
(Mbr.  Consolidated 
Soc.) 

Maurice  S.  Davis 
H.  P.  Hyder 
Goodlettsville 

S.  J.  Fentress 

Madison 
Roy  R.  Bowes 
Frederick  B.  Cothren 
Julian  C.  Gant 
David  F.  Johnson 
Gilbert  H.  Johnson 
Cyrus  Eve  Kendall 
James  D.  Schuler 
Joe  E.  Sutherland 
Harry  Witztum 
Nashville 
Walter  M.  Adair 
Crawford  Adams 
J W.  Alford,  Jr. 

W.  L.  Alsobrook 
Joe  D.  Anderson 
Jas.  P.  Anderson 


J.  Sumpter  Anderson 
J.  J.  Ashby 

G.  F.  Aycock 

J.  Mansfield  Bailey 
Sidney  W.  Ballard 
Hugh  Barr 
David  S.  Bayer 
Eric  Bell,  Jr. 

Lynch  Bennett 
Edmund  W.  Benz 
Joseph  D.  Berkley 
W.  C.  Bilbro 
Otto  Billig 

F.  T.  Billings,  Jr. 
R.  W.  Billington 

L.  K.  Bishon 
James  B.  Boddie,  Jr. 
Anna  M.  Bowie 
John  M.  Boylin 

H.  B.  Brackin 
Cloyce  F.  Bradley 

G.  Hearn  Bradley 

T.  F.  Bridges 

M.  F.  Brown 
(Mbr.  Lincoln  Co.) 
Barney  Brooks 
Clinton  E.  Brush 

T.  L.  Bryan 
T Thomas  Bryan 
O.  N Brvan 
John  C Burch 
Tosenh  G.  Burd 
R.  N.  Buchanan,  Jr. 

B.  F.  Bvrd 
B F.  Byrd,  Jr. 

Will  Camo 
Richard  O Cannon 
George  K.  Carpenter 
Oscar  W.  Carter 
Randolph  Cate 
W.  R Cate 
John  S.  Cayce 
Lee  F.  Cayce 
Richard  M.  Christian 
Amos  Christie 
M.  Don  Clawson, 

D.D.S. 

Cullv  A Cobb.  Jr. 

W.  E.  Cooper 
W.  J.  Core 
Orrie  A.  Couch,  Jr. 
Sam  C.  Cowan 
Sam  C.  Cowan,  Jr. 
Frederic  E.  Cowden 
Tohn  K.  Crawford 
R.  R.  Crowe 
Rollin  A.  Daniel,  Jr. 
Philip  V.  Daugherty 
Murray  B.  Davis 
T.  W.  Davis 

K.  R Deibert 
Chas.  C.  Demmer 
Wm.  A.  Demonbreun 
W.  C.  Dixon 

Earl  D.  Dorris 

H.  L.  Douglas 
Beverly  Douglas 
Bate  Dozier 

R.  L.  Dozier.  Jr. 
Price  Duff 
R.  S.  Duke 
George  Duncan 
Herbert  Duncan 
Luke  Ellenburg 
(Mbr.  Greene  Co.) 

L.  W.  Edwards 
Phillip  C.  Elliott 
Harry  M.  Estes 
Duncan  Eve,  Jr. 

W.  F.  Fessey 

R.  O.  Fessey 
Robert  M.  Finks 
Robt.  M.  Foote 
Garth  E.  Fort 

S.  Benjamin  Fowler 
Richard  France 
Herbert  C.  Francis 
John  W.  Frazier,  Jr. 
Thomas  Fern  Frist 
James  L.  Fuqua 
Joseph  F.  Gallagher 


Robert  K.  Galloway 
J.  C.  Gardner 
Sam  Y.  Garrett 
(Mbr.  Smith  Co.) 

R.  S.  Gass 
(Mbr.  Williamson 
Co.) 

Hamilton  V.  Gayden 
Horace  C.  Gayden 

C.  N.  Gessler 
John  R.  Glover,  Sr. 
James  E.  Goldsberry 

E.  W.  Goodpasture 
Robt.  A.  Goodwin 
David  K.  Gotwald 
Geo.  T.  Graves,  Jr. 
John  W.  Griffith,  Jr. 
R.  W.  Grizzard 
Thomas  Grizzard 
Lawrence  A.  Gross- 
man 

Milton  Grossman 
David  W.  Hailey 
Chas.  E.  Haines 
Thos.  B Haltom 
C.  M.  Hamilton 
Geo.  H.  Harding 
W.  M.  Hardy 
O W.  Harris 
Fred  R.  Haselton 

0.  S.  Hauk 
Samuel  H.  uav 
Tames  T Hayes 

T H Head  D D.S. 

R.  N Herbert 
John  G.  Herzfeld 

T.  B.  Hibbitts,  Jr. 

J.  M.  Higginbotham 

1.  R Hillard 
R.  H.  Hirsch 

J.  Harvill  Hite 

A.  N.  Hollabaugh, 
Jr. 

Chas.  F.  Hollabaugh 
W.  W.  Hubbard 
H.  H.  Hudson 
Vernon  Hutton,  Jr. 
M D Ingram 
(Mbr.  Rutherford 
Co.) 

J.  McK.  Ivie 
Daniel  J.  Johns,  Jr. 
Hollis  E.  Johnson 
Edgar  Jones 
T.  M.  Jordan 
R.  H.  Kamomeier 
A.  E.  Keller 
J.  Allen  Kennedy 
Wm.  G,  Kennon,  Jr. 
John  E.  Kesterson 
Howard  King 
Car)  T ^Uchmaier 
J.  A.  Kirtley.  Jr. 
Ross  C.  Korv 
Roland  D.  Lamb 

R.  K.  Landis 
Leon  M Lanier 
Ralph  M.  Larsen 
Horace  T.  Lavely,  Jr. 
W.  P.  Law 

G.  Allen  Lawrence 
John  M.  Lee 
John  J.  Lentz 
Elias  A.  Lessem 
Jas.  D.  Lester 
Milton  S.  Lewis 
Richard  C.  Light 
Rudolph  Light- 
A.  B.  Lipscomb 
L.  S.  Love 
J.  P.  Lowe 

S.  L.  Lowenstein 
Frank  H.  Luton 
Philip  L.  Lvle 
Robt.  H.  Magruder 
Guy  Milford  Maness 
J.  Owsley  Manier 
W.  R.  Manlove 
Joseph  T.  Marshall 
Travis  H.  Martin 
W.  D.  Martin 

Jas.  Andrew  Mayer 


Ben  R.  Mayes 
W.  M.  McCabe 

G.  S.  McClellan 
C.  C.  McClure 
Robt.  L.  McCracken 

C.  S.  McMurray 
Barton  McSwain 
Wm.  F.  Meacham 
George  R.  Meneely 
Cleo  M.  Miller 
John  F.  Moore 
Theodore  Morford 
Walter  M.  Morgan, 

D.D.S. 

Hugh  J.  Morgan 

N.  B.  Morris 
P.  G.  Morrissey,  Jr. 

M.  K.  Moulder 

D.  L.  Mumpower 
Oscar  G.  Nelson 
Oscar  F.  Noel 

O A.  Oliver,  D.D.S 
Wm.  F Orr,  Jr. 
Tam^s  C.  Overall 
Fred  W.  T.  Overton 
R C.  Patterson,  Jr. 

H.  E.  Paty 

Edna  S.  P°nnington 
J.  C.  Peterson 

M.  A.  Petrone 
Bruce  P’Pool 
R M.  Powell 
(Mbr.  Knox  Co.) 

J.  J.  Post 
Samuel  B Prevo 
Paul  E.  Purks 
Chas.  C Randall 
Tames  Seav  Read 

E.  M.  Rer>en 
Tohn  R Ric^ 

W p.  Rie^r 
Flkin  T.  RiDpy 

S,  S R h^n 
Ben  H Robbins 
TMJIW  PnMncnn 
Louis  Rosenfeld 
5am  T Ross 

B T Rucks 
Dan  Sanders,  Jr. 

T.  H.  Savers 

A.  B.  Sroville,  Jr. 
George  F.  Seeman, 
D.D.S 

D C.  Seward 
Trimble  Sbarber 
John  L.  Shaniro 
Harrv  G Shelley 

N.  S.  Shofner 

H.  H.  Shoulders 
H.  S.  Shoulders 
Harrison  J.  Shull 
Ammie  T.  Sikes 

T.  E.  Simpkins 
Daugh  W Smith 
Henry  C.  Smith 

C.  J.  Sneas,  D.D.S 
Frank  W.  Stevens 
Joe  M.  Strayhorn 
W.  D.  Stravhorn 
Robt.  E.  Sullivan 
Wm.  D.  Sumpter, 

Jr- 

Arthur  J.  Sutherland 
W.  Huston  Tanksley 
Edw.  L.  Tarpley 
S.  R.  Teachour 
Pauline  Tenzel 
Robert  T.  Terry 
A.  B.  Thach,  Jr. 

A.  B.  Thach,  Sr. 

C.  S.  Thomas 
J.  N.  Thomasson 
W.  Oakes  Tirrill,  Jr. 
Beverly  T.  Towery 
C.  C.  Trabue 
C.  B.  Tucker 
Harlin  G.  Tucker 
J.  J.  Vaughan.  D.D.S. 
Wm.  O.  Vaughan 

O.  F.  Von  Wersso- 
wetz 
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Ethel  Walker 

R.  W.  Ward 
(Mbr.  Williamson 
Co.) 

Thos.  F.  Warder 
Paul  L.  Warner 
R.  J.  Warner 
Thomas  S.  Weaver 

B.  H.  Webster 
Albert  Weinstein 
Bernard  Weinstein 
lrl  L.  Wentz 
Olin  West 

Joe  T.  Whitfield 
W.  W.  Wilkerson, 

Jr. 

Erie  E.  Wilkinson 
Claiborne  Williams 
Edwin  L.  Williams 
W.  C.  Williams 
W.  W.  Winters 
(Mbr.  Rob.  Co.  Soc.) 

F.  G.  Witherspoon 
Jack  Witherspoon 
Frank  C.  Womack 

C.  C.  Woodcock 

M.  C.  Woodfin 

T.  Volnev  Woodring 
John  L.  Wyatt 
R.  E.  Wyatt 
T.  Hugh  Young 
John  B.  Youmans 
Kate  Savage  Zerfoss 
Thos.  B.  Zerfoss 
Renee  Zindwer 

Old  Hickory 
T.  D.  Dailey 
Helen  M.  Deane 
E.  P.  Johnson 
Alfred  Mever 
R.  P.  Miller 
E.  B,  Rhea 

DECATUR  COUNTY 
Decaturville 

H.  L.  Conger 

Parsons 

J.  H.  McAnerny 
DEKALB  COUNTY 
Alexandria 
Odell  Mason 
(Mbr.  Smith  Co.) 

Liberty 

R.  C.  Van  Hook 
DICKSON  COUNTY 
Charlotte 

Mary  Baxter  Cook 
Dickson 
R.  P.  Beasley 
W.  A.  Bell,  Jr. 

W.  A.  Crosby 
J.  T.  Jackson 
Lawrence  C.  Jackson 
W.  M.  Jackson 
W.  J.  Sugg 

DYER  COUNTY 
Dyersburg 
W.  E.  Anderson 
J.  Paul  Baird 
Thos.  V.  Banks 
John  E.  Carne 
Percy  A.  Conyers 
Robert  T.  Kerr 

O.  B.  Landrum 
J.  A.  Ledbetter 
J.  B.  Moody 
Joe  M.  Moody 
J.  C.  Moore 

J.  H.  Nunn 
J.  G.  Price 
R.  David  Taylor 

P.  C.  Tipton 
Lydia  V.  Watson 

Newbern 
Wm.  L.  Phillips 
Patrick  Widdis 

FAYETTE  COUNTY 
Moscow 

M.  B.  Feemster 
Oakland 
L.  D.  McAuley 
Rnssville 
F.  K.  West 


Somerville 
H.  L.  Armstrong 
John  L.  Armstrong 
John  W.  Morris 
Richard  H.  Rucker 
Wiggins  W.  Wilder 

FENTRESS 

COUNTY 

Jamestown 
Guy  C.  Pinckley 
J.  Peery  Sloan 

FRANKLIN 

COUNTY 

Cowan 

James  Van  Blaricum 
Sewanee 
Ruth  Cameron 
P.  J.  Flippen 
(Mbr.  Knox  Co.) 

R.  R.  Gatling 
Charles  B.  Keppler 

E.  W.  Kirby-Smith 
H.  T.  Kirby-Smith 

Winchester 
Reynolds  Fite 
George  L.  Smith 

GIBSON  COUNTY 
Dyer 

F.  Douglass 
John  J.  Jackson 

Humboldt 
H.  S.  Barker 
Chas.  W.  Davis 
A.  H.  Fick 
J.  W.  Oursler 
Jas.  D.  Rozzell 
George  E.  Spangler 

Medina 
Robt.  Morris 
Milan 

H.  P.  Clemmer 
James  O.  Fields 
R.  F.  Hughes 
P.  D.  Jones 
F.  L.  Keil 

Rutherford 
W.  F.  Bell 

Trenton 

Edw.  C.  Barker 
J.  O.  Barker 
James  W.  Hall 
M.  D.  Ingram 
W.  C.  McRee 

GILES  COUNTY 
Bethel 

L.  A.  Edmondson 
Lynnville 
W.  F.  Copeland 
Pulaski 
T.  F.  Booth 
A.  W.  Dean 

F.  B.  Hulme 
W.  J.  Johnson 
Roy  W.  Money 
W.  K.  Owen 
J.  U.  Speer 

GRAINGER 

COUNTY 

Rutledge 
L.  C.  Bryan 
(Mbr.  Knox  Co.) 

Washburn 
Robt.  J.  Phlegar 
(Mbr.  Knox  Co.) 

GREENE  COUNTY 
Greeneville 
V.  F . Bottomley 
L.  E.  Coolidge 
R.  S.  Cowles 
N.  H.  Crews 
L.  E.  Dyer 

G.  C.  Ekvall 
C.  P.  Fox.  Jr. 
Haskell  W.  Fox 
R.  B.  Gibson 

J.  G.  Hawkins 


Hal  Henard 

N.  P Horner 
W.  Lewis  McGuilin 
Moshetm 
Dale  Brown 

HAMBLEN 
COUNTY 
Morristown 

C.  M.  Cameron 
J.  K.  Cooper 
J.  W.  Davis 

C.  J.  Duby 

Y.  Alvin  Jackson 
Harold  B.  Marble 
L.  W.  Nabers 
Wm.  N.  Nunnery 
F.  F.  Painter 
John  L.  Pearce 

R.  A.  Purvis 

D.  R.  Roach 
Powell  Trusler 

D.  J.  Zimmermann 

HAMILTON 
COUNTY 
Chattanooga 
Chester  Adams 
John  W.  Adams 
Justin  O.  Adams 
C.  H.  Alper 

E.  R.  Anderson 
J.  J.  Armstrong 

I.  L.  Arnold 

H.  R.  Ausherman 
C.  H.  Barnwell 

S.  H.  Barrett 
Wesley  A.  Barton 

J.  L.  Bibb 
M.  W.  Binger 

E.  L.  Bishop 

(Mbr.  Davidson  Co.) 
Walter  E.  Boehm 

F.  B.  Bogart 
C.  R.  Bradford 
J.  W.  Bradley 
Frank  S.  Brannen 
A.  F.  Branton 

J.  C.  Brooks 
J.  C.  Brooks,  Jr. 

L.  P.  Brooks 
E.  F.  Buchner,  Jr. 

W.  R.  Buttram 
John  R.  Cain 
Earl  R.  Campbell 
Douglas  Chamberlain 
Cleo  Chastain 

O.  H.  Clements 
Tolbert  C.  Crowell 
Doyle  E.  Currey 
J.  Tom  Currev 
Samuel  Damaskek 
(Mbr.  ShUbv  Co.) 

O.  M.  Derryberry 

E.  M.  DeLay 
Robt.  G.  Demoss 
Paul  H.  Dietrich 
Richard  B.  Donaldson 
Albert  S.  Easley 

A.  F.  Ebert 
Robt.  E.  Eyssen 
J.  R.  Fancher 
Richard  Van  Fletcher 
A.  C.  Ford 
Guy  M.  Francis 
J.  E.  Frazier 
J.  Marsh  Frere 
O.  C.  Gass 
Robt.  H.  Giles,  Jr. 
Dean  W.  Golley 
Paul  M.  Golley 

F.  Russell  Hackney 
Alton  G.  Hair 

J.  L.  Hamilton 
Foster  Hampton,  Jr. 
H.  H.  Hampton 
Frank  F.  Harris 
E.  M.  Harrison 
Carl  A.  Hartung 
John  B.  Haskins 
J.  B.  Havron 

G.  P.  Haymore 
Robt.  S.  Heilman 

H.  B.  Henning 
Charles  R.  Henry 
George  K.  Henshall 
Homer  D.  Hickey 
John  M.  Higgason 
J.  M.  Higginbotham 
Wm.  W.  Hoback 
J.  F.  Hobbs 
John  W.  Hocker 
J.  McC.  Hogshead 
C.  M.  Hooper 


Rudolph  A.  Hoppe 
W.  P.  Hutcherson 
D.  Isbell 

Edward  G.  Johnson 
Franklin  Johnson 
Joseph  Johnson,  Jr. 

J.  Paul  Johnson 
D.  B.  Karr 
Joe  Killebrc-w 
John  J.  Killeffer 
John  E.  Kim  all,  Jr. 
Clyde  R.  Kirk 
Gene  H.  Kistler 
Norris  J.  Knoy 
Clarence  B.  Landham 
H.  P.  Larimore 
Chester  L.  Lassiter 
Hiram  A.  Laws,  Jr. 
Stewart  Lawwill 
Phillip  LI.  Livingston 
H.  D.  Long 

S.  H.  Long 
Hugh  B.  Magill,  Jr 

T.  J.  Manson 
S.  S.  Marchbanks 
Fred  E.  Marsh 
M.  A.  Meacham 
William  MacGuire 
H.  J.  McAlister 
Cooper  H.  McCall 
Augustus  McCtavev 
J.  D.  L.  McPheeters 
George  A.  Mitchell 
Fay  B.  Murphy 
Oscar  B.  Murray 
Cecil  E.  Newell 

E.  Dunbar  Newell 
E.  T.  Newell 
E.  T.  Newell,  Jr 
Charles  H.  Paine 
Julius  Parker 
A.  M.  Patterson 
R.  L.  Patterson 

E.  White  Patton 

F.  O.  Pearson 
T B.  Phillips 

W.  Houston  Price 
W.  D.  L.  Record 
E.  E.  Reisman 
E.  E.  Reisman.  Jr. 
Herman  Renner 
W.  W.  Revnolds 
Wm.  H.  Riheldaffer 
Gilbert  M.  Roberts 

G.  Madison  Roberts 
Robert  C.  Robertson 
H A.  Schwartz 
Clarence  Shaw 
George  Shelton 

R E.  Shelton 
W.  J.  Sheridan 
John  N.  Shipp 
V.  F.  Shull 
Wm.  G.  Shull 
Leopold  Shumacker 
Moore  .1.  Smith  Jr 
Stewart  P.  Stmth 
Harold  I.  Starr 
John  B.  Steele 
Willard  Steele 
Willard  H.  Steele.  Jr. 
William  A.  Stem 
Wm.  G.  SteDhenson 
Wesley  Stoneburner 
Charles  L.  Suggs,  Jr. 
J.  B.  Swafford 
lack  Tepper 
Chas.  Roberts  Thomas 

A.  S.  Ulin 
Louis  Ulin 
Arthur  J.  Von 

Werrsowetz 
Wm.  E.  Van  Order 
L Spires  Whitaker 
G Victor  Williams 
S.  H.  Wood 
James  C.  Wright 
George  G.  Young 

Daisy 

C.  A.  Clements 

Ooltewah 
Eugene  Ryan 
Soddy 

E.  L.  Jenkins 

HARDEMAN 
COUNTY 
Bolivar 
E.  L.  Baker 
P.  M.  Bishop 
W.  E.  Lawrence 

B.  F.  McAnulty 
J.  Knox  Tate 


Grand  Junction 
L.  D.  Pope 

Whiteville 
Aubrey  Richards 
HARDIN  COUNTY 
Savannah 

H D.  Blankenship 
J.  W.  Carroll 
O.  C.  Doty 
J.  V.  Hughes,  Jr. 

Otis  Whitlow 
O.  H.  Williams 

HAWKINS 
COUNTY 
Bulls  Gap 
J.  E.  Kite,  Jr. 

(Mbr.  Greene  Co.) 

Rogersville 
Roy  A.  Doty 
(Mbr.  Greene  Co.) 

HAYWOOD 
COUNTY 
Brownsville 

T.  C.  Chapman 

H.  L.  Gilliand 
W.  D.  Poston 
Glenn  T.  Scott 
David  E.  Stewart 
John  Thornton.  Jr. 

J.  K.  Welch,  Jr. 

HENDERSON 
COUNTY 
Lexington 
R.  M.  Conger 
C.  J.  Huntsman 
W.  C.  Ramer 

HENRY  COUNTY 
Paris 

Arthur  Dunlap 
R.  Graham  Fish 

I.  H.  Jones 
Geo.  R.  McSwain 

J.  H.  McSwain 
John  E.  Neumann 
E.  B.  Pasthall 
W.  G.  Rhra 
Elroy  Scruggs 

J.  Roy  Smith 
Henriette  Veltman 
C.  D.  Wilder 

HICKMAN 

COUNTY 

Centerville 
Ogle  Jones 
(Mbr.  Davidson  Co.) 

HOUSTON 

COUNTY 

Erin 

O H.  Atkins 
(Mbr.  Montgomery 
Co.) 

Troy  Walker 
(Mbr.  Montgomery 
Co.) 

HUMPHREYS 

COUNTY 

Johnsonville 
Roger  Breyspraak 
Henry  M.  Cox 

Waverly 
H.  C.  Capps 
J.  C.  Armstrong 

JACKSON  COUNTY 
Gainesboro 
L.  R.  Anderson 
W.  T.  Anderson 
L.  R.  Dudney 
R.  C.  Gaw 

JEFFERSON 

COUNTY 

Dandridge 

Sam  D.  Sullenberger 
Jefferson  City 
T.  A.  Caldwell 
(Mbr.  Knox  Co.) 
Sam  C.  Fain 
(Mbr.  Hamblen  Co.) 
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Frank  Milligan 
(Mbr.  Hamblen  Co.) 

W.  E.  Rogers 
( Mbr.  Hamblen  Co.) 

Strawberry  Plains 
Robert  Creech 
R.  M.  Webster 
(Mbr.  Knox  Co.) 

White  Pine 
Dale  Allen 
(Mbr.  Hamblen  Co.) 

E.  R.  Baker 
( Mbr.  Hamblen  Co.) 

JOHNSON 

COUNTY 

Mountain  City 
R.  O.  Glenn 

KNOX  COUNTY 
Bearden 
Kenneth  Rule 

Byington 

A.  R.  Garrison 

Concord 
Malcolm  Cobb 
R.  H.  Duncan,  Jr. 

Corrylon 

B.  D.  Goodge 
M.  L.  Jenkins 

A.  D.  Simmons 

Fountain  City 
James  P.  Harmon 
Hubert  C.  Hill 
A.  L.  Jenkins 
F.  H.  Payne 
Joe  L.  Raulston 
J.  Gordon  Smith 

Ins  kip 

O.  K.  Williams 
Knoxville 

Eugene  Abercrombie 
Alton  Absher 
Herbert  Acuff 
J.  E.  Acker 
Robert  L.  Akin 
Eben  Alexander 
Chas.  Armstrong 
W.  S.  Austin 
Troy  P.  Bagwell 

B.  G.  Baker 
Robert  Baker 
O.  E.  Ballou 

C.  E.  Barnett 
Spencer  Y.  Bell 
Chas.  W.  Black 
M.  L.  Black 
W.  A.  Boies 
H.  O.  Boukard 
M.  C.  Bowman 
Robert  Brashear 
Horace  E.  Brown 
Richard  Butler 
William  J.  Card 
P H.  Cardwell 
C.  S.  Carlson 

L.  C.  Caylor 
Jack  Chesney 

L.  Warren  Chesney 
H.  S.  Christian 

H.  E.  Christenberry 
H.  E.  Christenberry, 
Jr. 

K.  W.  Christenberry 
W.  F.  Christenberry 
C.  L.  Chumley 
Edward  S.  Clayton 
Sam  Cooper 
K.  C.  Copenhaver 

M.  M.  Copenhaver 
William  R.  Cross 
Miles  Crowder 

J.  P.  Cullum 
H.  K.  Cunningham 
Daniel  Davis 
R.  V.  Depue 
W.  A.  DeSautelle 
W T.  DeSautelle 
A.  W.  Diddle 
Sheldom  Domra 
Earl  Donathan 
W.  F.  Dorsey 
John  Daueherty 
Fred  F.  Dupree 
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Chas.  R.  Earnest,  Jr. 
J.  Gilbert  Eblen 

E.  M.  Edington 
Edward  E.  Ellis 
J.  B.  Ely 
W.  H.  Enneis 
Frank  Faulkner 
Roy  A.  Fisher,  Jr. 
W.  D.  Gibson 
Edgar  L.  Grubb 
Glenn  Grubb 
E.  A.  Guynes 
J R.  Hamilton 

B.  I.  Harrison 

A.  B.  Harwell 

L.  C.  Haskins 
Eugene  Haun 
Louis  A.  Haun 
J.  T.  Hayes,  Jr. 

M.  L.  Hefley 
George  G.  Henson 
Howard  Hicks 
Jesse  C.  Hill 
John  R.  Hill 
Oliver  \V.  Hill,  Jr. 
Victor  Hill 

Stuart  Hodges 
David  F.  Hoey 
Leon  C.  Hoskins 
George  Turner  How- 
ard, Jr. 

Moses  Howard 

A.  G.  Huffstedler 
Fred  E.  Hufstedler 
E.  C.  Idol 
Geo.  Inge 

C.  E.  Irwin 
W.  J.  Irwin 
Harry  H.  Jenkins 

C.  B.  Jones 
George  K>Jtv 
John  O.  Kennedy 

R.  C.  Kimbrough,  Jr. 
H.  L.  Kitts 

Lamar  Knight 

A.  Hobart  Lancaster 
Robert  P.  Layman 
T.  Marshall  Lea 
Robert  S.  Leach 
John  H.  Lesher 
W.  J.  Lehman 
Forest  S.  LeTellier 
Felix  Line 
Geo.  S.  Mahan 
Margaret  Maynard 
H.  H.  McCampbell 
Roy  McCrary 

A.  R.  McCullough 

M.  D.  McCullough 
Roy  L.  McDonald 

P A.  McGinnis 
Richard  Mcllwaine 

R.  L.  Mc^-noMs 
Alfred  Miller 
Edwin  E.  Miller 
Raloh  H.  Monger 
T.  L.  Montgomery 
John  D Moore 
Owen  Moore 

A.  K.  Morris 
Toel  C.  Morris 
T.  F.  Morrow 
A T.  Mueller 
William  S.  Muse 
J.  B.  Naive 

T B.  Neil 
William  A Ne'son 
H.  L.  Neuensch- 
wander 

Robert  Neuman 
Eugene  P.  Nicely 
Hazel  Nichols 
Ralph  Nichols 
Hom^r  Ogle 

B.  M.  Overholt 
Nicholas  Paopas 
Robe«r  F.  Patterson 
Herschel  Penn 
Jarrell  Penn 

H.  Dewey  Peters 

B.  F.  Peterson 

S.  Joe  Platt 
Herbert  L.  Pope 
W W.  Potter 
William  F.  Powell 
Bruce  Powers 
John  A.  Range 
Robt.  S.  Reaves,  Jr. 
W.  D.  Richards 

N.  G.  Riggins 
James  Roberts 
M.  S.  Roberts 
Frank  Rogers 
Olin  W.  Rogers 
A.  L.  Rule 


J.  H.  Saffold 
Wm.  A.  Shelton 
A.  B.  Shipley 
E.  Chas.  Sienknecht 
Frank  J.  Slemmons 
Chas.  C.  Smeltzer 
Andrew  Smith 
Joe  T Smith 
Philip  Smith 
Vernon  I.  Smith 
W.  E.  Smith 
John  R.  Smoot 
J.  M.  Stockman 
G.  W.  Stone 
Thos.  Stevens 
Wm.  K.  Swann,  Jr. 

R.  G.  Tappan 
George  W.  Tharp 

D.  R.  Thomas 
Philip  Thomas 
Wm.  M.  Tipton 
Geo.  M.  Trotter 
M.  Frank  Turney 

R.  G.  Waterhouse 
David  Waterman 
Alvin  T.  Weber,  Jr. 
Fred  West 

W.  L.  Whitehurst 
Geo.  Wilhelm 

G.  A.  Williamson,  Jr. 
Leon  J.  Willien 

J.  D.  Winebrenner 
R.  B.  Wood 
R.  M.  Young 

E.  Russell  Zemp 
Charles  R.  Zirkle 

M ascot 

H.  J.  Bolin 

Powell  Station 
L.  F.  Cruze 

LAKE  COUNTY 
Ridgely 
W.  B.  Acree 
Tiptonville 
J.  R.  Holefield 
W.  T.  Rainey 
E.  B.  Smythe 

LAUDERDALE 

COUNTY 

Halls 

James  K.  Hinton,  Jr. 
(Mbr.  Dyer,  Lake  & 
Crockett) 

J.  G.  Olds 
(Mbr.  Dyer,  Lake  & 
Crockett) 

Ripley 

J.  L.  Dunavant 
W.  Y.  C.  Hannum 
J.  R.  Lewis 
Thos.  E.  Miller 
Olyn  Fred  Moore,  Jr. 
Landrum  S.  Tucker 

C.  R.  Webb 

LAWRENCE 

COUNTY 

Lawrenceburg 

V.  H.  Crowder 

W.  O.  Crowder 
J.  W.  Danley 
Leo  C.  Harris,  Jr. 

Leo  C.  Harris,  Sr. 

J.  W.  Millen 

T.  J.  Stockard 

Loretto 
A.  D.  Cole 
M.  H.  Weathers,  Jr. 

LEWIS  COUNTY 
Hohenwald 
William  E.  Boyce 
(Mbr.  Maury  Co.) 
Jerome  Powers 

LINCOLN  COUNTY 
Ardmore 

D.  T.  Hardin 

Boonshill 
J.  E.  Sloan 

Fayetteville 
Ben  H.  Marshall 


R.  E.  McCown 
J.  V.  McRady 
T.  A.  Patrick 

Petersburg 
W.  S.  Joplin 

LOUDON  COUNTY 
Lenoir  City 
Harold  D.  Freedman 
(Mbr.  Knox  Co.) 
Hughes  Johnson 
(Mbr.  Knox  Co.) 

J.  A.  Leeper 
(Mbr.  Knox  Co.) 

R.  V.  Taylor 
(Mbr.  Knox  Co.) 

Loudon 
Corrie  Blair 
(Mbr.  Knox  Co.) 
Arthur  P.  Harrison 
(Mbr.  Knox  Co.) 

W.  B.  Harrison 
(Mbr.  Knox  Co.) 
Wm.  T.  McPeake 
(Mbr.  Knox  Co.) 
Halbert  Robinson 
(Mbr.  Knox  Co.) 

J.  R.  Watkins 
(Mbr.  Knox  Co.) 

MACON  COUNTY 
Lafayette 

H.  Flood  M.  Garrett 
Max  E.  Painter 
John  R.  Smith 

MADISON 

COUNTY 

Bemis 

D.  L.  Brint 
Henry  N.  Moore 
Norris  Shelton 
Kelly  Smythe 

Jackson 

J.  G.  Anderson 
Thomas  K.  Ballard 
G.  H.  Berryhill 
Wm.  H.  Brooks 
Cecil  Brown 

R.  S.  Brown 
Swan  Burrus 
Hughes  Chandler 
Tate  B.  Collins 
Jere  L.  Crook 
Wm.  G.  Crook 
G.  B.  Dodson 

J.  E.  Douglass 
W.  T.  Fitts 
Robt.  L.  Gilliam 
Henry  H.  Herron 

S.  M.  Herron 

G.  B.  Hubbard 
Helen  Johnston 
Leland  M.  Johnston 

H.  L.  Jones 

G.  Frank  Jones 
James  G.  Middleton 
Frank  A.  Moore 
Wm.  C.  Moore 
Lamb  B.  Myhr 
John  B.  Nuckolls 
J.  C.  Pearce 
J.  E.  Powers 
W.  G.  Saunders 
Charles  Stauffer 
J.  R.  Thompson,  Jr. 
Barbara  Truex 

S.  Allen  Truex 
Wm.  F.  Wagner 
Chas.  F.  Webb 
Chas.  H.  Webb 
R.  B.  White 
Geo.  B.  Wyatt 
Paul  E.  Wylie 

MARSHALL 

COUNTY 

Lewis  burg 
Kenneth  Brown 
(Mbr.  Bedford  Co.) 

J.  T.  Gordon 
(Mbr.  Bedford  Co.) 
William  S.  Poarch 
(Mbr.  Bedford  Co.) 
Thomas  A Wheat 
(Mbr.  Bedford  Co.) 


MAURY  COUNTY 
Columbia 
D.  B.  Andrews 
Wendell  C.  Bennett 
H.  C.  Busby 
Mildred  Casey 
William  N.  Cook 
Kline  W.  Evans 
J.  T.  Hart 
Robin  Lyles 
Clay  R.  Miller 
James  B.  Miller 
Edwin  K.  Provost 
Warren  Rucker 
Leon  S.  Ward 
Eleanor  Williamson 
Watt  Yeiser 

Mt.  Pleasant 

G.  C.  English 
J.  H.  Jones 

C.  D.  Walton 

Spring  Hill 

B.  H.  Woodard 

McMINN  COUNTY 
Athens 

W.  R.  Arrants 
L.  D.  Curtner 

R.  W.  Epperson 

C.  O.  Force 

W.  Edwin  Foree 
J.  A.  Powell,  Jr. 

S.  S.  Hindman 
Edward  B.  Ranck 
Helen  M.  Richards 

L.  H.  Shields 

Englewood 

D.  P.  Brendle 

Etowah 

Charles  T.  Carroll 

S.  Boyd  McClary,  Jr. 
W.  S.  Moore 
John  C.  Sharp 

H.  P.  Whittle 

McNAIRY  COUNTY 
Selmer 

T.  N.  Humphrey 
W.  A.  Phillips 

E.  M.  Smith 
Montie  Smith 

MONROE  COUNTY 
Madisonville 
R.  C.  Kimbrough 
Horace  M.  McGuire 

Sweetwater 

J.  H.  Barnes 

D.  F.  Heuer,  Jr 

T.  A.  Lowry 

J.  E.  Young 

Tellico  Plains 

M.  D.  Shearer 

MONTGOMERY 

COUNTY 

Clarksville 

Edward  R.  Atkinson 
Carlos  B.  Brewer 

E.  P.  Cutter 

Sam  M.  Doane,  Jr. 
H.  H.  Edmonson 
V.  H.  Griffin 
J.  H.  Ledbetter 
J.  H.  Ledbetter,  Jr. 
Wm.  G.  Lyle 

F.  J.  Malone 
Jack  Ross 
Bryce  Runyon 
A.  F.  Russell 
M.  L.  Shelby 
Paul  E.  Wilson 
R.  M.  Workman 

MOORE  COUNTY 
Lynchburg 
F.  Harlan  Booher 
(Mbr.  Lincoln  Co.) 

MORGAN  COUNTY 
Oakdale 
J.  H.  Carr 
(Mbr.  Roane  Co.) 


OBION  COUNTY 
Kenton 
J.  M.  Capps 
Alden  H.  Gray 

Obion 

Leon  I.  Runyon 
(Mbr.  Dyer,  Lake, 
and  Crockett  Cos.) 

Troy 

E.  A.  Boswell 
(Mbr.  Dyer,  Lake, 

and  Crockett  Cos.) 
W.  E.  James 

Union  City 
M.  A.  Blanton,  Jr. 
M.  A.  Blanton,  Sr. 
Stevens  Byars 
(Mbr.  Hamilton  Co.) 
H.  W.  Calhoun 
Robb  M.  Darnall 

B.  O.  Garner 

R.  G.  Latimer,  Jr. 
R.  G.  Latimer,  Sr. 

M.  T.  Tipton 

OVERTON 
COUNTY 
Livingston 
W.  M.  Breeding 
W.  M.  Brown 
J.  D.  Capps 
Joe  Capps 
H.  B.  Nevans 
A.  B.  Qualls 

F.  L.  Sidwell 
Myrtle  L.  Smith 

PERRY  COUNTY 
Linden 

O.  A.  Kirk 

Lobelville 

E.  W.  McPherson 
PICKETT  COUNTY 
Malcolm  E.  Clark 

POLK  COUNTY 
Benton 
John  Lillard 
(Mbr.  McMinn  Co.) 

Copperhill 
W.  E.  Burdine 
(Mbr.  Hamilton  Co.) 
H.  H.  Hyatt 
(Mbr.  Hamilton  Co.) 

C.  W.  Strauss 
(Mbr.  Hamilton  Co.) 

Ducktown 
A.  J.  Guinn 
(Mbr.  Hamilton  Co.) 

PUTNAM  COUNTY 
Algood 
J.  T.  Moore 
Cookeville 
J.  T.  Deberry 
Lex  Dyer 
Kenneth  L.  Haile 
Wm.  A.  Hensley,  Jr. 
W.  A.  Howard 
R.  H.  Millis 
Thurman  Shipley 
J.  Fred  Terry 

Granville 
L.  M.  Freeman 

Monterey 
C.  A.  Collins 

T.  M.  Crain 


RHEA  COUNTY 
Dayton 
Albert  Broyles 
(Mbr.  Hamilton  Co.) 
W.  A.  Thomison 
(Mbr.  Hamilton  Co.) 
J.  J.  Rogers 
(Mbr.  Hamilton  Co.) 

Spring  City 
Max  D.  Lindsay 
(Mbr.  Hamilton  Co.) 


ROANE  COUNTY 
Harriman 
Thos.  L.  Bowman 
H.  Stratton  Jones 

L.  A.  Killeffer 

Kingston 
Nat  Sugarman 
Oliver  Springs 
S.  J.  Van  Hook 

Rockwood 
Robert  S.  Hicks 
R.  F Regester 

G.  E.  Wilson 

Oak  Ridge 
(See  Anderson  Co.) 
Gould  A.  Andrews 
R.  R.  Bigelow 
C.  J.  Bozzi 
Marshall  Brucer 
E.  F.  Buyniski 

M.  C.  Ciaramelli 
John  P.  Crews 
Dexter  Davis 
John  DePersio 

P.  M.  Dings 

R.  H.  Duewall 
Jean  S.  Felton 
Agnes  N.  Flack 
Wm.  P.  Hardy 
Harry  Helm 
R.  A.  Johnson 
Joseph  A.  Lyon 
Dana  Nance 
Kenneth  O’Connor 
Lewis  Preston 
William  Pugh 
Julian  Ragan 
Hyman  Rossman 

H.  B.  Ruley 
Paul  D.  Scoffield 
M.  A.  Spyker 
Dan  Thomas 

R.  G.  Tromley 
Cordell  Williams 

ROBERTSON 

COUNTY 

Springfield 
W.  B.  Dye 
John  S.  Freeman 
J.  S.  Hawkins 
John  Jackson 

A.  R.  Kempf 

R.  L.  Mathews 
W.  P.  Stone 

J.  E.  Wilkison 

RUTHERFORD 

COUNTY 

Murfreesboro 
Carl  Adams 
W.  Stanley  Barham 
J.  B.  Black 
J.  T.  Boykin 
John  F.  Cason 

B.  S.  Davison 

S.  C.  Garrison,  Jr. 
Gilbert  Gordon 
R.  D.  Hollowell 

A.  J.  Jamison 
J.  K.  Kaufman 
Lois  M.  Kennedy 
M.  B.  Murfree,  Jr. 
Eugene  Odom 

B.  W.  Rawlins 
J.  A.  Scott 
Bart  N.  White 
Sam  L.  Wiles 

Smyrna 
George  Goodall 

SCOTT  COUNTY 
Norma 

D.  T.  Chambers 
Oneida 
W.  S.  Cooper 
M.  F.  Frazier 
H.  M.  Leeds 
M.  E.  Thompson 
Milford  Thompson 

SEVIER  COUNTY 
Gatlinburg 
Ralph  H.  Shilling 
Bruce  H Sisler 
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Sevierville 
Troy  J.  Beeler 

R.  A.  Broady 

R.  A.  McCall 
Robt.  F.  Thomas 

C.  P.  Wilson 
O.  H.  Yarberry 

SHELBY  COUNTY 
Brunswick 
C.  C.  Chaffee 
Collierville 

L.  P.  Pearce 

R.  F.  Kelsey 

Cordova 

C.  A.  Chaffee 
Forest  Hill 

J.  E.  Clark 

Germantown 
John  T.  Carter,  Jr. 
Kerrville 

James  F.  Bradley 
Memphis 

Shields  Abernathy 
L H.  Adams 
W.  M.  Adams 
Justin  H.  Adler 
James  E.  Alexander 

C.  D.  Allen 
Chester  Glenn  Allen 

F.  Pearson  Allen 

F.  H.  Alley 
Jacob  Alperin 

S.  B.  Anderson 

C.  G.  Andrews 

D.  H.  Anthony 
Blake  Arnoult 

J M.  Aste 

H.  E.  Atherton 
W.  W.  Aycock 
J.  C.  Ayres,  Jr. 

C.  O.  Bailey 
J-  Earl  Baker 

A.  L.  Ball 

L.  S.  Baskin 

G.  H.  Bassett 
Chas.  A.  Bender 
J.  M.  Bethea 

J.  M.  Biggs 
James  D.  Biles,  Jr. 
W.  T.  Black,  Jr. 

Sam  Blackwell 
Breen  Bland 

C.  D.  Blassingame 
Phil  Bleecker 
John  O.  Boals 

J.  G.  Bohorfoush 
Robt.  F.  Bonner 
Howard  A.  Boone 
Whitman  Borg 

R.  L.  Bourland 
Earl  P,  Bowerman 

H.  B.  Boyd 
L F.  Boyd 
W.  F,  Bovd 
Winston  Braun 

R.  R Braund 
Jas.  T.  Bridges 
Carey  Bringle 
D A.  Broady 

J,  M.  Brockman 

J.  H.  Bronstein 
Harry  G.  Bryan 
Samuel  Bryan 

K.  M.  Buck 

J.  A.  Buchignani 
W.  D.  Burkhalter 
Geo.  H.  Burkle,  Jr. 

M.  K.  Callison 

E.  Guy  Campbell 
Ernest  A.  Canada 
Robert  S.  Caradine 

D.  M.  Carr 
David  S.  Carroll 
Dan  Carruthers,  Jr. 

L.  L.  Carter 

C.  B.  Chaffee 

A.  H.  Chamberlain, 
Jr. 

J.  M.  Chambers 
W.  C.  Chaney 
R.  E.  Ching 
Charles  L.  Clark 
J.  D Cleveland 

E.  W.  Cocke 

E.  W.  Cocke,  Jr. 
Lawrence  L.  Cohen 

M.  D.  Cohen 
Max  H.  Cohen 


Samuel  L.  Cohen 
W.  C.  Colbert 

F.  H.  Cole 

B.  C.  Collins 
James  H.  Collins 
E.  D.  Connell 
George  A.  Coors 
Giles  A.  Coors 
John  E.  Cox 

P.  T.  Crawford 
J.  A.  Crisler,  Jr. 

C.  V.  Croswell 
J.  A.  Danciger 
R.  R.  Davenport 
Orin  L.  Davidson 
J.  M.  Davis 
Charles  J.  Deere 

A.  Oliver  Delozier 
(Mbr.  Anderson- 

Campbell) 

V.  J.  Demarco 
McCarthy  DeMere 
Alice  Deutsch 

J.  L.  Dies 

L.  W.  Diggs 

W.  T.  Dinsmore 
J.  M.  Dorris 
Thomas  G.  Dorrity 
J.  J.  Douglas 
Horton  DuBard 

I.  G.  Duncan 
Elmer  S.  Eddins 
H.  W.  Elzey 
Cyrus  C.  Erickson 
James  N.  Etteldorf 
C.  B.  Etter 

J.  D.  Evans 

M.  L.  Evans 
Sidney  S.  Evans 
H.  B.  Everett 
Turley  Farrar 
Harold  Feinstein 
Daniel  F.  Fisher 
R B.  Flaniken 

J H.  Francis 
W.  Edward  French 
Bert  Friedman 
Eugene  W.  Gadberry 
J.  A.  Gardner 
William  H.  Gardner 
(Mbr.  Knox  Co.) 

Dan  C.  Gary 
Wm.  R.  Graves 
Elsbeth  Gehotsam 
C.  E.  Gillesnie 
George  E.  Gish 

C.  H.  Glover 
Fred  A.  Goldberg 
Ralph  Goldman 
Lester  I Goldsmith 

D.  W.  Goltman 
J.  S.  Goltman 
J.  O.  Gordon 
H.  B.  Gotten 
Nicholas  Gotten 
W.  H.  Gragg 
W.  H.  Gragg,  Jr. 

W.  R.  Graves 

H.  D.  Gray 
Arthur  W.  Green 
C.  R.  Green 
Jack  Greenfield 

A.  J.  Grobmyer 

N.  W.  Guthrie 
James  S.  Haimsohm 

E.  R.  Hall 
V.  A.  Hall 

J.  F.  Hamilton 
E.  C.  Ham 

B.  F.  Hardin 
J H.  Harris 
Chas.  W.  Harting 
Mallory  Harwell 

C.  D.  Hawkes 
Jean  M.  Haw  kes 
James  E.  Hayes 

L.  K.  Haynes 
C.  H.  Heacock 

M.  B.  Hendrix 

B.  S.  Henry 
J.  P Henry 

A.  L.  Herring 
T H.  Herring 
George  B.  Higley 
Fontaine  S.  Hill 
H.  G.  Hill 

J.  J.  Hobson 

C.  F.  Hoffman 

M.  W.  Holehan 
J.  E.  Holmes 
Leon  C.  Hoskins 
Hubert  L.  Hotchkiss 
C.  H.  Householder 
J.  L.  Houston 
Wm.  T.  Howard 


A.  G.  Hudson 
Joe  Hufstedler 
Felix  Hughes 
James  A.  Hughes 
John  D.  Hughes 
James  G.  Hughes 
Max  O.  Hughes 
W.  E.  Hurt 
A.  Quinn  Hyde 
C.  W.  Ingle 
A.  J.  Ingram 

F.  M Jacobs 
H.  B.  Jacobson 
H.  J.  Jacobson 

C.  E.  James 

D.  H.  James 
J.  A.  James 
A.  M.  Jones 
Russell  S.  Jones 
Harry  Johnson 

L.  A.  Kasselberg 
Ernest  G.  Kelly 
Edward  Kc-Iman 
Chas.  R.  Kessler 
Henry  G.  Kessler 
Webb  B.  Key 
Charles  M.  King 
J.  C.  King 

V.  D.  King 

T.  A.  Kirkland 

W.  F.  Klotz 
R.  A.  Knight 

Cary  M.  Kuykendall 

N.  W.  Kuykendall 
J.  Warren  Kyle 

H.  Z.  Landis 

E.  A.  Laughlin 

O.  M.  Laten 
Frank  A.  Latham 

M.  W.  Lathram 
Robert  E.  Lawson 

N.  E.  Leake 

Thos.  F.  Leatherwood 
Gilbert  J.  Levy 
Louis  Levy 

C.  K.  Lewis 
L.  C.  Lewis 

P.  M.  Lewis 

Alys  H.  Lipscomb 
E.  J.  Lipscomb 
Geo.  R.  Livermore 

D.  G.  Lockwood 
Carruthers  Love 
George  S.  Lovejoy 
William  Lovejoy 
Edward  H.  Mabry 
W.  F.  Mackey 
Holt  B Maddox 
Battle  Malone,  11 
Florence  I.  Maloney 
T.  P.  Manigan 
Philip  M.  Markle 
Carl  D.  Marsh 

C.  H.  Marshall 
A.  D.  Mason,  Jr. 
Chas.  R.  Mason 
J.  W.  Mason 
Robin  F.  Mason 

O.  S.  Matthews 
William  P.  Maury 
R.  F.  Mayer 

L.  H.  Mayfield 
J.  E.  Meadors 

E.  G.  Meriwether 
A.  H.  Meyers 
Robert  M.  Miles 

C.  W.  Miller 
Harold  R.  Miller 
Richard  A.  Miller 
Richard  W.  Miller 
George  T.  Mills 

I.  Purvis  Milnor 
W.  D.  Mims 

E.  D.  Mitchell 

E.  D.  Mitchell.  Jr. 

F.  T.  Mitchell 
E.  C.  Mobely 

J.  C.  Mobley,  Jr. 
Benj.  A.  Moeller,  Jr. 
Moore  Moore.  Jr. 
Thomas  D.  Moore 
J.  L.  Morgan 
Henry  Moskowitz 

J.  P.  Moss 
T.  C.  Moss 
R.  Lyle  Motley 
Francis  Murphey 
W.  F Murrah 

G.  W.  Musgraves 
Roland  H.  Myers 
John  W.  McCall 
Ezell  McCann 

J.  J.  McCaughan 

D.  R.  McClary 

D.  C.  McCool 

R.  B.  McCormick 


O.  S.  McCowan,  Jr. 

F. .  F.  McDaniel 
J.  A.  McIntosh 

J.  Wesley  McKinney 

E.  E.  McKenzie 
B E.  McLarty 
Elsie  McQuiston 
J.  A.  McQuiston 

C.  M.  Oberschmidt 

D.  W.  Oclkcr 
L C.  Ogle 
Charles  B.  Olim 
J.  C.  Orman 

B.  T.  Otey 
Henry  Packer 
Ira  O.  Park 
Joseph  B.  Parker,  Jr 
R.  H.  Parr 
Samuel  Pastor 
George  Pastorius 
Russell  H.  Patterson 
M.  L.  Patton 
Raphael  N.  Paul 

G.  E.  Pallus 
Cleveland  Payne 
E M.  Peete 
Robt.  H.  Peeples 

B.  L.  Pentecost 
W.  H.  Pistole 
Mary  Frances  Poe 

R.  M.  Pool 
Robert  Popper 

A.  R.  Porter,  Jr. 

C.  H.  Porter 

H.  W.  Qualls 
A.  G.  Quinn 

J W.  Ragsdale 

H.  R.  Raines 

S.  L.  Raines 
Robert  Raskind 
R.  B.  Ray 
John  Redman 
R.  H.  Reiff 

J.  R.  Reinberger 
Hal  S.  Rhea 
Alma  B.  Richards 
W.  W.  Riggs 
M.  J Roach,  Jr. 
Richard  H.  Roberts 

C.  G.  Robinson 
W.  W.  Robinson 
W.  P.  Rochelle 
Gordon  K.  Rogers 
W.  A.  Ruch 
W.  L.  Rucks 
H.  G.  Rudner 
Cyrus  J.  Ruilman 
W.  A.  Runkle 

P.  B.  Russell,  Jr. 

R.  O Rychener 

L.  C.  Sanders 

R.  L.  Sanders 

S.  H.  Sanders 
C.  H.  Sanford 
W.  T.  Satterfield 
David  E.  Scheinberg 
H.  C.  Schmeisser 
Ernest  Schmidhofer 

P.  C.  Schreier 
Elmer  C.  Schultz 
Jos.  L.  Scianni 

M.  W.  Searight 

L.  L.  Sebulsky 

E.  C.  Segerson 

R.  E.  Semmes 
John  L.  Shaw 

T.  J.  Shea 

W.  L.  Simpson 
Paul  R.  Sissman 
ttdward  F.  Skinner 
Hugh  Smith 
James  H.  Smith 
Joseoh  H.  Smith 
O.  E.  Smith 

F.  Ward  Smythe 
John  J.  Sohm 

J.  S.  Speed 
loseDh  Stabnick 

T.  B.  Stanford 
Ray  G.  Stark 
Wm.  P Stepp 
Oscar  Stegall 
Cleo  W.  Stevenson 

E.  M.  Stevenson 
E.  N.  Stevenson 

M.  T.  Stewart 
William  D.  Stinson 

S.  Fred  Strain 
Dana  M.  Street 

A.  N.  Streeter 
W.  D.  Sutliff 
Hall  S.  Tacket 

B.  S.  Talley 
Finis  A.  Taylor 
W.  W.  Taylor 
Morton  J.  Tendler 


Wm  W.  Tribby 
A B.  Tripp 
Merlin  J.  Trumbull 

I.  Frank  Tullis 
H.  K.  Turley 
R.  B.  Turnbull 

C.  C.  Turner 
Henry  B Turner 
Austin  R Tyrer,  Jr 
Edmund  Utkov 

C.  F.  Varner 

R.  Hudson  Vunk 

S.  L.  Wadley 

O.  P.  Walker 
Richard  P.  Walker 
W.  W.  Walker 
Fred  C.  Wallace 
James  A.  Wallace 
R.  A,  Wallace 
Cecil  E.  Warde 

O S.  Warr.  Jr. 

J.  J.  Weems 
Alva  B.  Weir 
S 1.  Wc-ner 
J.  D.  West 

Frank  E Whitacre 
William  G.  White 
J.  E Whiteleather 
W.  L.  Wilhelm 
H.  G.  Williams 
S B.  Williamson 
W.  L.  Williamson 
Harwell  Wilson 
James  E.  Wilson 
W.  W.  Wilson 
J B Witherington 
C.  H.  Workman,  Jr. 
H.  D.  Woodson 
C.  W.  Woolley 

P.  H Wood 
Jack  G Young 
John  D.  Young 

Millington 
A.  J.  Cates 

Oakville 

Alfred  F Fendc-rson 
J.  B.  Plum 

Raleigh 

Hal  E.  Bennett 
Woodstock 
L.  C.  Johnson 

SMITH  COUNTY 
Carthage 
R.  E.  Key 
L.  D.  Sloan 
Thayer  S.  Wilson 

Chestnut  Mound 

E.  D.  Gross 

Hartsville 
Rhea  E.  Garrett 
Gordonsville 
W.  B.  Dalton 

STEWART 

COUNTY 

Cumberland  City 

F.  A.  Martin 

( Mbr.  Montgomery 
Co.) 

Indian  Mound 
C.  N.  Keatts 
(Mbr.  Montgomery 
Co.) 

SULLIVAN 

COUNTY 

Blountville 
J.  W.  Erwin 
Bluff  City 
Virginia  Shepherd 
Clinton 

Bristol 

(Tenn.-Va.) 

T.  R.  Bowers 
B B.  Brinkley 
W.  C.  Carreras 

N.  J.  Chew 
Arthur  B.  English 
W.  M.  Gammon 
Arthur  Hooks 
Tom  H.  Kuhnert 
J.  O.  Marcy 


Fred  McCall 
L.  C.  McNeer 

N.  G.  Patterson 
Seymour  Pelzer 

F.  W.  Sutterlin 
Jas.  Frederick 
Thackston 

T.  C.  Todd 
A.  K.  Turner 

D.  D Vance 
Wm.  K.  Vance,  Jr. 


Kingsport 
M.  J.  Adams 
Harry  Boatwright 
H.  O.  Bolling 
H.  R.  Brown 
J.  Sam  Brown  Jr. 

H.  S.  Burem 
W.  B.  Camp 

L.  C.  Cox 
Paul  W.  Cox 
C.  S.  Crook 

F.  M.  Duckwall 
G R.  Evans 
W.  C.  Eversole 
J.  Atlee  Flora 
J.  V.  Hodge 
B Roy  Howard 
John  H.  F.  Howkins 
Kenneth  R.  Kiesau 

M.  D.  Massengill 
Thomas  T.  McNeer 
Eugene  Maul 

John  Munal 
J.  R.  Pierce 
J.  S.  Powers 
J.  Shelton  Reed 
W.  H.  Reed 
W.  E.  Scribner 
R.  A.  Steadman 

E.  W.  Tipton 
Tom  B.  Tvl»r 
James  S.  Vermillion 
John  B Warren 
W.  A.  Wiley 

Pine y Flats 
Aaron  Cole 
(Mbr.  Washington- 
Carter-Unicoi  Cos.) 


SUMNER  COUNTY 
Bethpage 
W.  W.  Roark 

Gallatin 

I.  H.  Beasley 
W.  M.  Dedman 
W.  B Farris 

C.  D.  Giles 
James  A Loveless 
R.  A.  Moore 
C.  D.  Robbins 

Hendersonville 

J.  Wesley  Osborne 

Portland 

Albert  G.  Dittes 
R.  L.  Johnson 

Westmoreland 
Thomas  L Mosby 


TIPTON  COUNTY 

Covington 
A.  J.  Butler 
S.  Hurt 

N.  L.  Hyatt 
A.  S.  Ruffin 
H.  S.  Rule 
J.  C.  Witherington 
James  D.  Withering- 
ton 

Mumford 

A.  S.  Witherington 


TROUSDALE 

COUNTY 

Hartsville 
J.  J.  Gwin 
(Mbr.  Sumner  Co.) 

UNICOI  COUNTY 

Erwin 
R.  H.  Harvey 
H.  L.  Monroe 
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J.  R.  Moody 
Harry  K.  Ogden 

WARREN  COUNTY 
McMinnville 

C.  M.  Clark,  Jr. 

J.  P.  Dietrich  . 
Paul  H.  Goodman 
Hoyt  C.  Harris 

C.  E.  Peery,  Jr. 
John  T.  Mason 

B.  C.  Smoot 

WASHINGTON 

COUNTY 

Johnson  City 
J.  R.  Bowman 
E.  T.  Brading 

G.  E.  Campbell 
Lewis  F.  Cosby,  Jr. 
Ralph  Cross 

C.  W.  Friberg 
Lee  K.  Gibson 


Lawrence  E.  Gordon, 
Jr. 

C.  S.  Gresham 
J.  L.  Hankins 
Walter  D.  Hankins 
Luke  W.  Hunt 

U.  G.  Jones 
Carroll  H.  Long 
Ray  W.  Mettetal 
J.  G.  Moss 
J.  T.  McFaddin 
T.  P.  McKee 
J.  B.  McKinnon 
Harry  Myron,  Jr. 
Frank  Owings 
Irwin  E.  Phillips 
Wallace  L.  Poole 
James  J.  Range 
J.  M.  Sams 
Geo.  K.  Scholl 
Charles  K.  Slade 
Mel  D.  Smith 
Hugh  F.  Swingle 
Helen  D.  Wofford 


E.  T.  West 
John  M.  Wilson 

Jonesboro 

A.  J.  Willis 

D.  C.  Nelson 

Limestone 

R.  H.  Ruble 

G.  V.  Stanton 

Mountain  Home 

H.  B.  Cupp 
Martin  Kerlan 
Bertram  L.  Levy 
Hyman  Lieber 
Warren  B.  Smith 
Harry  N.  Waggoner 
G.  R.  Wright 

WAYNE  COUNTY 
Collinwood 
W.  W.  Rippy 
(Mbr.  Lawrence  Co.) 


Waynes  boro 
Dexter  L.  Woods 
(Mbr.  Lawrence  Co.) 

Clifton 

John  T.  Keeton 
(Mbr.  Consolidated) 

WEAKLEY 

COUNTY 

Dresden 
M.  R Beyer 
Paul  W.  Wilson 

Gleason 

Robert  M.  Jeter 
Greenfield 

V.  C.  Fagan 
Ira  F.  Porter 
Nathan  F.  Porter 

Martin 

R.  W.  Brandon 
R.  W.  Brandon,  Jr. 


M.  H.  Buckley 

H.  G.  Edmondson 
G.  S.  Plog 

WHITE  COUNTY 
Sparta 

W.  H.  Andrews 
J.  C.  Blankenship 

E.  B.  Clark 
C.  B.  Roberts 
C.  E.  Tubb 


WILLIAMSON 

COUNTY 

College  Grove 
George  A.  Hatcher 
(Mbr.  Davidson  Co.) 

Franklin 

A.  B.  Bray 
Don  Caldwell 
Harry  J.  Guffee 


E.  F.  Harrison 
R.  H.  Hutcheson 

B.  T.  Nolen 
Walter  Pyle 
T.  C.  Rice 
J.  O.  Walker 
Louis  D.  Zeidberg 


WILSON  COUNTY 

Lebanon 

G.  M.  Allison 

F.  B.  Dunklin 

A.  T.  Hall 
O.  Reed  Hill 

R.  C.  Kash 
James  P.  Leathers 
Chas.  T.  Lowe 

S.  B.  McFarland 
Richard  E.  Mudd 

T.  R.  Puryear 
T.  H.  Tilley 
W.  K.  Tilley 
Philips  Turner 


VETERAN  MEMBERS 

B.  L.  Burdette,  Shelbyville  Bedford 

J.  M.  Waters,  Walland  Blount 

J.  E.  Hampton,  Newport  Cocke 

W.  B.  Anderson,  Doctor’s  Building,  Nashville  Davidson 

R.  A.  Barr,  Gallatin,  Route  No.  4 Davidson 

A.  C.  Bailey,  Bennie-Dillon  Building,  Nashville  Davidson 

L.  E.  Burch.  2112  West  End  Avenue,  Nashville  Davidson 

Lucien  Caldwell,  Doctor's  Building,  Nashville  Davidson 

M.  M.  Cullum,  Bennie-Dillon  Building,  Nashville  Davidson 

R.  A.  Daniel,  Sr.,  100  Fairway  Drive,  Donelson  Davidson 

Paul  DeWitt,  Montague,  Nashville  Davidson 

R.  L.  Dozier,  Sr.,  2106  West  End  Avenue,  Nashville  Davidson 

J.  J.  Frey,  Doctor’s  Building,  Nashville  Davidson 

C.  L.  Hill,  2116  Fairfax  Avenue,  Nashville  Davidson 

Vernon  Hutton,  Sr.,  Harding  Road  Nashville  Davidson 

J P.  Keller,  Doctor’s  Building  Nashville  Davidson 

Norris  Leonard,  D.D.S.,  Bennie-Dillon  Bldg.,  Nashville  Davidson 
P.  G.  Morrissey,  Sr.,  Bennie-Dillon  Bldg.,  Nashville  Davidson 

D.  R.  Neil,  Bennie-Dillon  Building,  Nashville  Davidson 

T.  G.  Pollard,  Doctor’s  Building.  Nashville  Davidson 

W.  E.  Reynolds,  Bennie-Dillon  Building,  Nashville  Davidson 

E.  L.  Roberts,  Bennie-Dillon  Building,  Nashville  Davidson 

E.  A.  Sutherland,  Madison  College,  Nashville  Davidson 

Fred  L.  Webb,  City  Health  Department,  Nashville  Davidson 

0.  H.  Wilson,  Doctor’s  Building,  Nashville  Davidson 

W.  H.  Witt,  Doctor’s  Building,  Nashville  Davidson 

Harold  Truebger,  820  Normal  Circle,  Memphis  Davidson 

J.  P.  Brewer,  Dyersburg  Dyer,  Lake  & Crockett 
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ORGANIZATIONAL  NEWS 


April  12 
Meeting 


May  14 
Meeting 


BOARD  OF  TRUSTEES 

The  Board  of  Trustees  of  the  TSMA  has  held  three  meetings  since  the 
Annual  Session  of  the  Association  in  Memphis  on  April  10,  11,  12. 
Immediately  following  the  last  meeting  of  the  House  of  Delegates  in 
Memphis,  the  Board  held  a three-hour  session  to  implement  the  actions 
and  authorizations  of  the  House.  Highlights  were: 

1.  Heard  report  from  the  Post-Graduate  Committee  that  financial 
support  from  the  Commonwealth  Fund  may  not  be  forthcoming  after 
the  present  course  in  psychiatry  is  completed.  Trustees  were  re- 
quested to  concern  themselves  with  possible  means  of  financing 
future  courses. 

2.  Elected  Executive  Secretary,  V.  0.  Foster. 

3.  Elected  Dr.  H.  H.  Shoulders,  Nashville,  as  Delegate  to  the  June 
Session  of  the  AMA  in  San  Francisco,  due  to  inability  of  Dr.  C.  M. 
Hamilton  to  attend. 

4.  Established  a Committee  on  School  Surveys  with  Dr.  C.  B.  Roberts, 
Sparta,  Chairman,  Dr.  J.  Owsley  Manier,  Nashville,  Dr.  Ward,  Knox- 
ville, appointed.  Dr.  Roberts  will  select  remainder  of  Committee 
and  submit  list  for  approval. 

5.  Provided  for  adoption  of  "working  plan"  for  the  executive  offices 
of  the  Association,  upon  study  and  approval  of  Nashville  members 
of  the  Board. 

6.  Appointed  members  of  the  more  than  twenty  committees  of  the  Asso- 
ciation where  terms  had  expired.  The  Association  has  more  than  IOC 
members  serving  on  the  various  standing  and  special  committees. 

This  was  another  three-hour  session  in  Nashville. 

1.  Reviewed  proposed  budget  for  remainder  of  fiscal  year,  1950. 

2.  Completed  appointments  to  the  various  committees  of  the  Association. 

3.  Created  a new  committee  on  Scientific  Work,  with  Dr.  R.H.  Kamp- 
meier,  Editor,  as  Chairman.  Committee  will  also  serve  as  Editorial 
Board. 

4.  Appointed  a new  Public  Service  Committee  according  to  instructions 
from  the  House  of  Delegates  in  its  called  session  in  Nashville  on 
May  13-14.  There  are  ten  members  of  this  Committee — one  from  each 
Councilor  District,  and  an  additional  four  members  from  the  State- 
at-large, 

5.  Heard  Executive  Secretary  Foster  outline  duties  of  the  newly  created 
office  of  Director  of  Public  Service  and  Field  Secretary.  Foster 
also  advised  the  Board  of  the  availability  and  qualifications  of 
Mr.  Ed  Bridges. 


■ 


May  21 
Meeting 


6.  Instructed  Executive  Secretary  to  renew  contract  with  Veterans  Ad- 
ministration for  the  home  care  of  Veterans  not  entitled  to  admission 
to  Veterans  hospitals. 

7.  Instructed  Executive  Secretary  to  arrange  fcr  another  meeting  cf 
the  Board  on  the  next  Sunday,  May  21. 

Actions  of  interest  at  this  three-hour  session  were: 

1.  Appointment  of  Dr.  Joe  Johnson,  Chattanooga,  to  the  Prepaid  Insu- 
rance Committee  to  succeed  Dr.  John  B.  Steele,  resigned. 

2.  Withheld  approval  of  report  of  Insurance  Committee  pending  receipt 
of  a majority  report  of  this  Committee's  activities  last  year. 

3.  Declined  to  approve  reimbursement  of  members  of  the  House  of  Dele- 
gates for  expenses  to  the  called  sessions  on  May  13-14  on  grounds 
that  there  is  no  provision  for  such  payments  in  the  By-Laws.  The 
Board  agreed  that  such  expenses  could  be  properly  reimbursed  by 
the  local  societies  since  Delegates  are,  in  fact,  their  represen- 
tatives and  are  sent  to  the  House  by  the  local  society. 

4.  Approved  a working  agreement  between  Dr.  Kampmeier,  Editor,  and  Mr. 
Foster,  Executive  Secretary  for  the  preparation  of  the  Journal. 

The  Editor  will  prepare  the  sections  on  Scientific  matters,  edito- 
rials, what's  new  in  medicine  and  book  reviews.  The  Executive 
Secretary  will  serve  as  business  manager,  prepare  news  of  medical  fh( 

societies  and  their  programs,  auxiliary  news,  personal  news,  a |or 

special  section  reporting  activities  of  the  Public  Service  Program 
and  another  special  section  reporting  news  and  actions  of  the  var- 
ious official  boards,  councils,  committees,  and  House  of  Delegates 

— a section  designed  to  keep  the  profession  informed  of  organiza- 
tional actions — a reporting  of  these  actions  to  the  members. 

5.  Authorized  the  creation  of  a Committee  on  Rural  Health.  (See 
reference  on  page  216). 


6.  Created  Committee  on  Industrial  Health  and  named  Dr.  Jean  S.  Fel- 
ton, Oak  Ridge,  Chairman.  Other  members  are  Dr.  Bedford  Otey, 
Memphis,  Dr.  Hadney  Sayers,  Nashville. 

7.  Delayed  appointment  of  members  to  the  newly  created  Grievance  Com- 
mittee until  its  functions  can  be  appropriately  integrated  with  the 
Public  Service  Program. 

8.  Established  an  honorarium  for  the  Editor,  Dr.  Kampmeier. 

(Upon  adjournment.  Dr.  Smith,  Chairman,  facetiously  remarked, 

"Where  do  we  meet  NEXT  Sunday?")  ------- 

First  Meeting  The  newly  appointed  fourteen-man  Public  Service  Committee  held  an  all-day 
of  Public  joint  meeting  with  the  Board  of  Trustees  in  Nashville  on  May  21.  Real 

Service  progress  was  made  in  initiating  the  Public  Service  Program.  An  Execu- 

Committee  tive  Sub-Committee  was  appointed  and  a Committee  on  Objectives  was 

established.  The  Sub-Committee  on  Objectives  will  receive  and  digest 
the  ideas  and  suggestions  of  all  other  members  of  the  Committee  con- 
cerning basic  objectives  and  policies  of  the  Public  Service  Program. 

The  Board  of  Trustees  will  also  submit  their  opinions  of  the  basic 
aspects  of  the  program  to  the  Sub-Committee.  Another  meeting  will  be 
called  within  the  next  few  days. 


Called 

Meeting- 

Prepaid 

Insurance 

Committee 


The  Prepaid  Insurance  Committee  will  hold  an  all-day  session  in  Nash- 
ville on  June  18.  The  meeting  will  be  attended  by  more  than  40  persons 
who  are  vitally  concerned  with  the  success  of  the  Association's  Prepaid 
Insurance  Program — the  Tennessee  Plan.  Agenda  for  the  meeting  follows: 

1.  What  the  Tennessee  Plan  means  to  the  doctor  and  the  public. 

2.  Roundtable  discussion  of  problems — doctor,  beneficiary  and  under- 
writing problems. 

3.  Problem-solving  period. 

4.  Evaluation  of  fee  schedule  as  it  applies  to  Orthopedic  and  EENT 
specialties. 


. 


The  Tennessee  State  Medical  Association,  standing  athwart  the 
threat  to  socialization,  this  month  projected  a Public  Service  Program. 

The  name  of  this  new  departure  in  the  field  of  medicine — "Public 
SERVICE  Program" — is  deeply  significant.  Not  propaganda.  Not  publicity. 
But  performance. 

Delegates  to  the  Special  Session  in  which  the  program  was  born 
demonstrated  a crystal  clear  vision  of  what  the  new  activity  must  be. 

It  should  not  be  used,  they  said,  to  defend  the  profession  against 
complaints.  It  should  be  used  to  tell  the  public  what  physicians  have 
done,  what  they  are  doing  and  what  they  expect  to  do  to  extend  medical 
care  and  advance  the  science  of  healing. 

Who  Has  What  profession,  what  business,  what  industry  has  a more  progressive 

More  Right?  and  romantic  story  to  tell  than  medicine?  What  group  of  citizens  has  a 
better  right  to  make  its  voice  heard  and  its  actions  felt  in  the  fight 
against  the  "creeping  revolution"? 

It  is  a tested  truism  that  if  you  don't  tell  your  own  story,  someone 
else  will  tell  it  for  you.  Right  now,  that  someone  else  is  telling  it 
by  the  devastating  tactic  of  half-truths,  distortion,  and  outright  smear. 
That  someone  else  is  using  your  own  tax  payments  to  undersell  you  to  a 
currently  critical  public. 

The  Public  Service  Program  planned  for  the  TSMA — to  be  reported  in 
The  Journal  later — can  and  will  offset  the  vicious  hacking  away  at  the 
patient's  faith  in  his  doctor. 

This  program  will  dig  out  and  disclose  ALL  of  the  truth  about 
health  and  medical  care  problems.  It  will  seek  the  broadest  possible 
understanding  between  the  profession  and  the  public. 

Tennessee  citizens  will  fight  with  us  for  private  practice,  which 
has  given  this  country  the  world's  be_st  medical  care,  if  they  are  given 
absolutely  free  access  to  ALL  the  facts.  If  we  believed  otherwise,  then 
we  would,  like  the  Truman-Ewing  team,  be  running  a propaganda  campaign. 

The  results  of  a real  public  service  program  in  the  medical  field 
are  not  always  tangible.  They  can  be  a changed  attitude  of  the  public, 
a new  pattern  of  thinking  on  health  problems,  a changed  trend  in  the 
government  of  our  country. 

Of  course  we  expect  to  deliver  some  tangible  results.  These  will 
be  produced  by  specific  projects,  to  be  announced  when  approved  by  your 
new  Public  Service  Committee. 

We  do  not  mean  to  make  undue  claims  for  what  this  program  can 
accomplish  of  its  own  force.  It  will  be  forever  true  that  the  heart 
and  soul  of  good  relationship  between  the  profession  and  the  public  lie 
in  the  doctor's  office,  in  the  way  he  treats  and  handles  his  patients. 

A Utopian  and  therefore  impossible  goal  to  be  sought  would  be  for 
the  general  public  to  feel  about  the  profession  as  a whole  just  the 
way  a trusting  mother  feels  about  the  family  physician.  But  we  can 
try.  Sighting  high  never  yet  reduced  the  power  of  the  weapon. 

You  recently  received  an  AMA  folder  titled:  "Doctors  ARE  Citizens." 
The  accent  is  correctly  placed  on  the  word  "are." 

You  are  doctor  at  your  office,  in  your  patient's  home,  in  the  hospi- 
tal. But  you  are  also  "Doctor"  in  all  your  business  and  social  con- 
tacts. You  are  THE  profession.  Hence  in  no  other  business  or  profession 
do  the  acts  of  the  individual,  the  good  and  the  unthinking,  react  with 
such  speed  and  impact  upon  all  of  the  profession.  The  reason,  though  it 


Doctors  ARE 
Citizens 


Accentuate 
The  Positive 


The  Green 
Light 


may  be  obvious,  is  that  all  through  life,  the  average  person  has  the 
most  personal  relationship  with  his  doctor,  with  nurses,  with  hospitals. 
So  has  his  wife,  so  have  his  children. 

Pause  on  the  street,  on  the  highway,  in  the  general  store,  and 
listen  to  the  everyday  talk.  The  conversation  eventually  will  get 
around  to  YOU;  the  way  YOU  treated  the  patient,  what  hospital  you  sent 
him  to  and  what  YOU  charged  for  your  services. 

All  facets  of  medical  care  and  the  cost  thereof,  though  many  of  them 
are  beyond  your  control,  are  in  most  patients'  minds — YOU. 

Likewise,  you  are  spotlighted  as  a doctor  wherever  you  move, 
whether  in  social,  civic  or  political  circles.  In  the  public  prints 
you  are  "Doctor"  and  if  the  headline  and  the  story  are  good,  the  whole 
profession  benefits. 

Yes,  Doctors  ARE  Citizens.  It  is  a responsibility  you  accept, 
almost  automatically,  the  very  first  day  you  open  office  for  practice. 
And  every  day  thereafter.  It  is  yours  in  exchange  for  the  position  of 
honor,  dignity  and  respect  accorded  you  by  your  fellow  men. 

Doctors  have  always  accepted  that  responsibility  proudly.  They 
have  cherished  it.  Now  they  are  accepting  the  challenge  to  defend  that 
responsibility  and  the  profession's  good  name. 

Dr.  J.  Owsley  Manier  of  Nashville  stated  to  the  Special  Session 
which  authorized  this  program  a penetrating  philosophy  of  Public 
Service.  He  said  this: 

"We  are  not  here,  if  we  are  sound  and  sane  in  the  voting,  to  raise 
dues  merely  to  protect  ourselves.  We  are  here  to  take  action  from  the 
standpoint  of  becoming  a part  of  the  fabric  of  this  country  to  protect 
our  American  way  of  living.  After  all,  if  we  merely  start  out  on  a 
program  purely  to  protect  ourselves,  we  would  be  subject — and  properly 
so — to  a good  deal  of  criticism,  but  if  we  join  the  steadily  growing 
trend  of  this  country  in  trying  to  protect  our  American  way  of  life  and 
as  a corollary  to  that  to  protect  ourselves,  then  we  have  the  oppor- 
tunity to  get  somewhere." 

Thus  Dr.  Manier  underscored  the  fact  that  this  must  be  a POSITIVE 
program.  To  repeat,  one  of  performance,  not  propaganda.  It  is  folly  to 
scream  down  the  other  man's  proposals  without  offering — and  delivering — 
something  better.  The  only  way  to  fight  bad  ideas  is  with  good  ideas. 

We  KNOW  the  medical  profession  has  something  better.  But  does  the 
public  in  general  know  it? 

The  public  does  not  know  many  things  the  profession  is  doing  to 
extend  medical  care,  to  work  for  proper  distribution  of  doctors,  nurses 
and  hospitals,  to  erase  the  medically-isolated  spots  from  the  map,  and 
to  obtain  for  them  the  broadest  possible  voluntary  health  insurance 
at  the  lowest  possible  cost. 

All  the  while,  the  Welfare  Staters  are  passing  out  deceptive 
primrose  promises  to  this  same  public.  The  "Economic  Planners"  are 
bombarding  Tennesseans  with  frightening  literature  and  smear  speeches. 
This  propaganda  must,  and  can,  be  dissipated  by  proven  truths. 

It  is  most  heartening  to  see,  in  the  record  of  the  Special  Session 
and  to  hear  in  conversation  with  some  physicians,  that  the  Public 
Service  idea  has  a green  light  in  the  TSMA.  Of  course,  it  is  natural 
that  you  will  reserve  judgment  until  results  are  shown.  This  is  a 
new  field,  a delicate  one,  and  we  must  move  carefully  to  move  surely. 

A subcommittee  on  objectives  is  drafting  a specific  program  to 
continue  and  intensify  the  advance  of  medical  care  and  its  extension 
throughout  Tennessee. 

An  excellent  start  has  been  made  through  The  Tennessee  Plan  of 
voluntary  health  insurance.  Executive  Secretary  Foster  has  suggested 
that  this  be  pushed  as  Number  One  in  a 10-point  program  to  be  called — 
THE  TENNESSEE  TEN. 


The  progress  made  throughout  the  world  is  hacked  out  by  the 
discontented. 

That  is  why  problems  challenge  medical  men.  They  are  forever 
dissatisfied  with  existing  conditions.  This  dissatisfaction  is  the 
driving  stimulus  that  produces  continuing  improvements. 


Old  As  The  The  problem  of  providing  better  medical  care  in  rural  communities 

Profession  is  as  old  as  the  medical  profession  itself.  It  is  not  a problem  more 
peculiar  to  1950  than  it  was  to  1850.  It  probably  will  exist,  in  some 
form,  100  years  hence. 

In  recent  years,  particularly  the  last  five,  we  have  seen  the 
profession  project  new  and  forceful  activities  toward  extending  the 
best  available  medical  care  to  rural  communities. 

The  people  need  the  services  of  both  the  specialist  and  the  general 
practitioner  in  the  extension  of  medical  care  into  every  rural  section. 
The  problem  here  is  not  one  of  deflating  specialism,  but  one  of 
emphasizing  general  practice. 

The  high  level  of  medical  care  in  this  country  was  NOT  brought  on 
by  legislation  and  force.  The  profession's  accomplishments  are  not  the 
result  of  revolution  but  of  evolution.  No  one  can  wave  a wand  and  say, 
"Presto-Osco , tomorrow  there  will  be  adequate  medical  care  in  every 
rural  community  in  America." 

Five  years  ago  the  profession,  through  its  societies,  state  associa- 
tions and  the  AMA  and  The  American  Farm  Bureau  Federation  began  tackling 
the  problem  of  growing  scarcity  of  young  physicians  in  rural  areas.  The 
veterans  who  had  burned  out  their  lives  in  these  areas  were  carrying 
an  ever-increasing  load. 

What  was  accomplished?  For  one  thing,  the  Hill  Burton  Law  was 
promoted  by  the  Rural  Health  Committee  of  the  AMA  working  with  farm 
and  other  organizations.  While  the  operation  of  this  law  has  not  been 
as  successful  as  was  hoped,  this  probably  is  due  to  interpretation  and 
administration. 


Filling  The  Another  result?  Scholarships  have  been  promoted  to  finance  the 

Rural  Needs  medical  training  of  rural  boys  and  girls  who  return  to  the  home  areas 

they  understand  and  become  doctors  and  nurses.  This  approach  is  solving 
both  the  distribution  and  shortage  of  doctors.  Many  persons  believe 
there  is  no  actual  shortage  but  improper  distribution.  The  U.  S.  leads 
the  world  with  one  doctor  to  every  750'  persons  while  China  is  last  with 
one  to  every  25,000. 

One  more  result?  Health  Councils  have  been  organized  in  thousands 
of  communities.  These  councils  work  out  and  accomplish  health  projects 
that  meet  the  most  acute  needs  of  the  community.  These  range  from 
sanitation  projects  to  immunization  of  children,  and  construction  of 
clinics  and  hospitals. 


1951 
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The  profession's  instrument  in  this  field,  The  National  Conference 
on  Rural  Health,  will  bring  its  Sixth  Annual  Meeting  to  Tennessee.  It 
is  scheduled  for  next  February  22-23-24  in  Memphis.  This  is  particularly 
significant  because  The  Tennessee  State  Medical  Association  recently 
created  its  own  Committee  on  Rural  Health,  to  concentrate  on  delivery 
of  medical  care  everywhere. 
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An  amusing  and  amazing  story  illustrating  the  abuses  that  might  be 
expected  if  the  politicians  should  take  over  medical  care  was  related 
by  Dr.  Thayer  Wilson  of  Carthage  in  his  talk  to  the  Upper  Cumberland 
Medical  Society  on  June  27. 

A man  holding  an  injured  finger  visited  Dr.  Wilson  and  asked  if  he 
were  entitled  to  government  medical  care  for  the  injury.  Dr.  Wilson 
checked  his  credentials  and  said  yes.  So  the  patient  loudly  proclaimed 
that  he  was  going  to  make  it  cost  the  government  all  he  could,  that  he 
was  going  to  cause  all  the  trouble  he  could. 

Thereupon,  he  announced  that  he  was  going  to  ride  to  Nashville  from 
Carthage  in  an  ambulance.  He  had  ridden  40  miles  to  Carthage  in  a car. 

Dr.  Wilson  patiently  explained  that  the  government  would  not  okay  use 
of  an  ambulance  for  a finger  injury.  But  the  patient  was  adamant.  He 
said  he  would  pay  the  bill  if  he  didn't  get  it  out  of  the  government — 
and  added  that  he  would  bet  he  got  it.  So  he  left  Carthage  for  Nash- 
ville— riding  in  the  front  seat  of  the  ambulance  ! 

In  his  message  as  retiring  president  of  The  Upper  Cumberland  Medical 
Society,  Dr.  C.  B.  Roberts  of  Sparta  made  a strong  appeal  for  larger 
attendance  and  revived  interest  in  the  societies. 

Like  the  immortal  doctor.  Sir  William  Osier,  Dr.  Roberts  is  a firm 
believer  in  the  benefits  to  be  derived  from  society  sessions.  He 
emphasized  some:  (1)  discussion  of  mutual  problems  and  exchanging 
solutions,  (2)  exchange  of  scientific  information  and  the  disagreements 
that  produce  medical  advances,  (3)  solidifying  the  front  in  the  fight  to 
protect  the  health  and  welfare  of  the  people,  and  (4)  the  morale  boost 
obtained  by  fraternizing. 

In  submitting  ideas  for  Public  Service  projects,  several  physicians 
have  included  one  for  the  stimulation  of  interest  in  society  sessions 
and  activities.  Dr.  Roberts,  you  have  some  backing.  ’ s 

Your  Public  Service  Committee  pitched  into  an  emergency  job  early 
this  month.  It  joined  the  Committee  on  Public  Policy  and  Legislation 
and  the  Association  Headquarters  in  a three-way  appeal  to  the  Tennessee 
Congressional  Delegation  to  vote  for  House  Resolution  647  opposing 
Reorganization  Plan  27.  The  Plan  would  submerge  health  functions  of 
the  government  by  lumping  them  in  a ponderous  new  department  with 
education  and  welfare.  * 

The  three-way  campaign  was  by  physicians  making  personal  contact 
with  representatives,  by  letters  from  the  Public  Policy  and  Legislation 
Committee  and,  wires  from  your  Executive  Secretary. 

This,  everyone  agrees,  is  a crucial  year  for  health  on  the  national 
front.  This  year  Tennesseans  will  elect  Congressmen  and  state  legis- 
lators who  will  make  or  break  our  health  standards.  Physicians  can 
perform  effective  Public  Service  on  the  Public  Affairs  front. 

Watch  for  the  record  of  how  your  Congressman  voted  on  House 
Resolution  647. 

P.S. 

A thumping  victory  over  the  Reorganization  Plan  was  turned  in  by 
the  House  of  Representatives  just  before  The  Journal  went  to  press. 

The  vote  was  249  against  71  to  kill  the  President's  Plan.  It  was  a 
surprise  victory  but  there  was  a definite  reason.  You'll  find  it  on 
Page  902  of  the  July  8 AMA  Journal. 

A House  Subcommittee  of  mixed  factions  leveled  severe  criticism  at 
the  Federal  Security  Administration  in  almost  every  field  of  admin- 
istration. It  charged  (1)  Inefficiency,  waste  and  overstaffing,  (2) 
that  field  workers  feel  that  a disproportionate  amount  of  their  time  is 
spent  in  public  relations,  (3)  that  the  "shortcomings  and  discrepancies" 
are  known  to  top  FSA  officials,  and  (4)  that  general  inefficiency  in 
most  divisions  is  growing  out  mismanagement,  lack  of  co-ordination  and 
ineffective  channelling  of  authority. 

Thus,  the  House  courageously  voted  strongly  against  having  any  such 
department  and  its  political  bosses  handling  the  vital  function  of 
looking  after  sick  people. 
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The  Prepaid  Insurance  Committee  held  an  all-day  meeting  with  repre- 
sentatives of  the  twenty  underwriters  of  The  Tennessee  Plan  and  the 
Health  Insurance  Council  on  Sunday,  June  18,  in  Nashville. 

The  first  eleven  months'  history  of  the  Plan  was  reviewed  critically 
from  the  points  of  view  of  the  beneficiary,  the  underwriter  and  the 
participating  physician. 

By  and  large,  the  position  of  the  Plan  is  strong  and  encouraging.  In 
eleven  short  months,  it  has  attracted  national  attention  in  insurance 
and  medical  circles.  Its  underwriting  agencies  include  many  of  the 
nation's  strongest  commercial  insurance  companies,  and  three  non-profit 
associations  doing  business  in  Tennessee. 

It  has  public  appeal.  More  than  175,000  persons  are  already  enrolled 
in  the  Plan. 

It  has  physician  support.  Tennessee  physicians,  all  over  the  state, 
are  rendering  services  under  the  Plan. 

The  public  continues  to  buy  the  Plan  in  increasing  volume.  Additional 
physicians  are  signing  participating  agreements.  Most  underwriting 
companies  and  associations  have  re-aligned  their  sales  and  promotion 
efforts  and  are  selling  the  Plan  in  ever-increasing  amounts. 

Opinions  of  those  present  were  unanimous  that  the  public  WANTS  volun- 
tary, prepaid  insurance,  but  they  want  a Plan  which  has  doctor  approval 
and  sponsorship. 

Although  two  additional  underwriting  insurance  companies  have  been 
approved  as  selling  agencies  within  the  last  30  days,  additional 
underwriters  are  needed  to  make  the  Plan  available  to  small  community 
and  rural  areas.  The  Tennessee  Hospital  Association  (Blue  Cross) 
reported  that  sales  machinery  is  already  established  to  sell  the  Plan 
to  farm  people. 

The  Plan  needs  additional  participating  physicians,  especially  in  some 
cities  and  counties.  Sales  are  difficult  where  most  prominent  physi- 
cians are  not  participating  in  the  Plan,  according  to  the  underwriters. 

A vast  program  of  education  and  information  about  the  Plan  is  needed. 
Underwriters,  participating  physicians,  personnel  managers,  industrial 
management,  and  the  general  public  need  to  know  not  only  the  who,  what, 
when,  where  and  why  of  the  Plan,  but  all  need  to  know  HOW  the  benefits 
are  available. 

The  greatest  need  revealed  in  the  meeting  was  that  beneficiaries  be 
informed  by  the  underwriters,  the  personnel  managers  and  the  participat- 
ing physicians  of  the  requirements  for  full  service  (bill  paid  in  full) 
by  the  Plan,  viz.,  be  within  the  income  limits,  use  services  of  a 
participating  physician,  and  ASSIGN  insurance  benefit  to  the  physician, 
preferably  BEFORE  professional  services  are  rendered. 

The  consensus  of  opinion  was  that  The  Tennessee  Plan  is  meeting 
Tennessee's  number  one  medical  care  problem — the  problem  of  paying  for 
medical  care  of  a high  quality  without  financial  hardship.  The  Plan 
is  probably  the  Association's  most  outstanding  project  to  meet  a public 
need.  Its  purposes  are  so  inclusive,  the  need  of  the  public  for  its 
benefits  so  widespread,  and  its  hearty  acceptance  and  support  by  doctors 
in  Tennessee  mean  that  the  Plan  is  BIG  enough  to  challenge  the  abilities 
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of  all  underwriters,  profit  and  non-profit,  all  physicians,  members  of 
the  Association  or  non-members.  The  public  has  demonstrated  its  ac- 
ceptance by  virtue  of  the  rapid  rate  of  growth  in  enrollment  which  the 
Plan  has  enjoyed. 

Why  not  make  The  Tennessee  Plan  the  number  one  project  of  The  Tennessee 
Ten — the  Association's  new  Public  Service  Program?  Actually  and 
potentially,  the  promotion  and  availability  of  a good  system  of  vol- 
untary, prepaid  health  insurance  is  a great  public  need  and  a golden 
opportunity  for  the  profession  to  render  a great  public  service. 

At  press  time,  your  Executive  Secretary  and  your  Delegates  to  the  AMA 
were  attending  the  Session  in  San  Francisco.  Matters  vitally  affecting 
the  position  and  future  of  the  profession  were  under  consideration. 
Do.ctors  in  Tennessee  have  able  and  sincere  delegates  in  the  persons  of 
Drs.  H.  H.  Shoulders,  R.  B.  Wood  and  W.  C.  Chaney.  These  men  left  for 
San  Francisco  uninstructed  except  on  one  very  important  resolution 
sponsored  by  the  Tennessee  State  Medical  Association — the  Resolution 
pertaining  to  the  medical  and  hospital  care  of  veterans  with  non-service 
connected  disabilities.  (Published  with  a full  discussion  in  the  May, 
1950  Journal) 

As  you  know,  the  Veteran's  Affairs  Committee  of  your  State  Association 
was  constituted  by  the  Board  of  Trustees  on  January  30,  1949.  Under 
the  able  and  energetic  leadership  of  its  Chairman,  Dr.  H.  H.  Shoulders, 
the  Committee  has  concentrated  its  efforts  on  the  drafting  and  guidance 
of  this  proposal  through  two  previous  sessions  of  the  AMA  (June  and 
December,  1949)  against  great  odds.  This  Resolution  will  have  been 
considered  by  this  Session  and  one  of  the  items  below  will  bring  you 
the  AMA's  action  by  a San  Francisco  date-line  report  from  the  Executive 
Secretary. 

The  Veteran's  Affairs  Committee  has  prepared  its  case  well.  It  has 
informed  all  other  AMA  delegates  and  hundreds  of  other  interested 
persons  of  its  objectives  and  purposes.  It  has  submitted  its  findings 
and  recommendations  to  the  judgment  of  medicine's  greatest  policy  making 
body,  the  House  of  Delegates  of  the  AMA.  In  view  of  the  soundness  of 
the  Committee's  Resolution — in  view  of  the  honest  attempt  to  inform  the 
delegates  of  its  importance,  and  in  view  of  the  forceful  and  persuasive 
manner  in  which  the  Resolution  will  have  been  presented  in  San  Fran- 
cisco, we  predict  its  adoption.  Its  adoption  will  be  a clear  and 
decisive  declaration  of  freedom  in  medicine,  not  only  in  the  Veteran's 
medical  and  hospital  care  program,  but  it  may  have  as  much  salutary 
effect  on  freedom  in  medicine  generally  as  any  other  action  that  may 
have  been  taken  on  the  Pacific  Coast. 

SAN  FRANCISCO,  CALIF.,  JUNE  26-30-The  Tennessee  Delegation  won  a 
partial  and  significant  victory  for  The  Association  resolution  to 
change  the  form  of  benefits  for  medically-indigent  veterans. 

The  resolution,  which  would  greatly  expand  the  benefits  now  received 
by  veterans  under  the  government  medical  program,  was  sanctioned 
unanimously  by  the  Tennessee  State  Medical  Association  in  its  April 
convention. 

An  AMA  committee  on  Veterans  Affairs  voted  against  the  Tennessee 
resolution  but  Dr.  R.  B.  Wood  of  Knoxville  forced  the  issue  to  the 
floor  of  The  House  of  Delegates  for  debate  by  a strongly  worded 
minority  report.  This  gave  Dr.  Shoulders  an  opportunity  to  make  an 
open  fight  for  his  campaign  to  help  the  veteran. 

With  the  prospect  gloomy,  Dr.  Shoulders'  argument  was  so  convincing 
and  persuasive  that  Dr.  W.  D.  Stovall  of  Wisconsin  moved  that 
action  on  the  resolution  be  deferred  until  the  Interim  Session  of  The 
House  of  Delegates  to  be  held  in  Cleveland  next  December  5-8. 

The  AMA's  contract  with  Whitaker  and  Baxter,  the  team  conducting  the 
National  Education  Campaign  for  Voluntary  Insurance  versus  the 
f ederal-sponsored  Compulsory  Health  Insurance  legislation,  was  ex- 
tended to  December  31,  1951.  But  the  Education  Campaign  will  be 
decelerated  and  the  AMA  will  enlarge  its  staffs  for  the  Department  of 
Public  Relations  and  the  Council  On  Medical  Service. 
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ORGANIZATIONAL  NEWS 


The  Public  Service  Program  (our  term  for  Public  Relations)  is  now  a 
reality  and  under  way.  The  instructions  of  the  House  of  Delegates  in 
its  called  meeting  of  May  13-14,  1950  have  been  complied  with  in  every 
particular. 

The  House,  among  other  things  adopted  a resolution  instructing  the 
Board  of  Trustees  to  "appoint  a Public  Service  Committee  of  the 
Association  composed  of  at  least  one  member  from  each  Councilor  District 
and  such  other  members  from  the  State-at-large  as  is  deemed  necessary." 

The  resolution  defined  the  duties  of  this  Committee  as  follows: 

(1)  to  determine  the  over-all  policy  and  basic  objectives  of  the  Public 
Service  Program, 

(2)  to  stimulate  and  encourage  the  appointment  of  Public  Service 
Committees  in  the  various  local  societies  and  to  coordinate  their 
program  with  that  of  the  Association, 

(3)  to  exercise  general  supervision  over  the  Public  Service  Program  of 
the  Association  and  over  its  Director, 

(4)  to  create  such  necessary  sub-committees  as  are  or  may  be  deemed 
necessary  to  carry  out  its  duties,  by  and  with  the  consent  of  the 
Board  of  Trustees, 

(5)  to  undertake  such  other  functions  and  duties  as  shall  be  assigned  by 
the  Board  of  Trustees  or  this  House  of  Delegates,  and, 

(6)  to  report  its  activities  to  this  House  at  each  annual  session. 

The  House  also  instructed  the  Board  of  Trustees,  in  collaboration  with 
the  Executive  Secretary,  to  employ  a Public  Service  Director  and  Field 
Secretary  (one  person)  who  would  be  charged  with  instituting  such 
technics  and  procedures  and  to  conduct  such  activities  as  would  imple- 
ment and  effectuate  the  Public  Service  Program  as  outlined  by  the 
Public  Service  Committee  and  the  Board  of  Trustees. 

The  Board  of  Trustees,  in  an  immediate  called  session  and  subsequent 
sessions,  appointed  the  following  committeemen: 
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L. 
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Edwards, 

Chairman,  Nashville 

H. 
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Monroe, 

Erwin 
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C. 

Smeltzer 

, Knoxville 

W. 

A. 

Garrott, 

Cleveland 

Thurman  Shipley,  Cookeville 
Thomas  A.  Wheat,  Lewisburg 
W.  N.  Cook,  Columbia 
John  R.  Thompson,  Jr.,  Jackson 
J.  Paul  Baird,  Dyersburg 
Harold  Boyd,  Memphis 


State-at-large  members 
W.  C.  Chaney,  Memphis 
C.  B.  Roberts,  Sparta 
R.  B.  Wood,  Knoxville 
J.  Ousley  Manier,  Nashville 
Franklin  B.  Bogart,  Chattanooga 

Executive  Sub-Committee 
L.  W.  Edwards,  Nashville 
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The  Board  of  Trustees  and  the  Executive  Secretary  have  employed 
Mr.  Ed  Bridges  as  Public  Service  Director  and  Field  Secretary  for  the 
Association.  Mr.  Bridges  was  Director  of  Public  Relations  for  the 
Medical  Association  of  Georgia  prior  to  his  present  employment.  He  began 
work  June  1,  1950,  and  has  already  demonstrated  his  dedication  to  the 
interests  of  the  profession,  a keen  sense  of  Public  Service  problems, 
and  a wide  repertoire  of  public  service  contacts  and  procedures  - better 
known  as  "know-how".  We  wish  him  and  his  splendid  Committee  every 
success  in  this  most  important  phase  of  the  Association's  activities 
and  we  pledge  him  and  them  our  hearty  support  and  cooperation. 

Following  the  first  full  organizational  meeting  of  the  Public  Service 
Committee  in  Nashville  in  joint  session  with  the  Board  of  Trustees  on 
May  21,  an  energetic  Sub-Committee  on  Objectives  and  Basic  Policy  has 
been  hard  at  work  drafting  its  report  and  recommendations  to  the  full 
Committee.  This  Sub-Committee,  composed  of  Drs.  Jack  Thompson, 

H.  L.  Monroe,  C.  B.  Roberts,  and  L.  W.  Edwards,  Ex  officio,  has  reviewed 
the  Public  Relations  programs  of  many  other  states,  the  recommendations 
of  the  Department  of  Public  Relations  of  the  AMA,  and  the  suggestions  of 
all  members  of  our  own  Committee  and  the  members  of  the  Board  of 
Trustees . 

Chairman  L.  W.  Edwards  called  a meeting  of  the  full  Committee,  to  which 
the  President  and  Trustees  were  invited,  in  Nashville  on  July  30.  The 
entire  day  was  consumed  by  the  careful  consideration  and  slight  modi- 
fication of  the  recommendations  of  Dr.  Thompson's  Sub-Committee  on 
Basic  Policy  and  Objectives.  The  meeting,  when  it  was  adjourned  at 
3:15  p.m.,  had  resulted  in  the  adoption  of  "THE  TENNESSEE  TEN" — the 
Association's  Ten-Point  Program  of  Public  Service. 

The  seriousness  of  this  Committee,  its  sub-committees,  and  the  Board  of 
Trustees  is  proven  by  their  willingness  to  meet  frequently  and  for  long 
hours.  The  July  30  meeting,  for  example,  was  attended  by  twenty  persons 
with  only  one  Committeeman  absent,  among  them  being  three  members  of 
Board  of  Trustees,  the  Executive  Secretary  and  the  Public  Service 
Director . 

The  Tennessee  Ten,  the  Association's  Public  Service  Program  is  being 
implemented  and  effectuated  rapidly.  Many  aspects  of  the  program  are 
bearing  fruit.  Its  ultimate  success  will  depend  largely  on  three 
factors  in  the  opinion  of  your  Executive  Secretary:  (1)  the  fidelity 
and  hard  work  of  the  Director,  Mr.  Bridges,  (2)  the  wisdom  and  sound 
judgment  of  the  Public  Service  Committee  as  a policy-making  body,  and 
(3)  the  whole-hearted  acceptance  of  and  participation  in  the  Program  by 
every  member  of  this  Association. 

The  challenging  and  meritorious  objectives,  ten  in  number,  are  presented 
in  the  next  section  of  the  Journal  under  the  heading  of  "Public  Service" 
— The  Tennessee  Ten.  This  section  is  written  by  the  Director,  Mr. 
Bridges,  and  will  be  a monthly  feature  of  the  Journal.  His  columns  will 
be  devoted  to  a reporting  of  activities  related  to  the  program  at  both 
the  state  and  local  levels. 

The  broadness  of  the  Public  Service  Committee's  program  has  raised  the 
question  of  whether  the  new  Committee  has  not  been  charged  with  some 
duties  which  have  been  previously  assigned  to  other  standing  and 
special  committees  of  the  Association.  Actually,  there  is  no  conflict, 
since  every  other  committee  has  functions  that  are  primarily  scientific 
in  nature,  or  that  have  little  or  no  public  relations  aspects. 

There  are  some  committees,  particularly  those  on  Legislation  and  Public 


Policy,  Rural  Health,  Industrial  Health,  Education,  Emergency  Medical 
Service,  Liaison,  Woman's  Auxiliary,  and  Post  Graduate  Instruction, 
whose  functions  do  have  real  public  service  values.  The  Public  Service 
Committee  has  no  intention  of  supplanting  any  other  committee,  but  pro- 
poses to  cooperate  with  them  and  to  assist  them  in  their  own  functions. 
We  must  not  forget  that  the  greater  part  of  the  Association's  work  is 
done  through  its  standing  and  special  committees  and  all  of  us  are 
greatly  indebted  to  the  more  than  120  members  who  constitute  the  20-odd 
committees  of  the  Association. 


Profession's 
Contribution 
to  Civilian 
Defense 


The  Committee  on  Emergency  Medical  Service  is  up  to  its  neck  in  the 
urgency  of  civil  defense  planning,  particularly  with  respect  to  the 
part  that  physicians  mtist  play  in  the  over-all  plan.  Dr.  James 
Gardner,  Nashville,  Chairman  of  the  Committee,  has  attended  fourteen 
meetings  and  conferences — two  out  of  the  state — in  order  to  keep 
abreast  of  the  rapid  developments.  It  is  likely  and  logical  that  Dr. 
Gardner  will  be  appointed  by  the  Governor  to  the  Tennessee  Civil  Defense 
Council  as  a representative  of  the  medical  profession.  Dr.  R.  H. 
Hutcheson,  Health  Commissioner,  has  been  appointed  Director  of  the 
medical  care  aspects  of  the  defense  program  now  being  formulated  for 
Tennessee . 


Insurance  Fees  The  present  enrollment  in  The  Tennessee  Plan  (180,000)  has  required 


for  Unlisted 
Procedures 


the  Prepaid  Insurance  Committee  to  concern  itself  with  recommending 
fees  for  surgical  procedures  that  are  not  listed  in  the  Master  Schedule. 
The  Committee  has  approved  the  following  fees  for  two  unlisted  pro- 
cedures : 


1.  Ligation  of  saphenous  vein  when  done  in  connection  with 


intravenous  procedures  such  as  blood  transfusions $10.00 

2.  Dilitation  of  a rectal  stricture  when  proximal 

to  the  mucocutaneous  line $35.00 


It  is  suggested  that  participating  physicians  make  a note  of  these 
decisions  in  their  copy  of  the  Master  Fee  Schedule  as  a guide  in  filing 
future  claims  for  either  of  these  procedures. 


Military  The  Tennessee  Military  District  has  asked  the  cooperation  of  the 

Cooperation  Tennessee  State  Medical  Association  to  assist  in  facilitating  the 
Requested  physical  examinations  of  units  of  the  Tennessee  National  Guard  and  the 
Organized  Reserve  Corps  being  inducted  into  Federal  Service.  Medical 
Reserve  Officers  who  participate  in  such  examinations  will  receive  full 
pay  and  allowances  and  credit  points.  Induction  examinations  will  be 
carried  out  in  local  armories.  Secretaries  of  the  component  societies 
upon  notification  by  the  Executive  Secretary  will  request  that  local 
Medical  Reserve  Officers  participate  in  these  examinations.  The  urgent 
need  for  this  cooperation  is  obvious. 


Special 
Notice — 
East 

Tennessee 


The  Military  Department  has  advised  this  office  that  sizable  induction 
examinations  will  be  required  shortly  after  August  15  in  most  East 
Tennessee  counties.  Local  medical  society  secretaries  in  this  area 
should  alert  their  Reserve  Officer  members  to  this  need. 

Specific  information  on  doctors  needed,  time  and  place  of  examinations, 
etc.,  will  be  furnished  prior  to  August  15. 


THE  TENNESSEE  TEN 


Each  Point  to  On  Sunday,  July  30,  the  Public  Service  Committee  of  the  Tennessee  State 
Meet  a Need  Medical  Association  turned  on  a big  green  light  to  set  in  motion  a 
program  of  solid  objectives  to  extend  medical  care  and  improve  the 
health  and  the  welfare  of  the  people. 

Each  of  the  points  of  The  Tennessee  Ten  was  carefully  designed  to  meet  a 
definite  need.  It  is  an  ambitious  program  and  in  keeping  with  the  high 
humanitarian  ideals  of  the  medical  profession. 

A permanent,  handy  copy  of  The  Tennessee  Ten  will  be  sent  to  every 
member  of  the  TSMA  within  a short  time.  So  this  column  will  be  re- 
stricted to  highlights  of  your  Public  Service  Program. 

Point  1 calls  for  an  all-out  educational  program  to  inform  the  member- 
ship of  the  importance  of  Public  Service.  This  will  be  done  by  a con- 
fidential newsletter,  in  Medical  Society  meetings  and  by  the  activity  of 
Public  Service  Committees  in  each  local  society. 


Pr< 
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Essay  Contest  This  point  also  places  emphasis  on  promotion  of  the  statewide  essay 
in  Schools  contests  in  public  schools  on  some  subject  designed  to  sell  America  to 
Americans.  It  is  sponsored  by  the  TSMA  and  first  prize  is  a $500  war 
bond.  Promotion  plans  are  already  under  way. 

A steady  stream  of  information  will  be  sent  out  to  tell  of  the  progress  Ad 
of  medical  service  and  science  in  Tennessee,  and  elsewhere,  to  outline  |or 
the  profession's  plans  for  the  future,  to  explain  the  cause  of  medical 
costs  with  emphasis  on  improved  results,  and  to  urge  the  public  to  join 
in  efforts  to  extend  medical  care  everywhere. 

Point  2 urges  a Renaissance  of  Professional  Ethics  by  self-discipline  on 
the  county  level,  guarding  high  standards  of  practice  and  establishment 
of  local  Grievance  Committees  for  the  public.  The  1950  Annual  Session 
House  of  Delegates  authorized  a Statewide  Grievance  Committee  to  hear 
complaints.  This  will  serve  as  an  appeals  court. 


Broaden  the  Point  3 seeks  to  broaden  the  availability  of  medical  care  by  arranging 
Availability  for  the  care  of  the  indigent  and  helping  with  the  proper  distribution  of 
hospitals,  working  first  for  adequate  care  in  the  acute  areas  of 
Tennessee . 

Point  4 calls  for  an  increase  in  the  value  of  the  public's  investment  in 
health  by  intensifying  promotion  and  increasing  participation  in 
voluntary  prepaid  health  insurance.  Insurance  companies  will  be  urged 
to  sell  such  policies  to  individuals  as  well  as  in  groups. 


Recruit  NursesPoint  5 pledges  the  profession  to  an  active  campaign  to  recruit  nurses 
and  Other  and  encourage  establishment  of  practical  nurses  training  schools;  also 

Aides  to  provide  an  adequate  supply  of  laboratory  technicians  and  other 

professional  aides. 

Point  6 is  an  appeal  for  Public  Service  through  participation  in  public 
affairs;  by  intensifying  the  profession's  fight  against  socialism;  by 
registering  and  voting  100  per  cent,  and  by  urging  other  groups  to  join 
in  the  fight  for  restoration  of  government  by  the  people. 

Point  7 pledges  active  co-operation  with  all  efforts  for  civilian 
defense,  and  with  the  health  protection  efforts  of  such  organizations  as 
the  Heart  Society,  Cancer  Society,  Society  for  Crippled  Children, 
Tuberculosis  Association  and  Red  Cross.  Your  Committee  already  has 
given  assistance  to  three  of  these  organizations. 
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Promote  Loan  Point  8 calls  for  promotion,  with  other  interested  agencies,  of  a loan 
Fund  fund  to  finance  the  medical  education  of  young  men  and  women  who  are 

unable  to  stand  the  cash  drain.  This  will  go  far  to  solve  the  problem 
of  supplying  general  practitioners  to  rural  areas. 

Point  9 requests  the  Medical  Schools  in  Tennessee  to  establish  regular 
courses  in  Medical  Ethics  as  part  of  their  curricula. 

Point  10  seeks  the  adoption  of  a "Press  and  Radio  Co-operation  Code" 
to  sustain  the  best  possible  relationships  between  the  professions. 
This  department  of  your  Journal  will  report  monthly  on  progress  toward 
reaching  the  goals  set  up  in  The  Tennessee  Ten. 


Progress  This  is  the  first  Progress  Report  on  your  Public  Service  Program. 

Report  Action  can  be  reported  on  most  of  the  points  in  The  Tennessee  Ten 

adopted  by  the  Committee  on  July  30. 

RADIO — One  hundred  forty-four  medical  transcription  programs  15 
minutes  each,  have  been  started  under  sponsorship  of  the  Public  Service 
Committee  and  local  Societies  in  Cookeville,  Gallatin,  Maryville,  John- 
son City,  Lebanon,  Humboldt,  Chattanooga,  Lewisburg,  Winchester,  Jackson 
and  Nashville. 

In  Lewisburg,  Dr.  Thomas  A.  Wheat,  one  of  your  PS  Committeemen,  is 
taking  full  advantage  of  the  radio  programs  by  arranging  to  have  the 
schools  tune  them  in  for  students  at  the  same  time  every  week.  The 
students  in  turn  are  being  urged  to  ask  their  parents  to  listen  to  the 
helpful  health  information. 

The  radio  stations  are  rendering  a splendid  Public  Service  by  run- 
ning these  programs.  The  job  is  done  at  no  cost  to  any  society  or  the 
State  Association.  Please  express  our  thanks  to  your  station  if  it  is 
running  one  of  the  series. 


Ad  Campaign  HEALTH  INVESTMENT — Your  Executive  Secretary  and  PS  Director  are 
for  Health  urging  the  Underwriters  in  The  Tennessee  Plan  to  place  tie-in  advertise- 
ments alongside  the  AMA's  national  campaign  next  month. 

The  AMA  campaign  will  urge  the  American  people  to  protect  their  most 
precious  commodity — health — through  purchase  of  voluntary  prepaid  health 
insurance.  The  ads  will  appear  in  hundreds  of  newspapers,  magazines  and 
over  about  1,200  radio  stations. 

Watch  and  listen  for  the  educational  campaign  on  health  insurance 
beginning  the  week  of  October  8.  Tell  your  patients  and  neighbors  about 
the  forthcoming  campaign  to  sell  health  protection  to  the  healthiest 
nation. 

Literature  promoting  The  Tennessee  Plan  is  being  distributed  by  your 
State  Headquarters  at  such  places  as  fairs,  conventions,  hospital  dedi- 
cations and  in  physicians  offices. 

A specially  designed  Certificate  of  Participation — "Symbol  of  Serv- 
ice"— is  being  presented  free  to  the  approximate  1,600  Tennessee  physi- 
cians who  are  participants  in  the  prepaid  insurance  plan.  When  yours  is 
received,  please  place  it  on  your  reception  wall.  Your  policyholding 
patients  will  know  before  they  see  you  that  you  are  a member.  The  cer- 
tificate was  approved  by  your  Prepayment  Insurance  Committee  headed  by 
Dr.  N.  S.  Shofner  of  Nashville. 

EMERGENCY  MEDICAL  SERVICE — This  Committee  is  rendering  Public  Serv- 
ice by  several  methods.  Dr.  James  C.  Gardner,  Chairman,  requested  every 
local  Society  which  had  not  done  so  to  appoint  its  own  EMS  Committee. 

The  response  has  been  excellent.  The  State  Committee  will  work  through 
these  physicians  to  achieve  important  objectives. 

During  August,  the  Committee  asked  officers  in  the  Medical  Corps 
Reserve  to  volunteer  for  temporary  duty  to  examine  National  Guardsmen 
for  induction  into  the  Army.  The  response  was  so  good  that  some  3,000 
guardsmen  were  examined  at  widely  separated  spots  and  Army  officials 
expressed  complete  satisfaction  and  appreciation. 

The  military  informed  your  Director  of  Public  Service  that  the  vol- 
unteering physicians  made  it  possible  for  the  Army  to  have  the  guardsmen 
examined  for  an  average  $3.90  per  man.  Col.  W.  I.  Sherwood,  Commanding 
Officer  of  The  Tennessee  Military  District,  said  this  saved  the  Army 
(and  taxpayers)  a very  sizable  sum.  Railroad  fare  alone  to  transport 
guardsmen  to  the  nearest  army  examination  stations  would  have  cost  six 
times  as  much  as  the  examinations  by  the  volunteering  Tennessee  physi- 
cians who  received  $20  to  $25  for  a day's  work  on  temporary  duty. 

The  Emergency  Medical  Service  Committee  also  has  begun  a series  of 
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articles  alerting,  but  not  alarming,  the  public  on  lifesaving  methods  in 
case  of  a war  disaster.  The  articles  are  issued  through  The  Tennessee 
Press  Service  to  weekly  newspapers.  Numerous  daily  papers  are  carrying 
their  own  syndicated  alerting  articles. 

ESSAY  CONTEST — You  are  urged  to  send  to  this  column  a suggested 
title  for  the  Tennessee  State  Medical  Association's  essay  contest. 

First  prize  to  the  high  school  student  who  wins  will  be  a §500  war  bond 
plus  an  expense-paid  trip  to  the  1951  Annual  Session  in  Nashville. 

The  general  theme  of  the  essay  is  that  it  should  Sell  America  to 
Americans,  that  it  should  emphasize  that  individual  rights  must  remain 
inviolate,  that  government  should  truly  be  “by  the  people,  of  the  people 
and  for  the  people." 

The  announcement  of  rules  and  regulations  will  go  to  all  schools  in 
September.  Send  in  your  title  suggestion  now  on  a post  card.  This  is 
an  important  part  of  The  Tennessee  Ten. 

Tomorrow's  America  will  be  in  the  hands  of  high  school  students  such 
as  those  who  will  write  about  some  of  the  freedoms  they  are  in  danger  of 
losing. 


Break  Down  THE  NEWSLETTER- — The  first  confidential  newsletter  will  go  to  the 

AMA  Material  Association  membership  in  September.  If  you  have  information  vital  to 
the  profession,  please  send  it  in  promptly.  Such  information  may  dis- 
close or  point  up  a Public  Service  Problem;  it  could  report  a Public 
Service  achievement  by  your  Society.  It  could  deal  with  any  facet  of 
medical  care  and  practice  upon  which  progress  hinges. 

The  Newsletter  will  forecast  interesting  and  significant  articles  to 
appear  in  the  next  issue  of  The  Journal.  It  will  discuss  local  applica- 
tion of  information  received  from  the  AMA's  Chicago  and  Washington  of- 
fices. During  the  coming  session  of  the  legislature,  it  will  report  on 
the  introduction,  meaning,  status  and  prospect  of  all  legislation  affect- 
ing the  health  and  welfare  of  the  people. 

Occasionally,  the  Newsletter  will  take  a poll,  with  the  last  section 
forming  a coupon  for  your  convenient  participation.  You  are  urged  to 
participate  in  these  polls  so  we  can  obtain  complete  and  representative 
results. 


Each  local  Medical  Society  in  Tennessee  has  been  asked  to  appoint  a 
Public  Service  Committee  of  its  own.  Several  had  such  committees  when 
the  Tennessee  Ten  was  adopted.  They  reported  some  solid  results  from 
their  own  Public  Relations  activities. 

The  local  PS  Committees  will  form  the  Society  medium  through  which 
the  State  Committee,  the  Public  Service  Office  and  Director  will  work  to 
effectuate  the  Tennessee  Ten. 

Public  Relations  problems  and  opportunities  arise  every  day — in 
doctors'  offices,  in  hospitals,  in  homes  of  the  sick  and  in  the  physi- 
cian's public  contacts  as  a citizen.  The  Director  will  seek  out  these 
problems  and  opportunities  in  every  community.  Your  calls  upon  this 
office  for  any  and  all  assistance  needed  will  be  appreciated  and 
acted  upon. 


PRESS-RADIO  CODE- — Point  10  of  your  Program  has  been  broached  to  the 
Tennessee  Press  Association  through  its  central  office  and  Executive 
Director  at  Knoxville.  It  will  be  discussed  with  Press  Secretaries  from 
states  where  such  Medical  and  Press-Radio  Co-operation  Codes  are  in 
effect,  at  a meeting  of  newspapermen  in  Chicago  in  November.  Then  the 
Directors  of  The  Tennessee  Press  Association  will  be  asked  for  their 
reactions. 

The  other  groups  that  such  a Code  would  embrace,  radio  broadcasters 
and  hospitals,  will  be  approached  in  the  same  manner.  From  careful 
study  and  preliminary  discussion  to  eliminate"bugs"  we  hope  to  finally 
reach  a written  agreement  that  will  improve  and  maintain  good  relations 
between  the  medical  profession,  hospitals,  radio  stations  and  newspa- 
pers. 

Newspapers  and  radio  stations  are  among  medicine's  top  friends. 

They  prove  this  friendship  by  carrying  the  message  of  free  enterprise 
and  pointing  out  the  dangers  of  the  socialistic  state.  Medicine  should 
never  overlook  an  opportunity  to  show  its  appreciation. 


MEDICAL  INDIGENTS — Everyone  admits  that  the  real  problem  of  extend- 
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ing  medical  care  lies  in  a proper  system  of  providing  for  the  needy  in- 
digent, the  medically  indigent. 

Although  eight  bills  for  Cumpulsory  Health  Insurance  have  been  in- 
troduced in  Congress  since  1935— -NONE  of  them  provide  for  the  group 
needing  medical  care  most  and  least  able  to  pay  for  it.  The  needy  indi- 
gent are  left  out  in  the  cold  in  the  Truman-Ewing  scheme  of  political 
medicine. 

That  leaves  the  problem  up  to  the  state  governments,  or  their  subdi- 
visions. The  best  plans  in  operation,  such  as  that  in  Maryland,  call 
for  an  outright  appropriation  or  special  tax  by  the  state  government,  to 
provide  complete  medical  care  for  the  medically  indigent. 

A new  session  of  the  Tennessee  legislature  convenes  in  January,  We 
hope  to  confer  soon  with  Governor  Browning  to  discuss  the  possibility  of 
our  own  state  government  enacting  legislation  to  do  the  thing  that  the 
federal  government,  with  all  its  primrose  promises,  refuses  to  do. 

The  Tri-County  Medical  Society  at  Dyersburg  set  aside  part  of  its 
September  6 meeting  for  Public  Relations.  Dr.  L.  W.  Edwards  and  Dr. 

W.  0.  Vaughn  of  Nashville,  Chairman  of  the  new  Public  Service  Committee, 
Executive  Secretary  V.  0.  Foster,  and  Ed  Bridges,  Public  Service  Direc- 
tor, spoke.  The  gist  of  comments  was  as  follows: 

Throughout  the  United  States,  some  forty-five  state,  county  and  na- 
tional public  relations  programs  are  going  to  bat  for  medicine.  The 
federal  government  is  spending  millions  in  your  own  tax  money  to  try  to 
undersell  you  to  the  public. 

Our  program  is  positive.  You  will  see  this  from  the  list  of  proj- 
ects in  last  month's  Journal.  Your  committee  deems  it  folly  to  scream 
down  Socialized  Medicine  without  at  the  same  time  offering  something 
better.  We  HAVE  something  better  and  must  continue  to  tell  the  public 
about  it. 

We  know  that  many  doctors  have  been  lulled  into  a false  sense  of 
security  whenever  political  activities  against  the  professions  subside 
for  a time. 

We  have  found  to  be  so  true  the  statement  that  the  only  adequate 
medical  public  relations  agent  is  the  individual  doctor.  We  want  to 
underscore  our  belief  that  the  individual  doctor  and  the  public  are  both 
fed  up  on  high  pressure  propaganda  and  name-calling  debates.  We  have 
reached  the  time  when  the  public  is  demanding  definite  conservative  ad- 
vancements in  medical  service  and  the  correction  of  some  certain  exist- 
ing faults  in  the  practice  of  medicine. 

There  are  so  many  doctors  who  do  not  realize  that  each  individual 
doctor  is  a public  servant,  a most  important  one,  and  that  the  public 
has  a right  to  make  certain  demands  on  him.  The  present  public  is  will- 
ing to  be  told  what  is  good  for  it,  but  IT  WANTS  TO  KNOW  WHY  IT  IS  BEST 
FOR  IT. 

We  do  NOT  believe  in  using  public  relations  to  defend  us  against 
complaints  ; but  rather  we  depend  upon  this  program  to  educate  the  com- 
munities regarding  sound  medical  practices.  Private  practice,  if  you 
please,  instead  of  political  medicine. 

We  do  NOT  believe  in  using  public  relations  to  explain  away  the  un- 
explainable. We  believe  that  Tennessee  citizens  will  support  our  course 
of  private  medical  care  and  health  protection  when  they  are  given  abso- 
lutely free  access  to  ALL  the  facts. 

If  we  believed  otherwise,  then  we  would  be  running  a propaganda 
campaign  and  not  a public  relations  program.  We  know  that  we  are  in  a 
n ew  field  and  therefore  intend  to  move  carefully,  hoping  to  avoid  all 
mistakes  possible. 

Our  public  relations  program  is  a few  weeks  old.  During  that  time, 
it  has  moved  forward  in  public  service  and  information  on  every  front 
available  to  us.  We  have  used  every  media  available  to  us.  These  in- 
clude schools,  the  press  and  radio,  movies,  civic  clubs,  women's  clubs, 
the  League  of  Women  Voters,  a physician-speaker's  bureau,  literature,  our 
own  Woman's  Auxiliary,  and  a grass-roots  campaign  among  state  legisla- 
tors and  members  of  Congress. 

The  results  of  a good  public  relations  program  are  not  something  that 
can  be  seen,  or  put  into  a paper  bag  and  exhibited.  They  are  for  the 
most  part  intangible,  such  as  the  changed  attitude  of  the  people,  a new 
pattern  of  thinking  on  health  problems.  Of  course  there  ARE  a few  visi- 
ble results,  such  as  the  organization  of  health  councils  and  the  spread 
of  health  insurance;  urging  people  to  seek  the  full  facts;  all  helped 
along  by  good  public  relations  among  the  people. 
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The  Emergency  Medical  Service 
Committee  of  your  Association  is 
rendering  valuable  service  to  the 
medical  profession,  the  military, 
and  the  civilian  public. 

This  Committee  is  concerning  it- 
self with  the  dual  problems  of  1) 
utilization  of  medical  manpower  in 
civil  defense  planning  and  2)  devis- 
ing ways  and  means  of  best  sharing 
medical  men  between  the  military 
and  civilian  needs  of  the  State. 

Dr.  James  C.  Gardner,  Chairman 
of  this  Committee,  and  Dr.  W.  C. 

Dixon,  ex  officio  member,  will  at- 
tend a meeting  of  the  AMA  Council  on 
National  Emergency  Medical  Service 
in  Chicago  on  September  10.  It  is 
expected  that  the  vital  role  which 
physicians  must  play  in  civilian 
defense  and  military  medical  needs 
will  be  more  clearly  defined.  (Your 
attention  is  called  to  a guest  edi- 
torial in  this  issue  by  Dr.  Gardner) 

The  response  of  local  society 
presidents  in  appointing  local  Emerg- 
ency Medical  Service  Committees  has 
been  outstanding.  Within  two  weeks, 

29  societies  had  advised  the  Execu- 
tive Secretary  of  the  members  of 
their  local  committees.  We  expect 
to  hear  from  the  other  19  societies  soon.  All  members  of  these  local 
committees  and  the  members  of  the  State  Committee  will  be  placed  on  the 
mailing  list  of  the  AMA  Washington  office  and  receive  the  valuable  news- 
letter which  will  keep  them  advised  of  the  rapid  developments  in  legisla- 
tion and  planning  related  to  medical  needs  in  the  present  emergency. 

The  Association's  Trustees  will  hold  their  stated  semi-annual  meet- 
ing in  Nashville  during  September,  rather  than  October,  due  to  the  press 
of  matters  pending.  In  addition  to  routine  business,  the  Board  will 
appoint  two  important  committees:  A Committee  on  Rural  Health  and  a 
Committee  on  Grievances.  The  Board  will  review  a proposed  budget  for 
1951  and  may  make  a decision  with  reference  to  permanent  (Association 
owned)  headquarters  for  the  Association. 

The  new  Committee  on  Rural  Health  will  have  immediate  duties  to  per- 
form. In  addition  to  concerning  itself  with  rural  health  problems  gen- 
erally, the  Committee  will  be  host  to  the  Sixth  Regional  Conference  on 
Rural  Health  sponsored  by  the  AMA  which  will  be  held  in  Memphis  on  Feb- 
ruary 22-23-24,  1951.  We  are  honored  to  have  this  Conference  in  Tennes- 
see. Mr.  Aubrey  Gates  and  Miss  Ailene  Hibbard  of  the  AMA  have  worked 
closely  with  this  office  in  arranging  for  this  conference  of  national 
significance. 

The  week  of  October  8 will  see  paid  advertisements  in  every  news- 
paper in  Tennessee  and  throughout  the  Nation.  The  ads  will  seek  to  re- 
affirm America's  faith  in  free  enterprise,  progress  and  freedom.  They 
will  also  plug  hard  for  voluntary,  prepaid  insurance.  The  keynote 
statement  will  be  "The  Voluntary  Way  Is  the  American  Way."  We  are  en- 
couraging the  allied  professions  and  business  generally  to  purchase 
"tie-in"  advertising.  This  will  be  a loud  voice — calling  America  to  the 
defense  of  freedom — not  only  in  America,  but  everywhere  ! 


James  C.  Gardner,  M.D.,  Nashville  Chairman , 
Emergency  Medical  Service  Committee 
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The  Board  of  Trustees  of  the  Association  will  hold  its  regular 
semiannual  meeting  in  Nashville  on  November  12th.  Items  on  the  agenda 
are:  appointment  of  Rural  Health  Committee,  appointment  of  a Grievance 
Committee,  adoption  of  a budget  for  1951,  and  consideration  of  a pro- 
posed plan  whereby  the  twenty-three  underwriting  insurance  companies  and 
associations  selling  the  Tennessee  Plan  would  contribute  approximately 
$10,000.00  annually  to  a special  fund  to  promote  and  publicize  the 
Association's  prepaid  insurance  program.  These  items,  along  with  routine 
business,  will  require  a full-day  session.  An  abstract  of  the  Board's 
proceedings  will  be  reported  in  these  columns  next  month. 

Dr.  Kyle  C.  Copenhaver,  Knoxville,  Chairman  of  the  Councilors  of 
the  Association,  instructed  the  Executive  Secretary  to  call  a meeting  of 
the  Councilors  to  hear  an  appeal  which  has  been  taken  from  Councilor  D. 
C.  Seward  of  the  Sixth  District  who  upheld  a recent  action  of  the  Nash- 
ville Academy  of  Medicine  in  the  expulsion  of  a member  of  that  society. 
The  meeting  will  be  held  in  Nashville  on  October  15. 

The  fine  work  of  the  Emergency  Medical  Service  Committee,  composed 
of  Drs.  James  Gardner,  Nashville,  Chairman,  Joe  L.  Raulston,  Knoxville, 
and  William  J.  Sheridan,  Chattanooga,  Jack  Thompson,  Jackson,  James  E. 
Wilson,  Memphis,  and  W.  C.  Dixon,  Nashville,  Ex  Officio,  has  come  in  for 
high  praise  by  the  Tennessee  Military  District,  the  Third  Army  Headquar- 
ters in  Atlanta,  and  Brigadier  General  Sam  Wallace,  Director  of  Civil 
Defense  of  Tennessee. 

The  appointment  of  local  emergency  medical  service  committees  by 
local  societies  was  speedy  and  widespread.  The  announcement  of  these 
committees  and  the  personnel  of  the  Association's  Committee  was  made 
last  week  to  the  press  and  radio,  to  mayors,  county  judges  and  other 
civilian  and  governmental  authorities  pledging  the  assistance  of  these 
committees  to  all  local  civil  defense  directors.  Expressions  of  grati- 
tude for  the  profession's  interest  and  help  in  civil  defense  planning 
and  in  sharing  medical  manpower  between  military  and  civilian  needs  have 
come  from  General  Wallace,  the  Tennessee  Military  District  and  the  Third 
Army  Headquarters  in  Atlanta,  as  well  as  from  many  mayors  and  county 
judges  in  Tennessee. 

There  is  still  some  confusion  about  local,  state  and  AMA  dues. 
Here's  the  present  picture: 

1.  Local  society  dues  are  determined  by  the  society — amount,  due 
date,  etc. 


I 


2.  Dues  to  the  Tennessee  State  Medical  Association  are  §15. 00  for 

1950.  1951  dues  will  be  §25.00. 

3.  AMA  dues  for  1950  are  §25.00;  however,  AMA  dues  for  physicians 
joining  their  county  society  between  now  and  December  31  will  be 
only  §12.50. 

4.  AMA  will  not  accept  1951  dues  UNLESS  UNPAID  1950  dues  are  paid 
also.  AMA  dues  for  1951  will  be  §25.00. 

5.  BY  ACTION  OF  THE  HOUSE  OF  DELEGATES  OF  THE  TENNESSEE  STATE  MED- 
ICAL ASSOCIATION  IN  APRIL,  1950,  NO  MEMBER  OF  THE  TENNESSEE 
STATE  MEDICAL  ASSOCIATION  HAS  TO  PAY  AMA  DUES.  This  means  that 
membership  in  the  AMA  is  still  voluntary  for  Tennessee  physi- 
cians. This  is  not  true  in  many  states. 
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The  Executive  Secretary  proposed  a plan  of  voluntary,  cooperative 
support  by  which  approximately  §10,000.00  per  year  would  be  contributed 
by  the  23  underwriting  insurance  companies  and  associations  which  sell 
the  Tennessee  Plan.  This  proposal  was  approved  by  the  Executive  Commit- 
tee of  our  Prepaid  Insurance  Committee  and  the  Board  of  Trustees  before 
it  was  submitted  to  our  underwriters.  Most  of  the  companies  have  looked: 
with  favor  on  the  proposal.  The  National  Health  Insurance  Council  meet- 
ing in  New  York  on  September  12,  13  approved  it  and  will  assist  us  in 
urging  our  insurance  companies  to  participate. 
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The  purpose  of  the  §10,000.00  fund  which  will  be  provided  by  our 
underwriters  will  be  to  promote  the  Tennessee  Plan.  The  money  will  be 
placed  in  an  account  separate  from  any  Associational  funds  with  Dr.  D. 

W.  Smith,  Chairman  of  the  Board  of  Trustees,  acting  as  Treasurer  of  the 
fund.  It  will  be  expended  for  newspaper  advertising,  radio  commercials, 
descriptive  pamphlets,  posters,  exhibit  booth  materials,  and  other  medic 
of  telling  the  public  about  the  Tennessee  Plan. 


On  September  16th,  the  President,  through  the  director  of  the  Budg- 
et, lopped  off  50  per  cent  of  the  §150,000,000.00  annual  federal  appro- 
priation for  financial  aid  for  hospital  construction  under  the  Hill  Bur- 
ton Act.  The  federal  contribution  is  thus  reduced  to  §75,000,000.00  pei 
year  for  all  the  states.  This  home  front  "economy  move"  was  suddenly 
announced,  and  resulted  in  jeopardizing  twenty  local  hospital,  health 
unit  and  hospital  addition  projects  in  Tennessee — many  of  these  long 
past  the  blue  print  stage,  others  ready  for  bid-letting.  Poli 


The  present  status  of  these  twenty  projects  is  that  they  "will  be 
held  in  abeyance."  Frantic  calls  from  sponsors  of  these  projects  indi- 
cate the  urgent  need  of  the  facilities,  together  with  a serious  problem 
where  counties  and  cities  have  ALREADY  issued  bonds  or  otherwise  provid- 
ed for  financing  their  share  of  the  projects. 

Conferences  with  the  Hill-Burton  Director  of  Tennessee,  telephone 
calls  to  our  Washington  office,  and  other  efforts  are  so  far  fruitless. 
We  cannot  do  any  special  pleading  for  any  particular  project.  We  are 
helpless  unless  enough  pressure  is  applied  to  secure  a restoration  of 
the  cutback  for  the  whole  program;  otherwise  each  state  will  have  to 
pare  its  assistance  to  50  per  cent  of  the  amount  formerly  contemplated. 

A QUESTION:  WHY  SHOULD  THE  PRESIDENT,  WHO  PROFESSES  SO  MUCH  INTER- 
EST IN  THE  MEDICAL  CARE  OF  THE  PEOPLE,  APPLY  THE  AXE  TO  THE  ONLY  PRES- 
ENTLY EFFECTIVE  AND  SOUND  FEDERAL  PROGRAM  OF  HELPING  THE  PEOPLE  HELP 
THEMSELVES  SOLVE  THEIR  HOSPITAL  AND  MEDICAL  CARE  NEEDS  AT  THE  LOCAL 
LEVEL? 

ANOTHER  QUESTION:  Couldn't  the  "Economy  axe"  have  fallen  on  the 
enormous  propaganda  machine  operated  by  Mr.  Oscar  Ewing  in  the  interest 
of  compulsory  health  insurance?  After  all,  the  Hill-Burton  program  is 
producing  results — not  propaganda. 
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In  response  to  requests,  we  are  printing  herewith  the  full  ten- 
point  program  of  Public  Service,  with  a preceding  commentary  on  objec- 
tives and  purposes. 

A philosophy  of  Public  Service  for  the  Medical  Profession  was  pre- 
sented in  your  June  Journal  of  The  Tennessee  State  Medical  Association. 
YOU — the  individual  physician — are  the  Association,  the  profession.  The 
Public  Service  Program  being  projected  must  be  YOUR  program.  We  sin- 
cerely ask  for  your  advice,  suggestions,  and  criticisms.  The  Executive 
Secretary  and  the  Public  Service  Director  are  eager  to  put  the  program 
into  operation.  But  it  must  at  all  times  represent  the  thoughts,  ideas 
and  ideals,  attitudes  and  ACTIONS  of  every  member  of  the  Association. 


Check,  OBJECTIVES 

Recheck  the  Your  committee  sets  forth  these  objectives  so  that  you  will  have 

Objectives  them  before  you  constantly.  You  are  urged  to  check  and  recheck  them  as 
we  go  along  to  determine  if  they  are  all  being  pushed,  or  if  some  are 
being  neglected  in  your  area  of  medical  care.  The  objectives  stated  be- 
low will  form  the  basis  for  future  Public  Service  activities. 

1.  To  promote  the  long-needed  understanding  between  the  public  and 
the  medical  profession,  and  the  problems  of  both,  by: 

A.  Constantly  surveying  public  opinion  and  frankly  informing  the 
profession  of  constructive  criticism  ; taking  representative  polls  to 
learn  specific  and  peculiar  complaints  of  both  patients  and  non-patients 
against  doctors,  hospitals,  nurses  and  medical  care  broadly. 

B.  Informing  the  public  in  detail  of  the  peculiar  problems  of  medi- 
cal care  and  service.  Tactfully  informing  people  how  they  can  be  better 
patients  and  therefore  derive  more  benefit  from  treatment. 

C.  Informing  the  public  through  every  available  medium  of  the  in- 
creasing efforts  of  the  medical  profession  to  extend  high  quality  care 
to  every  area. 

D.  Work  actively  with  lay  organizations  (P.-T.  A.,  Health  Councils, 
Civic  Clubs,  etc.)  to  promote  better  health  and  living  standards  for  all 
Tennesseans . 


Policies  POLICIES 

Broad  and  Your  policies  will  be  broad  and  forthright.  When  fitted  into  the 

Forthright  objectives  and  the  program,  they  will  assure  the  preservation  of  the 
high  ideals  and  ethics  of  the  profession. 

General  Policies: 

1.  To  support  and  maintain  medical  practice  as  it  is  found  as  a bed 
rock  of  the  American  system  of  free  enterprise  and  unfettered  competi- 
tion. To  fight  political  medicine  NOT  as  an  isolated  group  but  as  citi- 
zens fighting  the  broader  trend  toward  complete  socialism. 

2.  In  working  with  lay  organizations,  follow  up  the  meetings  and 
programs  with  a check-up  system  to  see  that  plans  for  progress  do  not 
die  with  the  resolution  in  which  they  were  born. 

3.  See  that  our  Public  Service  Program  carries  its  humanitarian  in- 
tent to  all  the  people  and  that  it  is  never  propaganda,  but  always  per- 
formance. 
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THE  PROGRAM 

We  present  below  the  concrete  goals  to  be  sought  in  the  development 
of  a real  program  of  Public  Service  for  the  Tennessee  State  Medical  As- 
sociation. 

I.  An  all-out  educational  program  to  inform  the  membership  of  the 
importance  of  Public  Service  so  they  will  tackle  Public  Service  problems 
and  take  advantage  of  Public  Relations  opportunities  that  arise  every 
day  in  our  work  and  contacts.  Issue  a confidential  monthly  newsletter 
to  the  membership.  Ask  each  Society  to  name  a Public  Service  Committee . 

A.  Promote  and  conduct  a state-wide  Essay  Contest  in  public  schools 
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on  a subject  designed  to  sell  America  to  Americans , to  fight  to  keep  our 
freedoms . 

B.  Constantly  inform  the  public  of  the  progress  of  medical  service 
and  science  in  Tennessee,  of  plans  of  the  profession  for  the  future,  of 
the  causes  of  medical  costs  with  emphasis  on  improved  results,  and  urge 
the  public  to  join  in  efforts  to  extend  medical  care.  Health  is  every- 
body's responsibility. 


II.  Renaissance  of  Professional  Ethics. 

A.  Self-discipline  on  the  county  level. 

B.  Guard  high  standards  of  practice. 

C.  Maintain  a close  observation  for  abuse  by  excessive  fees. 

D.  Request  local  Societies  to  establish  Grievance  Committees  for 
patients,  with  the  recently  activated  State  Grievance  Committee  serving 
as  an  appeals  court. 

E.  Work  f or  improved  relationships  between  specialists  and  general 
practitioners . 

III.  Broaden  the  availability  of  medical  care. 

A.  Arrange  for  the  care  of  the  indigent,  possibly  by  guaranteeing 
treatment  without  cost  if  the  county  or  city  will  formally  declare  the 
patient  indigent  and  pay  all  hospitalization  costs. 

B.  Actively  support  the  proper  functioning  of  all  hospital  building 
groups  under  the  Hill-Burton  Law,  or  by  private  enterprise,  working 
first  for  adequate  coverage  in  the  acute  areas. 

IV.  Increase  the  value  of  the  investment  in  health. 

A.  Intensify  promotion  of  voluntary  prepayment  health  insurance 
through  The  Tennessee  Plan  and  nonprofit  plans  such  as  Blue  Shield  and 
Blue  Cross.  The  spread  of  such  health  coverage  to  all  people  is  the  No. 
1 solution  to  the  problem  of  extending  medical  care. 

B.  Strongly  urge  all  underwrite rs  to  sell  policies  to  individuals . 

V.  Conduct  an  active  campaign  to  recruit  nurses  and  encourage  es- 
tablishment of  practical  nurses  training  schools.  Provide  an  adequate 
supply  of  laboratory  technicians  andother  professional  aides. 

VI.  Render  public  service  through  participation  in  public  affairs  ; 
engage  in  civic  and  governmental  programs  for  health  and  welfare  of  the 
people  ; register  the  profession  100  per  cent  for  voting  and  use  the 
franchise  right. 

A.  Fight  for  the  restoration  of  the  government  to  the  people. 

B.  Urge  all  groups  with  similar  goals  to  join  the  profession  in  its 
fight  against  socialism. 

VII.  Cooperate  with  the  health  protection  efforts  of  the  State  and 
County  Health  Departments,  Woman's  Auxiliary  to  the  Tennessee  State  Med- 
ical Association  and  voluntary  organizations  such  as  the  Cancer  Society, 
Heart  Society,  Society  for  Crippled  Children,  Tuberculosis  Association 
and  Red  Cross.  Make  contributive  efforts  to  all  civilian  defense  pre- 
paredness . 
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VIII.  Promote  the  establishment,  with  other  interested  agencies,  of 
a LOAN  FUND  with  which  to  finance  the  medical  education  of  young  men  and 
women  unable  to  do  so  themselves.  This  will  go  far  to  solve  the  problem 
of  supplying  general  practitioners  to  rural  areas.  Terms  of  the  loan 
agreement  will  guarantee  that  the  applicants  practice  in  rural  areas  for 
a designated  period.  Part  of  the  LOAN  FUND  will  also  finance  medical 
research  into  our  acute  health  problems. 

IX.  Request  the  Medical  Schools  in  Tennessee  to  institute  courses 
in  Medical  Ethics  as  a vital  part  of  their  curricula. 
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X.  Adopt  a "Press  and  Radio  Cooperation  Code"  to  promote  better 
understanding  between  the  professions  and  to  provide  a working  agreement 
for  the  spread  of  medical  science  news.  Parties  to  the  agreement  should 
be  the  Trustees  of  the  Tennessee  State  Medical  Association  and  directors 
of  The  Tennessee  Press  Association,  Tennessee  Association  of  Broadcast- 
ers and  The  Tennessee  State  Hospital  Association. 

Submitted  as  adopted  by  your  Public  Service  Committee. 

L.  W.  EDWARDS,  Chairman  THOMAS  A.  WHEAT 

H.  L.  MONROE  W.  N.  COOK 

CHARLES  C.  SMELTZER  JOHN  R.  THOMPSON,  JR. 

W.  A.  GARROTT  J.  PAUL  BAIRD 

THURMAN  SHIPLEY  HAROLD  BOYD 

W.  C.  CHANEY  R.  B.  WOOD 

C.  B.  ROBERTS  J.  OWSLEY  MANIER 

FRANKLIN  P.  BOGART  CHARLES  C.  TRABUE  IV 
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The  Board  of  Trustees  held  its  semi-annual  stated  meeting  in  Nash- 
ville on  Sunday,  November  12.  Every  member  was  present — Dr.  D.  W.  Smith, 
Chairman,  Dr.  E.  G.  Kelly,  Dr.  A.  M.  Patterson,  Dr.  N.  S.  Shofner,  and 
Dr.  C.  C.  Trabue  IV.  Others  present  were  Dr.  R.  H.  Monger,  President, 

Dr.  R.  H.  Kampmeier,  Secretary-Editor,  Mr.  Ed  Bridges,  Public  Service 
Director,  and  the  Executive  Secretary. 

The  Board,  all  members  of  which  had  received  a complete  agenda  with 
pertinent  discussions,  financial  and  statistical  data,  moved  rapidly  and 
soundly  through  an  otherwise  interminable  amount  of  business  in  less 
than  five  hours  of  deliberation. 

Highlights  of  the  Board's  actions: 

(1)  Named  a state-wide  Grievance  Committee  which  had  been  authorized 
by  the  House  of  Delegates.  Members  are  THE  THREE  IMMEDIATE  PAST  PRESI- 
DENTS OF  THE  ASSOCIATION  with  the  eldest  in  point  of  service  being  the 
automatic  chairman.  The  members  are  Dr.  F.  B.  Bogart,  Chairman,  1947 
President;  Dr.  H.  W.  Qualls,  1948  President;  and  Dr.  N.  S.  Shofner,  1949 
President . 

The  duties  of  the  Grievance  Committee  "will  be  to  act  as  a body  to 
hear  complaints  that  are  registered  by  a patient  against  any  physician 
at  whose  hands  he  thinks  he  has  suffered  an  injustice."  The  Committee 
will  act  as  an  appeals  body  to  complaints  referred  to  them  from  local 
society  grievance  committees.  Committee  to  determine  its  own  modus 
operandi. 

(2)  Authorized  the  Chairman,  Dr.  Smith,  to  appoint  a Rural  Health 
Committee  composed  of  one  member  from  each  Councilor  District  upon  nomi- 
nations from  the  Councilors.  Committee  will  concern  itself  with  ways  and 
means  of  improving  medical  care  in  rural  communities — working  closely 
with  other  organizations  interested  in  rural  health  such  as  Farm  Bureau, 
UT.  and  community  improvement  associations.  The  Committee  will  serve  as 
host  to  the  Sixth  National  Conference  on  Rural  Health  sponsored  by  the 
AMA  in  Memphis  in  February,  1951. 

(3)  Reviewed  financial  statements  of  the  past  two  years  and  adopted 
a budgetary_system_of  f inane ial_management , beginning  January  1,  1951. 

(4)  Heard  a report  of  the  Executive  Secretary  on  his  efforts  to  find 
suitable  headquarters  for  the  Association.  He  reported  that  so  far  no 
property  had  been  found  that  was  particularly  suited  to  our  needs — asked 
for  more  time. 

(5)  Approved  the  establishment  of  a Loan  Fund  "for  the  purpose  of 
encouraging  rural  boys  and  girls  to  study  medicine."  Possible  sources  of 
contributions  to  the  fund  are  now  being  explored.  One  condition  of  a 
loan  from  the  fund  would  be  an  agreement  of  the  debtor  to  practice  in  a 
designated  area  for  at  least  five  years,  with  repayment  with  interest  to 
begin  at  that  time. 

(6)  Heard  the  Executive  Secretary  report  the  successful  establish- 
ment of  a $10,000  Promotional  Fund  contributed  by  the  26  underwriting 
companies  and  associations  to  promote  the  Tennessee  Plan.  No  Associa- 
tion funds  are  involved. 

(7)  Approved  the  Executive  Secretary's  suggested  plan  for  covering 
the  next  General  Assembly  and  the  machinery  for  informing  the  profession 
of  the  status  of  bills  related  to  health  and  medical  care.  Mr.  Bridges, 
Public  Service  Director,  will  keep  in  close  contact  with  the  legislature 
during  its  session,  under  the  direction  of  our  Legislative  Committee. 

(8)  Adopted  a resolution  "requesting  the  Governor  and  the  next  Gen- 
eral Assembly  of  the  State  of  Tennessee  to  appropriate  sufficient  funds 
to  enable  the  Medical  School  of  the  University  of  Tennessee  to  train 
more  physicians." 
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(9)  Approved  the  Public  Service  Committee's  efforts  to  secure  the 
establishment  of  an  Indigent  Medical  Care  Program  for  the  State  and  au- 
thorized and  instructed  the  Public  Service  Committee  and  the  Legislative 
Committee  to  proceed  with  developing  such  a plan  for  presentation  to  the 
Governor  and  the  General  Assembly. 

(10)  Approved  a proposal  of  the  Public  Service  Committee  that  a 
radio-press-medical  cooperation  code  be  established  for  the  proper  han- 
dling of  medical  news. 

(11)  Elected  Dr.  H.  H.  Shoulders  as  a special  delegate  to  the  in- 
terim session  of  the  AMA  meeting  in  Cleveland,  December  6-7-8,  to  serve 
for  Dr.  C.  M.  Hamilton  who  could  not  attend. 

(12)  Reviewed  and  approved  suggestions  of  the  Executive  Secretary 
for  increasing  the  interest  and  effectiveness  of  the  Annual  Meeting  of 
the  Association  in  Nashville  next  April  9-10-11. 

(13)  Declined  to  approve  a resolution  which,  if  adopted  by  the  House 
of  Delegates,  would  have  made  membership  in  the  AMA  compulsory  for  the 
members  of  the  TSMA. 

(14)  Adopted  a resolution  which  will  exempt  members  of  the  Tennessee 
State  Medical  Association  in  the  armed  services  from  dues  and  to  provide 
them  the  Journal  without  cost.  (Conditions  of  exemption  are  reported  on 
page  479.)  Secretaries  of  local  societies  are  urged  to  familiarize 
themselves  with  the  conditions. 

(15)  Designated  the  Committee  on  Schools  composed  of  Dr.  C.  B.  Rob- 
erts, Chairman,  Dr.  J.  Owsley  Manier,  Dr.  R.  B.  Wood,  and  Dr.  W.  C. 
Chaney  as  a Sub-Committee  on  Schools  of  the  Public  Service  Committee. 

(16)  Authorized  the  Speaker  of  the  House  to  invite  the  President  of 
the  Woman's  Auxiliary  to  make  a report  of  the  Auxiliary's  activities  to 
the  House  of  Delegates  next  April. 

At  press  time,  it  was  certain  that  Drs.  R.  B.  Wood,  W.  C.  Chaney, 
and  H.  H.  Shoulders  would  be  on  hand  at  the  AMA's  Interim  Session  of  the 
House  of  Delegates  in  Cleveland  on  December  5-8.  Other  officials  who 
had  planned  to  attend  were  Dr.  L.  W.  Edwards,  Chairman  of  our  Public 
Service  (PR)  Committee,  Dr.  R.  H.  Kampmeier,  Editor,  Dr.  Hollis  Johnson, 
Jack  Ballentine,  Executive  Secretary  of  the  Nashville  Academy,  its  Pres- 
ident, Dr.  Cleo  Miller,  and  your  Executive  Secretary. 

It  was  gratifying  to  your  Executive  Secretary  and  your  President  to 
review  the  work  of  the  twenty-one  committees  of  the  Association  so  far 
this  year.  President  Monger  had  asked  that  he  be  supplied  with  a resume 
of  each  committee's  work  in  order  to  assure  himself  that  none  were 
"loafing."  President  Monger  expressed  great  satisfaction  and  almost 
amazement  at  the  energy,  the  planning,  and  the  outright  accomplishments 
of  eighteen  of  the  twenty-one  committees.  As  of  now,  the  Public  Service 
Committee  is  doing  an  outstanding  job — primarily  because  of  the  public 
good  will  and  understanding  which  its  manifold  activities  are  creating. 
Other  Committees  that  deserve  top  laurels  are:  Scientific  Work  and  Edi- 
torial Board,  Legislative,  Prepaid  Insurance,  Emergency  Medical  Service, 
and  Industrial  Health. 

The  profession  can  count  on  the  two  newcomers  on  the  list  of  Commit- 
tees— the  Grievance  Committee  and  the  Committee  on  Rural  Health — to  come 
through  with  valuable  service  before  the  next  Annual  Meeting. 

Councilors  of  the  Association  will  be  requested  to  supply  the  head- 
quarters office  with  the  name  of  at  least  one  physician  friend,  prefer- 
ably the  family  physician,  of  every  member  of  the  new  General  Assembly. 
These  one  hundred  and  thirty-two  physicians  will  constitute  a network  of 
contacts  through  which  the  Legislative  Committee  can  work  more  closely 
with  the  members  of  the  General  Assembly  in  the  interest  of  pro- 
gressive legislation  affecting  the  health  and  medical  care  of  Tennes- 
seans. Legislators  will  be  invited  to  avail  themselves  of  the  services 
of  our  offices,  our  Legislative  Committee,  and  Mr.  Bridges,  our  Public 
Service  Director.  We  want  the  legislators  to  feel  free  to  counsel  with 
us  and  to  call  on  us  for  any  help  we  can  render. 

PLEASE  SAVE  THE  WEEK  OF  APRIL  8-15,  1951,  for 

What?  The  Annual  Meeting  of  the  Tennessee  State  Medical  Association. 
Where?  Nashville — headquarters,  the  Maxwell  House. 

Why?  For  the  biggest  and  best  meeting  ever  from  every  point  of  view 

— convenience,  interest,  scientific  quality,  and  enjoyment. 


Last  month  the  first  public  announcement  of  the  program  of  your 
Public  Service  Committee  was  made  by  Dr.  L.  W.  Edwards,  Chairman. 

The  Nashville  Tennessean  published  Dr.  Edwards'  announcement,  call- 
ing special  attention  to  the  loan  fund  project,  and  then  said  in  part  in 
an  editorial: 


Tennessean  "The  Association's  decision  (to  establish  the  fund)  is  the  first 

Lauds  Loan  good  news  to  medically-isolated  areas  of  the  state  since  the  well- 
Fund  Plan  equipped  hospital  and  laboratory  became  the  major  tools  of  the  medical 
profession.  . . . 

"The  Association,  which  is  the  official  body  of  the  medical  profes- 
sion in  Tennessee,  deserves  credit  for  deciding  at  last  to  face  real- 
istically one  of  the  most  critical  problems  of  organized  medicine.  . . . 

"There  is  a possibility  that  the  scholarship  plan  proposed  by  the 
State  Medical  Association  may,  over  a period  of  years,  contribute  mate- 
rially to  a solution  of  the  problem  of  rural  medical  service. 

"The  thousands  of  Tennesseans  who  still  live  many  miles  from  the  big 
hospitals  and  clinics  certainly  will  add  their  hopes  to  those  of  the 
medical  leaders  who  are  sponsoring  the  plan." 


Army  In  response  to  numerous  questions,  this  military  note: 

Speeding  The  Army  has  stepped  up  its  procedure  for  commissioning  medical  re- 

commissioning serves  in  an  effort  to  insure  that  no  man  who  wants  to  volunteer  will  be 
involuntarily  inducted  and  deprived  of  the  $100  bonus. 

Here  is  the  new  system: 

At  the  time  a registrant  reports  for  physical  examination,  he  has  an 
opportunity — his  last — to  apply  for  an  army  reserve  commission  as  a vol- 
unteer. If  he  accepts,  his  records  go  to  the  army  area  commander,  who 
sends  a letter  of  appointment  if  the  registrant  qualifies  in  other  re- 
spects. Once  he  receives  this  notice,  the  registrant  is  expected  to 
take  the  oath  of  office  within  72  hours.  Then  he  is  to  notify  his 
Selective  Service  Board  of  his  reserve  status,  and  SS  will  cease  proc- 
essing him. 


Federal  One  of  the  Social  Security  amendments  passed  by  the  Eighty-First 

Strings  Are  Congress  provided  for  the  financing  of  certain  medical  care  for  persons 

Still  There  receiving  old  age  assistance.  We  investigated  to  determine  whether  Ten- 

nessee old  people  could  benefit.  They  cannot.  The  reason:  the  state 
does  not  have  the  required  matching  funds. 

Alabama,  which  is  the  first  state  to  receive  U.  S.  funds  under  a new 
amendment  for  total  and  permanent  disability,  will  be  enabled  to  in- 
crease its  public  assistance  payments  from  an  average  of  $11  a month  to 
an  average  of  $20. 


Congressional  The  November  7 Republican  gains  in  both  House  and  Senate  for  the 
Committees  Eighty-Second  Congress  mean  a loss  to  the  administration  in  committee  as 

Re-aligning  well  as  floor  votes.  It  means  a realignment  which  could  be  significant 

on  several  committees  which  handle  health  and  medical  legislation. 

Leaders  of  both  parties  will  work  out  the  number  of  Democrat  and 
Republican  seats  in  conference,  but  the  net  effect  will  be  more  Repub- 
licans and  fewer  Democrats  on  most  important  committees — and  less 
chance  for  purely  administration  legislation  of  any  sort  to  be  reported 
favorably. 

The  AMA's  Washington  Bureau  reports  that  the  new  House  alignment 
should  mean  additional  Republican  seats  on  large  committees,  including 
Armed  Services,  Expenditures  in  the  Executive  Departments,  and  Inter- 


state  and  Foreign  Commerce.  All  these  committees  will  be  handling  legis- 
lation important  to  the  medical  profession. 

The  same  situation  will  exist  in  the  Senate,  where  Republicans  are 
in  line  for  more  voting  power  on  such  medically-important  committees  as 
Labor  and  Public  Welfare,  Expenditures  in  the  Executive  Department  and 
Armed  Services. 

Cumberland  Two  more  Tennessee  counties  have  just  completed  successful  enroll- 

and  Giles  ments  of  citizens  in  prepayment  hospitalization  plans.  They  are  Cumber- 
Counties  land  and  Giles. 

"Hospitalized"  Hundreds  of  Crossville  and  Cumberland  County  people  thronged  THE 
SPECIAL  BOOTHS  SET  UP  TO  REGISTER  APPLICANTS  during  the  week-long  en- 
rollment period  in  mid-November. 

In  Giles  County,  the  Thanksgiving  snow  fell  in  the  middle  of  enroll- 
ment week  but  failed  to  do  more  than  slow  down  the  march  of  citizens  to 
the  booths.  The  enrollment  began  with  opening  of  the  beautiful  new 
Giles  County  Hospital  during  Thanksgiving  week. 

The  TENNESSEE  PLAN  of  surgical  and  obstetrical  insurance  continues 
to  bowl  along  toward  the  mark  of  a quarter  million  persons  covered.  Ap- 
proximately 1,400  Tennessee  physicians  are  now  participants  in  The  Plan. 
That  leaves  about  425  Association  members  outside  The  Plan. 

Hospital  Needs  President  Truman's  recent  slash  in  hospital  construction  funds — from 
Still  Great  in  $150,000,000  to  $75,000,000 — awakened  Tennesseans  anew  to  the  need  for 
Acute  Sections  more  hospitals.  The  slash  stymied  any  further  work  on  21  proposed  hos- 
pitals and  health  centers.  At  least  three  of  the  hospitals  are  acutely 
needed  now. 

Your  PS  Director  recently  visited  the  existing  hospital  in  Unicoi 
County,  at  Erwin,  where  one  of  the  proposed  new  buildings  is  now  being 
held  up.  That  building  is  a tribute  to  the  courage,  skill  and  resource- 
fulness of  the  doctors,  nurses  and  other  aides  who  work  there  to  restore 
people  to  health.  It  hasn't  been  too  long  since  nurses  shoveled  coal 
to  keep  the  furnace  going  through  the  night. 

Today,  the  hospital  is  as  inseparable  a part  of  our  social  fabric  as 
the  church  and  school.  The  grand  total  of  hospitals  in  the  United 
States  is  6,280,  which  includes  all  clinical  types.  These  institutions 
have  nearly  one  and  one-half  million  beds. 

Only  3.3  Per  Seventy-two  per  cent  of  all  hospitals  are  what  is  known  as  general 

Cent  of  Total  hospitals.  That  is,  they  are  equipped  to  all  kinds  of  medical  demands. 
Make  Money  Such  hospitals  have  44  per  cent  of  all  hospital  beds.  For  the  most  part, 
their  purpose  is  to  care  for  short-term  illness. 

The  funds  invested  in  hospital  buildings  and  fixtures  in  this  coun- 
try exceed  $4,400,000,000.  The  annual  expenditures  for  operating  costs 
run  to  almost  $2,000,000,000.  The  great  majority  of  hospitals  are  oper- 
ated under  non-profit.  In  fact,  only  those  hospitals  with  just  3.3  per 
cent  of  the  nation's  beds  are  proprietary  or  profit-making  hospitals. 

The  hospital,  by  any  reckoning,  is  the  keystone  of  our  health  struc- 
ture, the  instrument  by  which  medical  science  is  brought  to  the  people, 
and  a fountain  of  scientific  knowledge  from  which  the  young  people  go 
forth  to  practice  the  healing  arts. 

Yet  this  country  has  slightly  less  than  half  the  number  of  accept- 
able hospital  beds  and  only  a small  percentage  of  the  health  centers  it 
needs,  by  today's  standards,  to  provide  adequate  facilities  for  all 
Americans. 

Your  Public  Service  Department  signs  off  this  section  by  wishing  for 
each  of  you  a Christmas  and  New  Year  Season  made  to  order — just  as  you 
would  wish  it. 
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ORGANIZATIONAL  NEWS 


The  Association  was  well  represented  at  the  Regional  Legislative 
Conference  held  in  Atlanta  on  October  24-25.  The  Conference  was  spon- 
sored by  the  Washington  Office  of  the  AMA. 

Dr.  Joseph  S.  Lawrence,  Director  of  the  Washington  Office,  reviewed 
the  proposed  and  enacted  legislation  during  the  last  Congress  and  fore- 
cast legislative  moves  that  can  be  expected  in  Washington  next  year. 

States  represented  at  the  Conference  were  Tennessee,  North  Carolina, 
South  Carolina,  Georgia,  Alabama,  and  Florida.  More  than  40  physicians 
and  lay  executives  were  present. 

The  most  significant  part  of  the  Conference  was  a frank  and  "off- 
the-record"  analysis  of  the  voting  record  and  attitude  of  every  senator 
and  congressman  from  the  six  states.  These  representatives  of  the  people 
were  rated  on  their  attitude  toward  progressive  health  legislation  from 
two  observation  posts: 

1)  Their  voting  record  and  statements  in  Washington,  and 

2)  Their  statements  and  general  responsiveness  to  sound  medical 
legislative  opinion  "back  home." 

Our  Washington  Office  now  knows  how  the  profession  in  Tennessee 
feels  about  our  senators  and  congressmen,  and  we  know  how  the  Washington 
Office  feels  about  them  on  the  basis  of  their  voting  record  and  influ- 
ence in  Washington. 

Those  attending  from  Tennessee  were  Dr.  C.  M.  Hamilton,  Nashville, 
Chairman  of  our  Legislative  Committee;  Dr.  R.  H.  Kampmeier,  Nashville, 
Secretary-Editor;  Dr.  R.  B.  Wood,  Knoxville,  AMA  Delegate;  Dr.  Ralph 
Monger,  Knoxville,  President  ; Mr.  Jack  Ballentine,  Executive  Secretary, 
Nashville  Academy  of  Medicine,  and  your  Executive  Secretary. 

The  Council  of  the  Association  held  a called  meeting  in  Nashville  on 
October  15  to  hear  an  appeal  which  had  been  taken  by  a former  member  of 
the  Nashville  Academy  of  Medicine.  The  Academy  had  previously  expelled 
the  appellant  from  membership  and  the  local  Councilor,  Dr.  D.  C.  Seward, 
Nashville,  had  upheld  the  action  of  the  Academy. 

The  Council  reviewed  the  detailed  action  of  the  Academy,  along  with 
the  findings  and  actions  of  the  local  Councilor.  The  Council  found  that 
the  previous  action  of  the  Academy  and  of  the  local  Councilor  had  not 
been  arbitrary  or  unreasonable  and  that  the  said  actions  were  confirmed 
and  approved.  The  appellant  may  now,  if  he  desires,  appeal  from  the 
Council's  decision  to  the  Judicial  Council  of  the  AMA. 

The  Board  of  Trustees  of  the  Association  scheduled  its  regular  semi- 
annual session  in  Nashville  for  November  12.  A full  day's  work  awaited 
them.  Among  the  15  items  on  their  agenda  were: 

1)  Naming  and  defining  the  duties  of  two  important  committees — a 
Grievance  Committee  and  a Rural  Health  Committee. 

2)  Report  of  the  Insurance  Committee. 

3)  Review  of  a financial  report  of  the  first  three  quarters  of  1950. 

4)  Review,  amending  and  adopting  a budget  for  1951. 

5)  Hear  report  on  available  headquarters  for  the  Association's 
offices. 

6)  Consider  the  establishment  for  a loan  fund  for  rural  medical  stu- 
dents. 

7)  Heart  report  of  Executive  Secretary  on  the  establishment  of  a 
$10,000.00  Promotional  Fund  donated  by  the  25  underwriters  of  the  Ten- 
nessee Plan  for  its  promotion. 
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8)  Consider  a request  from  the  Committee  on  Postgraduate  Instruction 
for  greater  financial  support. 

9)  Consideration  of  legislative  matters  for  presentation  to  the  gen- 
eral assembly  of  Tennessee  next  January. 

10)  Establishment  of  a radio-press-medical  cooperation  code  for  the 
proper  handling  of  medical  news. 

11)  Election  of  a special  delegate  to  the  AMA  December  session. 

12)  Recommendations  for  improving  the  scientific  quality  and  inter- 
est of  the  Association's  Annual  Meeting  to  be  held  in  Nashville  next 
April . 

Your  Board  of  Trustees  deserves  the  thanks  and  appreciation  of  every 
member  of  the  Association  for  their  sincerity,  hard  work  and  faithful 
stewardship  in  the  financial  and  business  management  of  the  Associa- 
tion's affairs.  They  are  Drs.  D.  W.  Smith,  N.  S.  Shofner,  E.  G.  Kelly, 
Chas.  C.  Trabue  IV,  and  A.  M.  Patterson. 

The  Sub-Committee  on  Medical  Benefits  of  the  Prepaid  Insurance  Com- 
mittee has  been  studying  the  possibility  and  feasibility  of  expanding 
the  Tennessee  Plan  to  include  insurance  benefits  for  medical  care,  at 
least  in  hospitalized  cases.  This  proposed  expansion  of  our  insurance 
program  is  admittedly  needed  but  numerous  technicalities  such  as  actu- 
arial soundness,  fees,  and  administrative  problems  must  be  surmounted 
before  the  Committee's  recommendations  can  be  incorporated  into  the 
Tennessee  Plan.  Members  of  the  Sub-Committee  studying  medical  benefits 
are  Dr.  W.  C.  Chaney,  Dr.  E.  G.  Kelly,  and  Mr.  R.  H.  Peoples,  all  of 
Memphis. 

The  Tennessee  Plan  continues  to  grow  at  an  ever-increasing  rate.  As 
of  September  30,  more  than  237,000  Tennesseans  were  enrolled  under  the 
Plan.  The  number  of  insurance  companies  and  associations  selling  the 
Plan  is  25,  with  two  more  excellent  companies  applying  for  approval. 
Almost  daily,  additional  physicians  are  joining  the  Plan. 

With  the  addition  of  medical  benefits,  together  with  certain  fee  ad- 
justments, the  Tennessee  Plan  should  receive  the  support  and  participa- 
tion of  many  more  physicians. 

The  medical  profession  and  the  general  public  are  going  to  hear  a 
lot  more  about  the  Tennessee  Plan  in  the  near  future.  Beginning  about 
January  1,  1951,  the  Tennessee  Plan  will  be  publicised  through  paid 
newspaper  advertising,  radio  spot  announcements,  playlets,  radio  tran- 
scriptions, pamphlets,  brochures,  news  releases  and  other  recognized 
media. 

Most  of  the  underwriting  companies  and  associations  selling  the  Ten- 
nessee Plan  have  approved  a proposal  of  the  Executive  Secretary  that 
they  contribute  voluntarily  to  a promotional  fund  of  $10,000.00  per  year 
to  be  used  exclusively  for  promoting  the  Tennessee  Plan.  Our  under- 
writers are  willing  to  put  CASH  into  this  effort.  None  of  the  Associa- 
tion's funds  will  be  involved. 

The  doctor's  greatest  contribution  to  the  Tennessee  Plan  is  to  sign 
a participating  physician's  agreement  and  render  services  under  the 
Plan.  He  can  also  boost  his  own  prepaid  insurance  program  in  talking 
with  his  patients,  his  business  friends,  and  the  public  generally. 

Plans  are  already  under  way  for  the  Annual  Meeting  of  the  Associa- 
tion to  be  held  in  Nashville  next  April  9-10-11.  Every  phase  of  the 
planning  will  give  prime  consideration  to  making  this  coming  meeting  the 
biggest  and  best  yet.  Innovations  now  being  considered  are: 

1)  "Fun  Night" — one  evening  given  over  exclusively  to  fun,  good 
fellowship  and  entertainment.  A fine  banquet  with  appropriate  prelimi- 
naries, a top-notch  entertainment  program  to  follow — possibly  with  phy- 
sician talent. 

2)  A physician's  art  and  hobby  exhibit. 

3)  An  inaugural  address  by  the  President  Elect,  rather  than  a vale- 
dictory by  the  out-going  president. 

4)  Television,  motion  pictures  and  a wide  variety  of  doings  planned 
by  the  host  society — The  Nashville  Academy  of  Medicine — for  your  enjoy- 
ment . 

Sound  good? 


There  is  a deadly  parallel  between  the  wording  in  the  CIO's  recent 
advertisement  on  national  health  and  the  handbook  for  workers  sent  out 
by  the  Democratic  National  Executive  Committee. 

Part  of  the  wording  is  a direct  "lift"  from  the  handbook,  sent  to 
all  party  workers  and  to  candidates  running  on  a Democratic  ticket. 
Primarily,  it  is  an  attempt  to  "smear"  the  AMA.  Next,  it  is  a cruel 
deception  concerning  the  actual  legislation  that  Mr.  Ewing  wants  passed. 

An  advertising  war  with  the  CIO  National  Health  Committee  will  gain 
nothing,  but  if  we're  asked  to  answer  the  smear  campaign,  we  would  point 
out  the  glaring  exemptions  in  the  Truman  legislation.  We  would  show  that 
it  is  a hollow  mockery,  that  millions  of  Americans  needing  medical  care 
most  would  be  left  out  of  any  benefits  under  the  Compulsory  Health  In- 
surance bills. 

What  are  the  exemptions?  Here  are  some  of  them: 

The  indigent  tuberculous  could  not  benefit,  and  one  person  dies  of 
tuberculosis  EVERY  TEN  MINUTES  in  this  country. 

The  insane  could  find  no  haven  under  the  political  medicine  scheme. 
And  we  know  these  tragic  people  sometimes  must  go  to  jail  because  of 
inadequate  state  facilities. 

Ministers  of  Protestant  Faiths,  Rabbis  and  Catholic  Priests,  and 
religious  workers  would  be  denied  any  help.  That  is  poor  reward  for  the 
charitable  work  these  people  have  been  doing  for  centuries. 

Employes  of  cities,  states  and  counties  could  not  benefit.  Neither 
could  any  railroad  worker,  active  or  retired.  Neither  could  veterans  nor 
servicemen. 

And  here's  the  joker  in  the  deck.  The  Truman-Ewing  legislation  com- 
pletely neglects  the  one  class  that  we  all  admit  present  a problem the 

NEEDY  INDIGENT.  These  unfortunate  people  would  remain  to  be  cared  for  as 
they  are  now — by  counties,  cities,  states,  hospitals,  doctors,  churches, 
and  charitable  organizations. 

Our  job  is  to  get  across  to  the  people  the  REAL  TRUTH  about  what  the 
political  medicine  bills  contain,  and  WHO  WILL  BE  LEFT  OUT  OF  ANY 
BENEFITS  if  they  ever  should  pass  Congress.  The  half-truth  tactic  em- 
ployed by  the  advocates  of  political  medicine  eventually  will  backfire. 
Remember  the  adage  which  begins:  "You  can  fool  all  of  the  people  some  of 
the  time." 

The  preceding  section  reports  the  expulsion  of  a physician  from  the 
Nashville  Academy  of  Medicine  and  Davidson  County  Medical  Society. 

Public  Should  It  is  our  belief  that  such  information,  without  use  of  a name. 

Know  of  should  be  given  to  the  public.  We  know  that  the  medical  profession  exer- 

Discipline  cises  discipline  to  protect  the  public,  but  does  the  public  know  it?  It 
does  not  and  will  not  believe  it  to  any  extent  unless  such  actions  are 
reported. 

In  another  southern  state,  disciplinary  actions  are  given  broadside 
announcements.  The  reaction  of  the  public  and  the  press  has  been  ex- 
cellent. For  example,  one  big  city  newspaper  said  in  a laudatory  edi- 
torial: "Any  profession  which  so  disciplines  itself  in  the  public  in- 
terest does  NOT  deserve  to  be  regimented  by  the  government." 

When  this  Journal  is  in  your  hands,  Tennesseans  will  have  elected 
their  Congressional  delegation.  You  will  still  have  about  ten  days,  how- 
ever, to  talk  to  your  congressmen  and  senators  about  progressive  health 
legislation,  and  dangerous  legislation,  coming  up  in  the  next  Congress. 
The  adjourned  session  is  scheduled  to  reconvene  November  27,  but  it  may 
be  sooner. 
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A number  of  Tennessee  newspapers  spoke  out  strongly  last  month  in 
condemnation  of  compulsory  health  insurance  and  in  favor  of  voluntary 
insurance.  Some  sample  excerpts  are  published  below: 

The  Collierville  Herald  said  in  part: 

"Free  medicine  loves  and  seeks  for  the  truth.  It  also  loves  to 
serve.  The  countries  of  Europe  undertook  a government  control  of  medi- 
cine and  lost  their  leadership,  not  only  slowing  down  their  whole  scien- 
tific advance  in  the  field  but  also  setting  back  the  health  of  their 
people.  We  can  profit  by  such  an  example.  Regimentation  of  medicine 
breaks  the  sacred  personal  relationship  between  the  doctor  and  patient. 
It  tends  to  kill  the  doctor's  initiative,  discount  his  personal  re- 
sourcefulness, because  he  becomes  a vassal  of  the  state,  to  spend  more 
time  filling  out  blanks  than  treating  his  patients. 

"Regimentation  of  medicine  stagnates  research,  slows  down  new  dis- 
coveries of  healing  drugs  and  methods,  and  thwarts  the  artful  applica- 
tion of  this  time-honored  science.  More  than  anything  else,  it  increases 
the  cost.  In  any  promise  of  something  for  nothing,  there  is  a joker. 

When  our  people  permit  the  government  to  take  their  money  in  taxes  to 
spend  it  for  them,  it  is  like  a doctor  saying:  "You  need  a blood  trans- 
fusion. I'm  going  to  take  some  blood  out  of  your  left  arm.  Then  I'll  put 
it  back  in  your  right  arm.  I'll  spill  some  in  the  process,  but  I'm  going 
to  give  you  a blood  transfusion — with  your  own  blood." 

The  Etowah  Enterprise  had  this  to  say: 

"This  newspaper  thinks  exactly  as  the  doctors  and  druggists  do,  and 
believes  that  they  can  do  the  job  much  better  than  the  bureaucrats  can 
do.  We  have  always  been  against  socialized  medicine,  socialized  indus- 
try, socialized  schools,  and  socialism,  period. 

"We  believe  that  the  Government  has  no  right  whatever  to  hamstring 
the  individual,  and  as  long  as  we  remain  a free  newspaper,  we  will  fight 
for  the  rights  of  the  individual. 

"We  do  believe  in  co-operating  with  the  Government  on  things  that 
are  right  and  are  for  the  best  interests  of  the  people  at  large,  but 
when  it  comes  to  the  point  where  the  Government  tells  the  doctor  or  the 
druggist  what  he  must  give  to  the  people,  and  when,  or  where  the  Govern- 
ment tells  the  newspapers  what  to  print,  then's  when  we  let  out  our 
rebel  yell." 

The  Manchester  Times  observed: 

"We  oppose  the  scheme  (Compulsory  Health  Insurance)  also  because  it 
has  been  demonstrated,  over  and  over  again,  that  private  operation  of 
business  is  more  efficient,  less  expensive,  and  better  in  many  ways  them 
political  operation.  The  employees  of  The  Manchester  Times,  and  a number 
of  other  Tennessee  newspapers,  are  protected  by  health,  accident,  and 
life  insurance  policies  which  are  paid  jointly  by  them  and  the  news- 
paper, and  such  insurance  has  been  found  entirely  satisfactory,  inex- 
pensive, and  sound. 

"Even  good  politics  (if  such  there  be)  in  medicine  makes  bad  medi- 
cine. " 

The  Industrial  Health  Committee  of  the  Association,  recently  recon- 
stituted, will  advance  its  major  project  for  the  year  in  a state-wide 
INDUSTRIAL  MEDICINE  CONFERENCE  in  Nashville,  December  7-8. 

The  purpose  of  this  Conference  will  be  to  determine  what  is  being 
done,  what  can  be  done,  how  it  will  be  done  and  who  will  do  the  job  in 
the  field  of  Industrial  Medicine.  Joint  sponsors  of  the  Conference  will 
be  the  Tennessee  Section  of  the  American  Industrial  Hygiene  Association, 
and  the  Tennessee  State  Department  of  Public  Health.  Co-sponsors  will  be 
the  Tennessee  Farm  Bureau,  the  Tennessee  Hospital  Association,  the  Ten- 
nessee State  Medical  Association,  the  Tennessee  Manufacturer's  Associa- 
tion, the  American  Federation  of  Labor,  and  the  Congress  of  Industrial 
Organizations. 

"This  will  be  the  first  Conference  of  its  type  and  it  is  hoped  the 
meeting  will  initiate  a better  understanding  of  the  needs  for  better  in- 
dustrial health," — said  Dr.  Jean  S.  Felton,  Oak  Ridge,  Chairman  of  our 
Industrial  Health  Committee.  Other  members  of  the  Committee  are  Dr. 
Bedford  Otey,  Memphis,  and  Dr.  Hadney  Sayers,  Nashville. 

This  is  Public  Service,  therefore  it  is  good  public  relations. 
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A Complete , Protective  Infant  Food  . . . 


S-M-A,  diluted  and  ready 
to  feed,  provides  in  each 
quart  the  following  propor- 
tions of  the  minimum  daily 
requirements  for  infants. 


VITAMIN  A 
5,000  U.S.P.  units 

333% 

VITAMIN  D 
800  U.S.P.  units 

200% 

THIAMINE 

0.67  mg. 

250% 

RIBOFLAVIN 
1 mg. 

200% 

VITAMIN  C 
50  mg. 

500% 

NIACINAMIDE 
5 mg. 

- 

Ready-to-feed  S-M-A  is  the  most  complete  formula  for 
infants.  Its  protective  vitamins  are  administered  in  the  most 
satisfactory  way — right  in  the  food  and  in  each  feeding. 
No  danger  of  forgetting,  no  extra  burden  for  busy  mothers. 

No  infant  food  is  more  like  breast  milk  than  S-M-A — in 
content  of  protein,  fat,  carbohydrates  and  ash,  in  chemical 
constants  of  the  fat  and  in  physical  properties. 

S-M-A  CONCENTRATED  LIQUID— cans  of  13  fl.  oz. 

S-M-A  POWDER— 1 lb.  cans 


vitamin  C added 


builds  husky  babies 


Wyeth  Incorporated,  Philadelphia  3,  Pa. 


XXII 


TENNESSEE  MEDICAL  JOURNAl 


December,  1950 


IE  UPJOHN  COMPANY.  KALAMAZOO  99,  MICHIGAN 


m 


■ s mz:  , ■ ■ • t . -i 

■ -v.,  % 

' ■ . j -c  / • - 


While  reducing  immediate  morbidity 
and  mortality,  early  diagnosis  of  venous 
thrombosis  and  prompt  anticoagulant 
therapy  also  protect  against  femoral  vein 
destruction  for  . . the  instantaneous 
action  of  heparin  nearly  always  puts  an 
end  to  upward  spreading  of  the  process,”! 
with  its  later  sequelae  of  valvular  incom- 
petence, venous  stasis,  pain,  chronic  ed- 
ema and  ulceration.  Effective  and  readily 
controllable  anticoagulant  therapy  is 
available  with  these  Upjohn  prepara- 
tions: 


early 

diagnosis 


Heparin  Sodium , Sterile  Solution 
De^o*  -Heparin  Sodium , Sterile  Solution 


* Trademark , Reg.  U.  S.  Pat.  Off. 
1.  Bauer,  G.:  Anaiology  1:  161-169  (Apr.)  1950. 


Medicine .. • Produced  with  care.. . Designed  for  health 
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